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wheeichalrs/salety bells were secured/iastened
beiara moving the van.

15, Interview, on 08/02/15 at 2:35 PM with the
Activilles Direclor, revealed on 07/28/15, she
retralned the faciiity's autharized van drivers on
sala resident transport and proper use of the
van's whaslchair lock-down system.

16. Review of the documenl fitled, Quarterly
Drivers Files Atitit; No Dalg, révealad the drivers®
tiles would be audiled for re-iraining
compstencles on 10/28/15, 01/28/18, 04/28/16
and 07/28/16,

17. Inferviaw, on 08/29/15 at 2:50 PM with the
Director of Resldent Assessment/MDS ravealed,
on 08/28/15, the Activities Director consulted with
the Director Of Assessment/Minimum Data Set
Nurse prior to transporiing a resident who had a
lap tray afiixed to his/her wheelchair, The Direclor
of Rasldent Assessment/Minimum Data Set
Nurse slaled she referred the Activities Director to
Therapy Depariment as she thought {therapy staff
could best answer the queslion relaled to the
resident's wheel chair tray.

18, Interview, on 08/29/15 at 3:22 PM with tha
Human Resources Generalist, revealed sha
reviewed the records for ali authorized van drivers
ta ensure thelr drivers' licenses and Depariment
of Transportation certifications were in-date, and
for verification of re-training on the van's
wheelchalr restraint syslem. The Human
Resaurces Generalist staled she was assigned to
monltor the van drivers records for the required
competencias and for verificalion of quarterly
relraining for one year, and thereafter she would
conduct an annual reviaw of their records.
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19. Review of tha documant litled, Ad Hoc QAPI,
dated 08/23/15, revealed the Execuiive Direclor,
the Director of Nursing, the Assistant Director of
Nursing, the facllity's Social Worker, Unit
Managers for four (4) of four (4) nursing uniis, the
Direclor of Resident Assassment, the Human
Resources Generallst, the Maintanance Direclor,
the Corporale Direclor of Clinical Education, and
1he faciity's Medical Director altendsd the QAPR]
meaeling.

Interview with the ADON, on 08/29/15 al 3:42 PM,
revealad she would oversee the monitoring that
would occur by the Unit Managers and MDS
Nurses, lor the new admisslon process, complete
afl proper documentation, all new admissions will
be discussed during the daily clinical meetings,
twenty-four hour reports would ba reviewed at the
clinical meeting. The ADON stated she would
also be attending the QA mestings and providing
progress of the monitoring pracess for
admissions and changas of condition.

interview with the Adminisiratar, on 08/29/15 at
4:30 PM, revealed nurses were asslgned to
monilor tasks described in the AOC o snsure
that all residents newly admitted have bean
assessed and scraened by the new process and
interventions put in place. The Administrator
stated she would have the AOC minder a each
moming meeting to review and to check fo
ensure assigned stall were continulng to monitor
far compliance wilh the plan.

483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

Tha {acility must -

F 323

F 371
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This AEQUIREMENT s nol met as evidenced
by:

Based on observatlon, interview and review of
the lacility's policy, it was delermined the facllity
failed lo distribule foad under sanitary conditions
when serving food, far two (2) of twenty-six (26)
rasidents (Residents #1 and #4). Obsarvations
revesaled the Cook placed Resident #1's food on
a wet plate from a slack of plates delivered o the
tray line from tha dish washing room after ha
plate warmer ran out of plales. In addition,
interview with Resident #4 revealed they recelived
adapted equipment that was siill wel.

Tha findings include:

Review of the facility's policy regarding Washing
Dishes, not daled, revealed the dietary staff was
lo allow all kems ta thoroughly dry before
unloading or storing and to store all ilems
completely lree of moisture,

Review of the facility's policy regarding Washing
Flatwars, nat daled, ravealed the distary staif was
1o allow flatware to air-dry either by cylinder
storage or bin siorage.

FORM APPROVED
CENTERS FOR MEDICARE § MEDICAID SERVICES MB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLEA {%2) MULTIFLE CONSTRUCTION (<) DATE SURVEY |
AND PLAN OF CORRECTION IDENTIFICATION NUMEBER: A BUILDING GOMPLETED
185085 B. WG 08/29/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CObS
3116 BAECKINAIDGE LANE
(X4} 1D SUMMARY STATEMENT GF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (#5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
DEFICIENCY)
F 371 | Conlinued From page 76 F 371

(1) Procure food from sources approved or
consldered satisfaclory by Federal, State or local
avlhorilies; and F3n
(2) Store, prepare, distribute and serve food
under sanitary conditions 1. “The wet dishes were not used for resident

# 1 and ¥4 after they were determined to still

be wet, New plates were gotten and used for

09730115

resident # 1 and 4. The adaptive cquipment
for resident #4 was nol used after it was
determined that it was stifl wet. The equipment
was dricd and thienused for resident #4. Wa'did
not use the wet plates or wet equipment for
these 2 residents,

2, All Residenis could potentially be et risk
related to this practice. No athers were affected
because the RD immediately took the wet
plates and equipment off the tray linc on
08112/15 end did not use.

3. Al dietary staff, including the cook that
made the mistake of placing the (cod on the
wri plates, was in serviced an 08/13/15 by the
Director of Dining Services (DDS} on the
proper procedure for allowing dishes and
utensils to air dry befare use,

4, The kitchen will be monitored daily by the
fD or DDS for following the proper procedure
for allowing dishes and wiensils to air day and
not be used until dry.

The RD will do weekly audits of the tray line X
4 weeks (0 cnsure that this process is being
foltowed carrecily. The monthly X 4 months.
On a daily basis if this process is not followed
correctly and the dictary staff are out of
complisnce the DDS or cook immediately will
correct and in-service the dictary staff, She
then will communicate these findings duily to
the ED. The ED will then repart these findings
to QAP! monthly for 5 months,
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Observation, on 08/12/15 at 10:45 AM, duting the
lunch tray line revealed the Dietary Cook took a
wet plate fram a stack of approximately 10 platas
and placed food an the plate then placed the
plate of food on a tray for Resident #1.

Inlerview, on 08/13/15 at 2:35 PM, with Rasident
#4 revealed when his/her meal tray was delivered
to hisher room, the adaptive equipment {foam
handied fork and spoon) on the meal tray was

F 371

The RD findings from the audits will be
eported 10 the DDS and ED. The RD will
report the findings to the QAPl comminee
manthly for § manths,

somelimes wet to louch.

Interview with the Dletary Cook, on 08/13/15 al
8:15 AM, revealed she had bean trained on hire
and al feast oncs In the pasl year to allow the
dishes and ulensils to air dry belore use. She
staled by not lsiting the dishes air dry it could
cause bacleria lo grow on the dish and make lhe
rasident sick. She slated she reallzed she hagd
plated food on a wel plate after she had already
placed food an it, Sha stated she was nervous
because a State and Federal survayor were
walching her and she had never used wet dishes
or ulensils in the past.

Interview wilh the Dietary Manager, on 08/12/15
al 1:15 PM, revealed the facllity poticy staled to
allow dishes and utensils ta alr dry befora use.
She slated the Dietary employses were Irained
upon hire and throughoul each year on that policy
which included alr drying dishes and ulensils. She
also slated tha patential harm for using wet
dishes would be bacteria growing on the dishes
and making the residents ill. She then stated this
Incident had never occurred in the past with any
other Distary stalf member and the Dietary Cook
was nervous because susveyors were observing
her,
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raconcilad.

Drugs and biologicals used in the facllity must be
labeled In accordance with currently accepted
professional principlas, and Includa the
appropriate accessory and cautionary
instructions, and the expiration dale when
applicable.

In accordance with State and Federal laws, the
lacillty must store all drugs and biclogicals in
locked compartmenis under proper temperature
controls, and parmit only authorized personnel to
have access to tha keys.

The facility must provide separately locked,
permanenlly affixed compariments for storage of
controlled drugs listed in Scheduls il of tha
Comprehensive Drug Abuse Pravention and
Control Act of 1976 and other drugs subject to
abuse, except when the facllity uses single unit
package drug disiribulion systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT s not met as evidenced
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$S=p | LABEL/STORE DRUGS & BIOLOGICALS
The facllity must employ or obtain the services of
a licensed pharmacist who establishes a syslem
ol records of recelpt and disposition of all
controlled drugs in sufficient detail to enable an Fa3)
accurats racancliiation; and determines that drug
records ara in order and that an account of all L. Alocked med room was made on 08/13/15
conlrolied drugs is maintained and periodically and sll treatment cans and med cans were 8313015

stored in the-med roone
2. All residents have the potential wo be
affected by this practice, None were affected,
All other med roams were focked and med
carts and treatment carts were stored in the
locked med rooms,

1. The nurses were in-serviced on 09/15/15 -
09/17/t5 on keeping the med end yeatnent
casts in the locked med rooms. The 10T team
including the Exccutive Director (ED), Unit
Managers (UM), Suffing Coordinator,
Assistant Director af Nursing {ADON)
conducted this in-service.

4 The UM will randomly select | can per
week on their wnit for 4 weeks, then monthly

X 4 months (o check thet they are locked and
pluced in the locked med room when not in
usc. The UM will report their findings to
QAPI comumittes monthly X 5 months, The
QAP! team mects monthly. Each month, the
tcam will revicw the results of these checks
1o ensure compliance of the staff, need for
cvaluntion of any identified issues and need
for developing an action plan {AF) for non-
compliance. This will be completed for §
months W ensure contimmcd campliance
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Based on cbservallon, Inlerview, record raview
and facility pollcy review, it was delerminad the
facllity failed 1o ensure ane (1) of four {4) nursing
unils kept medicatlons in a locked raom. Three
medication carts and one (1) treatment cart were
stored In an unlacked room on tha 300 Unit when
not In use. In addition, the (acility falled lo ensure
that one (1) emergency intravenous fluid for
medication-reconstitution-was not-expired and
available for use.

The findings include:

Reviaw of the facllity's policy regarding Slorage of
Medlcation, dated 01/06/15, ravealed in order to
limit access 1o prescription medications, only
licensed nurses, phammacy stall, and those
lawfully authorized 1o administer medications
(such as madication aides) would be aliowed
access to lhe medication carts. Medication
fooms, cabinets and medlcation supplies were o
be locked or altended by persons with authorized
access, Continued review o this policy revealad
outdated medications were to be immediately
removed from stock, disposad of accarding to
procedures for medicatlon disposal, and
reordered from Lhe pharmacy if a current order
axlisied.

1. Observation, on 08/13/15 at 3:15 PM, ravealed
threa (3) medication carts and one (1) treatment
cart on the 300 Hallway wera not stored In a
locked room when not in use. The medication
carts and the treatment cart were stored in g
vacant resident room (Room 303), and there was
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no lock on the door, Resident Room 303 was

near the and of the hallway away from the nurses'

stalion which was localed at the centar of the 300 |

Hallway. In addition, this observation revealed
one (1) ol ihe threa (3) medicalion caris stored in

Room 303 was unlacked. Cantinusd observation [

revaaled the unlacked medication cart contained
muitiple dosas of medicatlons prescribed for
residants in Rooms 300-310, and included, but
was not limited to iFia lolowing medicatlons:
Nitrostat 0.4 mg tablels; Giucagon Injection Pen
{for treating hypoglycemia); Humulin R Insulin;
Lasix 40 mg tablets; Fish Oll Capsules;
Hydralazine 100 mg lablets; Warfarin 6 mg
tabiats; Namenda 10 mg tablets; Nystatin Oral
Suspension; Senna Syrup 176 mg/S millifters
(ml's); and Polyethylene Glycol Powder 255 GM
Powder,

Interview, on DB/13/15 at 3:15 PM, with the Unil
Manager (UM) for the 300 Unit revealed she did
not think the eniry doar lo Room 303 was in full
vlew of stalf that worked at the nurses' stalion,
and this prevented the nursing staff from being
able to conlinuously moniior this unlocked room.
The UM stated until about one (1) month ago, the
medication and trealment carts were siored in a
locked room next daor to the nurses' station, but
that room was converied to the Direclor of
Nurse's (DON's) ofilce, and the carls wera then
stored in whatever reskient room happened to ba
vacant. The UM stated the carts were slored In
Room 303 for about ane (1) week. Prior to thal,
the medication carts and treatment cart had been
stored in vacant Resident Room 326, which was
also kept unlocked. The UM stated Room 326
was closer to the nurses’ station. Tha UM staled
tha Adminisiralor made the declsion to use

{

F4
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vacant resident rcoms as storage areas (or the
medicatlon caris/treatment carts. Continued
inlerview wilh the UM revealed there were
typically two (2) licensed nurses on duty each
shift. The UM slated all licensed nurses were
trainad lo ensure medication and treatment carls
were locked when they were nat in direct sight of
the nurses assigned to tham, but she did not
(hink the 300 Unit nurses receivad additional
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in-service education réldled to Increased
moniloring of the medicationfreatment carls
while thay ware stored in the vacantuniocked
resident rooms.

Interview, on 08/13/15 at 4:20 PM, wilh Incensed
Practical Nurse LPN #5 rovealad nursaes wera to
ensure medication and reatment carls remained
locked when not in usa. LPN #5 stated she found
her assigned medicalion cast in the vacant
resident Reom 303 today when sha reported fo
work. LPN #5 statsd she did not routinely work an
tha 300 Unit, bul she had warked the unil a few
times aver the past two (2) weeks. LPN #5 stated
she had nol seen any residents attempt to enler
vacant room 303 whera the medicalion/iraatment
caris were stored.

Interview, on 08/13/15 at 4:50 PM, wilh Cerliflad
Nursing Assistant (CNA) #2, revealed ha typically
workad on the 300 Unit, and had not seen any
rasidents enter vacant Room 303 where the
medicatlonflreaiment carts were slorad. CMA §2
stated a couple of residents from other hallways
In the {acillty occasionally came to the 300 Unil
looking for refreshments in the 300 Unit
refrigerator, but he had not seen them attempt io
enter vacant Rcom 303,
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Observation, on 08/13/15 at 4:55 PM, ravealed
the medieallon carts and the treatmani cart for
the 300 Unit had been moved {o the lockable
raom next to the nurses’ station.

Interview, on 08/13/15 at 4:45 PM, with the
Assislant Director of Nursing (ADON) ravealad

F 431

she'was aware the maedication cara and the
treatment cart for the 300 Unit had been siered in
various vacant resident rooms, The ADON siated
she was also aware lherewas a plan fofind a
more secure space for the caris, but the storage
of lhe canls in an unlacked spaca concemed her
because resldents, visitars, and staff not
authorized to administer medications would have
accass lo the contents of the
medication/lreatment carls if they were laft
unlocked. The ADON staled It could be patentlally
harmiul if residents’ oblained and ingasted
medications that were not prescribed for them,
Continued Interview with the ADON ravealed, to
date, thera had nat been any incidents where
residents had abtalned medications from
unlocked medication ¢arls or lreatment cars.

2. Observation, on 08/12/15 at 9:51 AM, of the
emargency medicalion supply stared in the
medication room on the 200 Unit, revealed one
(1} vial of Meropenem 500 milllgram (explration
datae January 2018) packaged with a 50 milliiiter
bag of Sodium Chloride 0.9%, wilh an expiration
date of July 2015.

Interview, on 0B/12/15 at 10:20 AM, wilh the Unit
Manager (UM) for the 200 Unit revealed the 200
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Unit medicatlan room was tha staorage area for
the emergency inlravenous medications supply
tor all nursing units in the facility. The UM stated
nursing staff {or the 100, 300 and 400 Unils would
oblain emergency inlravenous medications and
luids from the 200 Unlt stock until the physiclan's
order could ba lilled and delivered by the
pharmacy. The UM siated the emergency
medicalion supplies were audited every two (2)
“weeks by stalf from 1lie conhiracted pharmacy; bt
the UM could not identily any facility stalf person
assigned to perform audits of the emergency
medlcatilons lo ensure the supplies were not
expired. The UM also siated that it was nol good
practice to usa expirad products for tha
administration of medications, and In-dale
products should always used to ensure eflactive
administration of the medlcatlons.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

Thae facllity must establish and maintain an
Infection Control Program deslgned 1o provide a
safe, sanilary and comloriable environment and
to help prevent the development and transmission
of disease and infection.

{a) Inlection Contral Program

The facillty must establish an Infectfon Canirol
Program under which It -

{1) Investigates, controls, and pravenls infeclions
in the facility;

{2) Decides what procedures, such as jsolallon,
shiould be applied to an individual resident; and
(3) Maintalns a record of incidents and carrective
actlons related 10 infections.

{b} Preventing Spread of infection

Fa3

F 441

FORM CMS-2587{02-99) Pravious Versions Obsolete Evanl IL;ZOMB 1

Factiy 1D 100262 I cantinuation sheel Page 84 of 113

RECEIVED

OFFICE OF INSPECTOR GENZAAL
DVEION OF SEA The CARE FACITIES A0 3E4VICES




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/16/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
SYATEMENT OF DEFICIENCIES (X1) PROVIDEF/SUPPLIER/CUA (X2} MULTIPLE CONSTRUCTION (*3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185005 8. WiNa 08/29/2015
NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - HILLCREEK

" 3TTEERECKINRIDGE LAHE

STREET ADDRESS, CITY, STATE, ZIP CODE

LOUISVILLE, KY 40220

X410 SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FUAL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oATH
DEFICIENGY)
F 441 | Cantinued From page 84 F 441
(1} When the Infection Conltrel Program
delermines that a resident needs Isolation to
prevent the spread of inlection, the facility must F 441
isolate the resident.
{2) The facility must prohibit employees with a
communicable disease or infected skin laslons 1. Al resident soom's papes towel dispensers
from direct conlact with residents ar thelr lood, it in the facility were filled an 08/13/15 by the 89730n5

direct conlact will transmit the diseasa.
(3) The facllity must requlre stafi to wash thelr

hand washing Is indicaled by accepled
professional praclice,

(c) Linens

Persennel must handle, slore, process and
iransport linans so as to prevent the spraad of
Infection,

This REQUIREMENT Is nat met as evidenced
by:

Based on abservation, interview, record review
and facility policy review, it was deélerminad the
{acility failed to mdintain an Infection Cantrol
Program for four (4) of twenty-six {26) sampled
regidents and one (1) of flva (S) unsampled
residents. Breaches in infeclion control were
abserved during wound cara and dressing
changes lor Residants #2, #4, #5, 112 and #13
and Unsampled Residant E. In addition, nurses
were observed nal sanitizing lheir hands and not
using propar handwashing technique during the

"hands after each direct resident contact for which |

DOH and the houschkeeping stafl. All pill
crushers in the facility were clezned on
08/14/15 by the unit menagers or the ADON,

2, All residents in the facility hod the potential
for being effected by the deficient practice. Mo
other residents were affected because no other
roams were found 10 have empty paper towel
dispensers upan rounds on 08/13/15 by the
DOH and because all pill crushers were
cleancd by the unit managers or the ADON on
the 08/14/15 afier the deficient practice wes
found.

3. The nursing staff’ were in-sesviced on
05/15/15 - 09/17/15 on kecping the pill
crushers clean by cleaning after each shift, the
proper lechnique for hand washing, tumning off
the faucet, changing gloves end washing hands
between proecdures, washing hands in between
residents when giving them medications,
crenting and maintaining & clean ficld for clean
drasing changes, not returning any unused
dressing supplics to the trzatment carts, end
only using gloves out of glove boxes, The IDT
team including the Executive Director (ED),
Unil Managers (UM}, Staffing Coordinator,
Assistant Director of Nursing (ADON)
conducted this in-service. The UM or
supervisor ol each unit will pravide oversight
of these processes to ensure that they arc done
comectly by ohserving mndom med passes and
treatments. When {ssues are identificd the UM
or supervisor will immediately educste the

the comect process.
medication pass observation, and five (S) of the reRe e
ien (10) pill crushers on the medication caris
were solled. Stafl was alse observed abiaining
disposable gloves from an unclean area for use
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F 441 | Continued From page 85 F441 4, The UM will randomly select one nurse
during a meal tray pass on the 300 Unit. weekly X 4 weeks, then monthly for 4 months
to watch thdonummcnl to make sure that
The findings include: oy ore svaling a clean field and maintsining

a clean ficld end changing ploves in between
procedures end to watch them give meds to

Review of the facility’s palkey regarding residents to ensure they are washing their
Handwashing/Hand Hyglene, revised August hands in between giving meds to different
2014, revealed all personnel would foliow sesidents. The UM will report the findings ta
handwashing/and hygiene proceduras to help QAP! commitice monthly for $ months. The
prevent the spread of infactlan to other personnel, QAP! team meets manthly, Each month, the
*rastdantsrandvisitors:-sml‘rwasl-towash their 1‘:‘;‘5"“;2 c’::;‘w i::;r;ﬁ ;imﬂlmd;?
hands before praparing or handling medicatlons, S oIe S, pce
alter contact with a resldents intaci skin, and F.l’,'f,';“i‘.’.‘,',,‘.’.f;“.’,’, mﬁgfm"(’:g it
aftar contact with objacts ia tha immediate vicinity compliance. This will be completed for §

of lhe resident. The steps for handwashing were months o ensure continued complisnce.

also lisled In the policy and included luming off |
the laucet handlas with a clean paper towel as a
final step in the handwashing procedure. In
addilion, when danning clean disposable glovas,
the gloves were to be obtained from a dispensing
box, one glove at a time, louching anly the lop of
the cufi.

1. Observallon, on 08/12/15 at 8:07 AM, during
the moming medicatlon pass on the 200 Unit,
revealed Licensed Practical Nurse (LPN) #3 did
not wash her hands ar use hand sanitizer after
administaring medication 1o Unsampled Resldent
B, bul proceeded to set up medications at lhe
medication can for Unsampled Resident G, and
then enterad his/mer room and administsred the
medication to that rasident. LPN #3 did not
sanilize her hands upon exiting Unsampled
Resident C's and proceaded ic knock on
Aesidant Room 207, entered the room, and
closed the door to that room.

Obsarvalion, an 08/13/15 at 8:56 AM, during the
moming medication pass on tha 100 Unit,
ravealed LPN #1 administered medication to
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Unsampled Resldent D, went to the sink in tha
 resident's room to wash her hands, used soap
and waler o cleanse her hands, but tumed off the
faucet handles with her bare hands. Observation
| also ravealed the paper towel dispensar over the
sink was empty. After tuming off the faucet
handles with her bare hands, LPN #1 crossed the
| hall to Resident Room 102 and obtained a paper
towel from the dispanser in that room to dry har
‘hands.

Observation, on 08/13/15 at 9:13 AM, during the
morning medication pass on the 100 Unlt,
revealed LPN #2 assistad Resident #2 wilh a
marming dose of his/her metered-dose inhaler.

| Betore exiting the room, the nurse turned 1o wash
her hands at tha room's sink, realized the paper
towel dispenser above tha sink was empty, asked
| Resident #2's reommate if sha could use same of
i his/her faclal issues to dry her hands, and used

i the tissues 1o dry her washed hands and tum oft

i the sink's (aucet handles,

| Interview, on 08/13/15 at 9:15 AM, with LPN# 2
revealed there was usuelly anough paper towals
In residenl rcoms {or use and was not sure why
ihe paper lowel dispensar was emply.

Conlinued interview with LPN #2, on 08/14/15 at
8:40 AM, revealed the lacility's Housekeeping
Staff was responsible for ensuring resident rooms
had paper towels, and she staled Housekeeping
staff was on the unit throughout the day., LPN §2
stated she did use facial tissues oblalned from
Residen{ #2's roammala to dry her hands, but
this was not ideal because of the increased risk
of cross-contamination from using another
resldent's supplies.
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2. Reviaw of the facility's policy regarding
Crushed Medication Delivery, revised 02/01/11,
revealed it was important fo wips down the ingide
of the pikl crusher and removable grey overflow
cup with a wet paper lowel or oiher claaning
solution prior o usa, and also belore and afler
aach med pass. The policy furiher staled this
would help reduce stalic buildup, cross
cantaminatian, and ensure proper mainienance
‘as required by theprodoctswaranty.

Observations, on 08/12/15 at 8:45 AM, of the
medicatlon carl marked 230-1 raveated a pill
crusher located on top of tha medicatlon cart had
& brown crusted subsiance araund the lid, and
tan colored stains down tha sides of the crusher.

Observation, on 08/13/15 at 8:42 AM, of the pill
crusher on the 100 Unil medication cart for roams
138-141, revealed a brown substance around the
cup and ring area of the pill crusher.

Qbservation, an 08/14/15 at 9:28 AM, ol tha
medication cart on the 400 Unit, reveated a solled
pill crusher with a brown substance around the
rim and In the intesior of the davice whera the
disposable cups would be placed,

Obsarvation, on 0B/14/15 at 9:50 AM, on the 200
Unit reveated there was a soilad pill crusher with
a brown substance on the medication cant for
Rooms 200-229, and the pill crusher an the
medication cart lor Rooms 200-208 was also
soited with a brown substance.

Intenview, on 08/14/15 at 2:50 PM, with the
Assistant Director of Nursing (ADON) revealed
medication carts and all eguipment used lor

medication preparation should be cleaned on an

F 441
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as needed basls by the nurses assigned to the
carts. The ADON slated the Unit Managers were
responsible for monitoring the medication and
treatment carls for ¢leaniiness, but thare was no
specific schedule for cleaning the carts. The
ADON stated it was Impartant for all madication
preparation egquipment lo be cleaned regulariy to
prevant cross-contaminatlon and the spread of |
Intection, and that sha would expect the pill

crushers-on everymed carto be cleaned often. - 1

3. Ravisw of the facllity's policy regarding
Dressing Change-Clean, daled 01/30/15,
revealed the nursa was (o creats a clean fisid
wilh pager towels or a towelstie drapa.

Reviaw of the clinical record for Resident #4
ravealed tha facility admitied the resldent on
01/21115 with diagnasas of Diabates Type 2,
Hypo-polassium, Paraplegla, Decubitus Uilcers,
Generalized Anxlety Disarder, Esophageal
Rellux, and Neurogenic Bladder. Resldent #4 had
orders for wound care/dressing changes twica
daily 1o a wound on the posterior side of histher
right thigh and to a wound at the Achllies area of
hismer right leg.

Observation; on 08/14/15 at 9:55 AM; during Ihe
skin assessment for Resident #4 revealed LPN
#4 did not creals a clean fleld for placement of
the supplies used lor the drassing change. The
nurse placed the medications (Sliva Sotb, Santyl,
and Bacilracin), some tongue depressors, and
lhe paper tape dispenser on a siack of folded
towels that were atop the resident's over bed
table, A boltle of spray-on wound cleanser was
placed on tha resident's bedside table not l
protacted by a barrier, and some of the packaged ' |
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dressings overlapped onto the resident's personal
belongings that were also lait an the overbed
lable. During tha dressing changes, LPN #4
washed her hands three (3) timas, but tumed off
Ihe {aucet handles each time using her bare
hands, not with a clean papar tawal,

Intarview, on 08/14/15 at 12:45 PM, with LPN #4
reveslad she realized she did not use a paper
towal tortum off-the faucet-handies-when she

F 441

washed her hands belore and during the dressing
changes lor Resldent #4, and stalad this probably
occurrad becausa she was nervous, LPN #4
stated she {hought tha slack of folded towels on
Residant #4's overbed table served as tha clean
lield/barrier lor placement of supplias for the
resident's wound care/dressing changes. LPN #4
stated sha placed the battle of wound cleanser on
the overhed 1able, and saw the resldent's
parsonal belangings on tha table, as wall. LPN #4
staled the wound care dressing change for
Resldent #4 was nol a sterile procedure, but was
considered a clean procedure for wound care.

Interview, on 0B/14/15 al 2:50 PM, with the ADON
revaaled nuraes were to always use a clean
paper lowel to lurn off faucet handles after
washing their hands In order to prevant the risk of
cross cantamination to olher residents; ather
staff, and themselvas. The ADON stated the
nursas should also keep hand sanitizer on their
person {or use when proper handwashing could
not ba completed Immedizlely, and thera were
many hand sanitizer dispensars affixed to the
walls on every hallway of (he facility whera direct
care was periormed.

4. Reviaw of the medical record for Rasident
#12, ravaaled the facility admitted the resident
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most recently an 07/15/15 with diagnoses of Atrial
Fibrillation, Dementia, and Kyphoplastly. Raview
of the Physlcian orders, dated 08/10/15, raveated
staff was lo clean inclsion sites lo the lower back

| with peroxide and cover with a loose dressing two
(2) Umas a day.

Observatlon, on 08/12/15 at 9:19 AM, revealed

| LPN #7 obtained a slerlla package of 4X4s,

| 5tarileQ-tips; and Peroxide and placed them on
the resident’s bedside tabla. A clean field was not
established. Alter she cleaned tha wound with

| the Q-lips, she changed her gloves, but did not
wash her hands betwaen glove changes. Allar
she campleted the trealment and skin
assessment, LEN #7 proceaded to {ake unused
lelt aver supplies back to the ireatment cart. Sha
did nol wipe down the Peroxide bottla befora
placing it back in the trealment cart.

Interview, on 08/12/15 al 11:00 AM, with LPN #7
revealed she didn't think she had dona anything
wrong wilh the dressing changs for Resldent #12,
She slated she did not remember if she needed
to wash her hands between glove changes and
could not remember il she had been trained on
tha dressing change policy. She slated she was
not sure if it was ckay lo ratum unused supplies
i 1o the treatment can.

Inferview, on 08/14/15 at 4:30 PM, with the ADON

i in regards to infeclion conirol reveated rasidant
rooms wers considesed dirty. She stated 1aking
supplies from a dirty area, with out disinfecting
them, then placing them In tha trealment cart was
a risk lor confamination and infection. She stated
the disposable supplies should have been
discarded and not brought back to the treatment
canl.
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5. Review of lhe medical record for Resident #5
ravealed Lhe (acilily admitted the resident on
07/0815 with diagnoses of Hemiplegla,
Deformed Right {oot, and a Pressure Ulcer.
Reaview of the Physlcians orders, dated 08/11/15,
revealed the staif was to clean the right culer joot
with wound cleaner then apply Bacilracin
ointment and caver with a dry dressing every day.

Observation, on 08/12/15 at 9:39 AM, revealad
Registerad Nurse (RN) #2 complated the
dressing changs la the right faot of Resident #5.
No clean field was preparad. After removing the
old dressing fram the right foot, RN #2 removed
his gloves and replaced them with another pair
without washing his hands. RN #2 proceedad to
use wound cleaner lo clean the wound, laid the
bottfe on the resident's bed, then picked the bolile
up and placed it an the tabla,

6. Review of Resideni #13's clinical record
revealed the (acility admilted the resident an
08/08/15 with a diagnosis of Right Tibia and
Flbula Fracture.

Observation of a dressing change, on 08/11/15 at
2:35 PM, ravealed Licensed Practical Nurse
(LPN) #3 removed the old dressing; removad the
glovas; washed her hands; and, donned new
glaves. LPN #3 cleaned Resldent #13's siaples
with soap and normal saline; dabbed the wound
dry with a towel; remaved her gloves; did not
wash her hands; donned new gloves; and,
applled the abdominal pad to the siaples and
wrapped with Kerlix.

Interview with LPN #3, on 08/111/15 at 2:45 PM,
ravealed when she cleaned the wound her gloves

F 441
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were considered dirty and should have washed
her hands when donning the new gloves.

Interview, on 08/14/15 at 2:50 PM, with tha ADON
revealed nommally the DON would oversee tha
Infection contrel program for the facility, but as
ADON, she would oversea the program in the
DON's absence. The ADON stated the facility had
a Corporata Diractor of Clinical Education who
periadically monitored nurees-competancissfor—
direct cara tasks such as dressing changaes, but
this moslly eccurred when there was an identified
Increase In infactions within tha facillty, The
ADON stated the facility did not currently have a
specille nurse assigned to monltor wound/cara
drassing change fechnique of licensed nurses.

7. Observation of the Tray pass on the 300 Unit,
on 08/12/15 at 12:02 PM, revealed Certilled
Nursing Assistant (CNA) #8 was donning
Personal Protective Equipment (PPE), before
entering Unsampled Resident E's Room 327
which was an isolation room for C-Diff, (o deliver
a tray of food. CNA #8 removed a pair of gloves
from LPN #7's pocket of her work uniform
becauss there were no glaves in the isolation car
outsids of Room 327,

Interview with CNA #8, on 08/12/15 at 12:02 PM,
revealed the PPE equipment was supposed io be
In the Isolation carl. CNA #8 staled anything that
touched her body was not considered clean and
thus the gloves she remaved from LPN #7's body
was not cansldered clean.

Interview with LPN #7, on 08/12/15 at 12:10 PM,
ravealed the resident In Boom 327 was on
precaulions for C-Dilf. LPN #7 staled if the
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Isolation cart was ot of gloves the sialf should
get more gloves. LPN #7 staled she was aware
her clothes were considered disty and lechnically
the gloves In her pockat ware not considered
clean either. LPN #7 stated her clothas were not
considared clean because she irequently goas
Into resident raoms touching things. LPN 47
staled she could possibly contaminats other
residents with the use of the dirty gloves, |
F814 | 4B375()(TYRES F 514

§5=J) | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

resident in accordance wilth accepted professional
standards and praclices that are complele;
accurately documented; readlly aceassible; and
sysiematically organized.

|
|
The facility must maintain clinical records on aach ‘

The clinical record must contain sufficient
information to identily the resident; a record of the
resident’s assessments; the plan of care and
services provided; the resulls of any
preadmission screening conducted by the State;
and progress noles.

This REQUIREMENT s nol met as avidenced
by:

Based on observalion, interview, and record
review, it was datermined the facility failed to
have an elfective system In place to maintaln a
complete and accurale clinical record, in
accordance with prolessional standards, for ons
(1) of twenty-six {26) sampied residenls {Resident
$26).
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On 07/1715, Resident #26 fell from his/har
wheeichair while riding in the facility’s van, F 514
sustained a change in conditlon, and was
transzferred to an acute care hospital later that Q830NS
same day. Resident #26 was diagnosed with a !
subdural hemaloma, and expired on 08/01/15 ; cdiate] cd by ADON
from complications. The facility's Assisiant ;,"f';m,t'éﬂ,“}z; ISpI: ﬁ:slsmby!)utﬂur :;
Director of Nursing (ADON), who assessed Nursing) for any injuries/pain at time of
Resldent#26 immediatelyalterthe-fall;did not— i;;;d;-; :’;‘..‘:“;;T;‘S“p‘:;“éﬁf.ﬁ‘m
document her assessment in the resident's d
clinical record, The nurses falled lo document any iscied her fhiead ot S nOmalasasand
neura-checks post incident and the nurses falled approximately 12:40 pm by ARNP upon arrival
to document the Siluation, Background, a1 facility on 7/17/15, His assessment included
Assessmant Repost (SBAR). a Neurological avscssment cunsisting of face

and arm Symmetry, muscle tone: upper and
The facllity's failure to have an effective system in lower strength. An assessment of her head for
place lo accurately and completely document in =y e cf traur end found o siges of
the resident's clinical record has caused or is
likely to cause serious injury, harm, impairment, Exccutive Director (ED) notified of fal) by
ordealh. Immediate Jeopardy was determined la m after arrival 1o facility and investigation
8;1?17?50711 7115 and the facility was nolified on The witnesses: Maintentnce Directos, ADON,

5 and another resident riding in the bus)

interviewed by ED,
An acceptable Allegalion of Compliance (AQOC) Clinical Health Status Assessment for fesident
was recelved on 08/28/15, alleging the removal of 0"":!,;'1‘;"';;“’ by LPN charge nurse at §2:45 pm
Immediate Jeopardy on 08/27/15. The Stale Medications ~ Promethazine HCL 12.5
Survay Agency (SSA) valldaled the Immediate admium:::l 10 sesident pe:oraa on 113:31' 5,
Jeopardy was removed on 08/27/15 as alleged RN charge nurse notified ARNP of change in
prior to exit on 08/29/15, which lowered the condition at approximately 4.00pm and order
Scope and Sgverily ta a "D" at 42 CFR 483.75 il padehig il
Adminlstration (514) while the Tacllity develops SBAR documentation in the chart. Resident
and implemnenis the Plan of Carrection {POC), transportzd by ambulance to Norion Audubon
and the facility's Quality Assurance (QA) monitors :ﬁlﬁj :::li‘: m?:  sune RN w;lxlc e

condito; or
the eflectivenass of Ihe systemic changes. ambulance eficy the wodct received.
The findings include:
The facllity did not provide a policy for
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documantalion in residents’ clinical records. 2. Al residents have the potential 1o be
affested by this practice. Falls for the last 6
Review of tha elinical record for Resident 4§26 manths af current residents were reviewed by
ravealed the facility admitted the resident from e s o a e i of M6 e
anather long term facility on 07/17/15. Resident hours of sdmission. 4 falls were found to occur
#28 had diagnoses of Spina Bifids, ,\;]i'tehin u;: first :; tg;:: ul'ldmisis:lc:n.wm
Hydrocephalus with a shunt, Hypolhyroidism, residents idznlificd 25 potentially
Nausea and Vomiting, Unspecified Essential eéin e 24 hou i fame records were
y the ADON cn OR/26/15, for
Hypertension, and Chronlc Headachas, o timeliness of axscssment completion.to meet
Physlclanordered medicalions ware Plavix {to needs and Immediate Plan of Care (lmodf:)
prevent bload clols) 75 mg dally, Aspirin (for pain, developed. All 4 had mn [POC developed.
fever, and Inflammation) 81 mg daily, and Maxalt ﬁio%)lzna';'sa;ﬁ md’;‘gf.l:’;"g;;‘u%
10 mg, as needed, lor headache. residents were found 1o have a fall in this lime
frame. Their four carcplans were reviewed. No
Furiher review of the clinical record for Resident updates were nccded, .
#26 ravealed during transport to the faciiity staff %‘f"‘gﬁd"“!"‘“l“ “:::c‘:‘“"‘"f’*‘l’“ e
falled to secura the resident via all available individunt esident, The et ol b
safety restraints prior to beginning the the Interdisciplinary tcam, {IDT) (Consisting of
transpartation. The resident's three (3) wheet the ADON or DOI:I:; :u unit mad::agus, the
i i MDS , the social servi irectar,
scaoter fipped over during transport and the nm;’y“':fm; S m”fmim B
resident fell from the scooter. The resident was end the circumstances of the fal in the morning
subsequently transferrad to the Emergency Room clinieal mecting and they determine what
on 07117115 with a diagnosia of Subdural intervention i best for that resident and the
Hemaloma and expived on 08/01/15 from circumstances susrounding the fall 1o help
complications. prevent funther falls.
3. The facitity fall policy does include
Record review revealed the ADON falled to follow mmpfaif; ::yDQI f:d'gm; nnt:ic aoting the
the facility's policy and did not document the fall in report. ADON /Unit managers will
assessment completed after the (all, The facility e mu.sagiiz i‘;‘“‘" and ".‘:.“";.'fﬁ"“ the
also lalled to complete and document the (SBAR) occurmed. The UM willfso eosure tha oy
lorm for Resident #26 until the resident was seni new interventions are put on the can care
to the hospital. Therslore, all nursing slaff records and that they are physiealy in place on
members wera not aware of the fall or delails !"F,w':‘-"“ l'yf;f’l;';?”;o‘;mﬁgg" o
related to the fail sustained by the residenl, Barscs regarding ey admmiaion ot
hotes asscssment, clinical status assessment
Inlerview with the ADON, on 0B/13/15 al 10:00 with IPOC, and SBAR with DQI Training had
AM, revealed she was in the van when lhe
resident lell from the scooter and she assessed
Resident #26's range of molion. |
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fom page 56 AL bempmidcdeOdeRﬁDON b’.hezsth
corporale clinical services RN on March
However, review of lhe nurses’ notes, dated snd 27th, 20";5 m’;:'mmissim process, [POC
07/17/15, revealed tha ADON falled to complete process, DQI process and SBAR process, They ‘
the Siluation, Background, Assessment, were determiined 'mﬂrmm:fifgj‘ﬂg.’:n“‘“‘ |
Respanse (SBAR) note to dacument Resident D o e Uy lind beca rnined by |
#26's tall from his/her wheelchair while riding in the corporate clinical services RN.  Training of
the facility's van. the facility nurscs was concluded on 0B25/15.
A full time and pmﬂmemls? u":huit:r; {?,ln
Intsrview, on 09/03/15 at 4:35 PM, with the ADON total. No agency marses mr Red at 118 KAty
revealed sha'didnot document her abservations g bl L i
and her assessment ol Resident #26, as a first All potential sdmissions ae reviewed prios (o
responder when the residant fell from his/her coming to our facility by the clinical lizisons
wheelchalr an the van. The ADON further staled (CL) Toe cliical liathama Laelidc RIVS, of
she probably should have documented her p":Nmf,-',. e e J our aderiasion
aagsassment In the resident's ciinical racord planning. Our system the facitity uses is that
because it would have been imporiant information the Admissio:lts m (AD) lgnd ADON laok
for other slaff as they conducted ongging far any speci , iterventions or
assessments, and planned subsaquent care and mﬂmﬁ‘ﬁlﬂ'{‘;ﬁ'ﬂ;ﬂ:’nﬁ: o
made declslons lor the necessary caras after lhe ADON communicates them with the unit
resident's fall. managers to put into placs. Upon arival we
will have all special needs, interventions or
Interview with the Director of Nursing (DON}), on R =
08/21/115 at 2:29 PM, revealed she had not New resident admissions wre reviewed in
recognized there was not an SBAR completed on clinical moming mesting by unit menagers, 10
the fall sustained by Resident #26, The DON ensure asscssment, [POC and documentation
stated thera should have besn an SBAR added to has becn initiated timely and accuratcly.
the resident's clinical record. The unit managers easure (hat the
. inerventions, special needs of equipment arc
Interview with the Administrator, on 08/14/15 at on the IFOC and that the staffs is trained with
8:20 PM, revealed when a resident sustained a o e
fall, the nurse was to assess the resident, and i ill do duily counds
notify the physician and the tamily, The nurse ﬁmm:: mrgllow?ngﬁ
would then complete an SBAR, a Verification of interventions put into place an the IPOC,
Investigation, and a Post Fall Analysis. Par Initieed an OB/25/15.
interviaw, all of these forms were a permanent 4
part of Ihe resident’s record. New admissions records will be audited by the
DON/ ADON or the unit mangers/Nurse
| Further interview, on 09/03/15 at 2:20 PM, with
| the ADON revealed in additlan to checking
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F 514 | Continued From page 97 Fb1g|  Divee dimely smgc"‘l’:?“:{
Resident #28's rangs of motion, she also needs. This was initiated on 0872515, Audits
assessed the resident's puplla for equal size of w:ll:;i-;m;;ml:l’ d-@:!y:ea wce:s.ed Illchweelkly
raactivity fo light stimulus, the rasident's ability 1o x - eSulls Wil be reviewed in QAP
grip with his/mer hands, and his/her orientation to ey ﬁ;“:.ﬁm'}'f;";’::;:;”’ x2
name and place. Howevaer, review of the clinlcal Dsily menfiaring by ADON, DON, Nurse
record revealed no documented svidenca fhis Managers, wilt cantinue in Clinicat Start.up
assessmenl was conducied, cvery moming efler sudits are complcted us
g:::f o:’r aormal drndy <linical me:ging,
Continued interviaw, on 09/03/15 at 4:35 PM, with ininin:t bm?&’m*&'ﬂb&l’ﬂﬁ
ihe ADON, revealed she-would niotconsidar identification of untimely or emified
Residant #26's clinlcal record complete since she Rsscssment/IPOC by e nurse,
falled to document her immediate observaliong
and assessments of the residant afler the
resident foll from histher wheekchair,
Further review of tha clinical record revealed a
| nurse's nole designated as a lale enlry, dated
07/17/15 at 1:30 PM, where the DON
documented *resident was transterred to this
lacliity from [another) Facility in bus when w/c
tilted aver enroute. Rasident stales that she did
not hil her head but that she did hava a migraine
headache that she had prior to leaving [the other
facility]. No other apparent injury noted. According
lo residant she has a h/o severe
headaches/migrainas.®
Interview with the DON, on 08/21/15 at 2:29 FM,
revaaled she wrate the firat nurse's note,
(designaled as a late entry on 07/17/15 at 1:30
PM) based on the information (hat she bafieved
was told to her by the Unlt Manager. The DON
then recanted and stated she wrota the statement
based on what she assumed happenad. The
DON stated she was just helping the admitting
nursa by writing the nurse's note on the same day
the incident accurred. The DON stated she was
not supposed {o write inaccurate informatian in
the resident's record. The DON stated she may
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have usad a poor choice af words by wriling that
Rasident 426's wheslchair lilted over. The DON
stated the Administrator confronied her and
infarmed tha DON that what she had documented
was not what had happaned to Resident #26, but
that Resident #26 lell out of Ks/her wheelchalr,

Interview with the Administrator, on 08/14/15 at
 3:20 PM, revealed. she was.not aware the DON

had documented In the nurse's notes that
Resident #26 fell whila in wheelchalr. However,
the DON's dogumentation siated the resident's
wheelchair tited over not that the residant fell.

Continued intarview wilh the Administrator, on
0B8/14/15 at 3;20 PM, revealed the DON was
wrong lor documenting Inaccurate information
regarding the tlling of the three wheel scooler
versus a fall from the scooter and she did not
understand why the DON had documented in the
nurse's nole at all.

Further review of tha SBAR/nurses note on
0711715 at 4:29 PM, ravezlad Rasident #26
requested to be sent to ihe hospital. However,
review of the clinical record revealed ihere was
no Physician order lo transier the resident to the
hospital.

Interview with Reagistared Nurse (RN) #5, on
08/14/15 at 9:40 AM, revealed she semembered
talking lo the APRN about Resident #26
raquesting 1o the go o the hospilal and that the
APRN gava lhe directive to send Resident #26
ot to the Hospital for traaiment. AN #5 slaled
she could not remember wriling an order of not,
Per inlerview, she should have completed a
SBAR and Data for Quality lmprovement (DQl)
related 1o the residanl's change in condillon prior
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lo discharga. However, review of the clinleal
| record revealed these lorms wera not completed
al tha tima of transfer.

Intervisw wilh the Unit Manager ol the 100 Hall,
on 08/21415 at 3:30 PM, revealed she was told by
the DON to comptets a DQI, but was not asked to
complele an SBAR, She completed a DQl on
Monday 07/20/18, three (3) days after the

F 514

rasident was transferred 10 the Hospital,

Interviaw with the ADON, on 08/13/15 al 5:00 PM,
revealed she did not review the clinical recard lo
detsrmine if there was a SBAR completed for
Resident #26 or if an arder was writlan to send

| Aesldent #26 out 1o the hospital for evaluation
and treatment on 071715,

Continued interview, an 09/08/15 at 10:55 AM
with the Administrator, reveated newly emplayed
nurses raceived training from the Corporale
clinical stalf ragarding the fzcllity's expeciations
for clinical record decumentalion. The
Adminlstrator staled tha ARON did not document
her assessment of Residaent #26 In the clinical
record, but that she should have, so thai all staff
caring for the resident prior to his/her transfer to
the hespital would have had access fo the

"ADON's immediale observations and findings
directly after the rasident {ell. The Administrator
siated the proceas was for tha team, during the
morning meeling, 1o ensura all loms {(SBAR,
DAQI, post [all analysis, and nursas notes) were
complated, orders were obtained, and new
interventlons were placed on lhe care plan, and
physician and famllies were notified. However,
she was nol in attendance at thal meeling lor
Resident #26, and did nol review to ensure the
recotd was complete and accurata.

FORM CMS-2587(02-99) Previeus Yersions Cbsolals Evenl [D:20MB11

Facitly (0; 100212 ¥ continuation sheel Paga 100 of 113

RECEIVED

QFFICE OF INSPECTOR GENZRAL

VRO NN AR St mEn F
VR AT LARE FAD TED AT SRV




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTE

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/16/2015
FORAM APPROVED
QMB NO. 0938-0391

(X1} PROVIDERVSUPPLIER/CLIA
IDENTIFICATION NUMBER:

185095

{¥2} MULTIPLE CONSTAUCTION
A. BULDING

{X2) DATE SURVEY
COMPLETED

B, WING

0a/29/2015

NAME OF PROVIDER OR SUPPLER

GOLDEN LIVINGCENTER - HILLCREEK

STREET ADORESS, CITY, STATE, ZIP CODE
| 3118 BRECKINRIOGE LTANE
LOUISVILLE, KY 40220

ey m
PRERAX
TAG

SUMMARY STATEMENT OF OEFICIENCIES
(EACH DEFCIENCY MUST BE PRECEDED BY FULL
REGULATORY ORA LSC IDENTIFY[NG INFORMATION)

1+ PROVIDER S PLAN OF CORRECTION o)

PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-AEFERENCED TO THE APPROFRIATE DATE

DEFICIENCY)

F514

Continued From page 100

The facilily alleged the removal of Immediate
Jeopardy by implemanting the follewing:

1. On 07/17/15 Resident #26 was assessed by
tha Assislant Direclor of Nursing at approximalely
12:15 PM lor any Injuries/gain at the time of
Inckient.

2. 0On 0711715 at 12:40 PM, the Advanced
Registared Nurse Practitioner assessed Resident
#26 for signs of trauma.

3. On 07/17/15, |ha Assistant Diraclor of Nursing
nolilied the Executive Director of the fall Resident
#26 had sustalned and that an investigation Into
the Incidant had started.

4. 0n 07H7135, the Executive Direclar
interviewed the Maintenance Direcior, lhe
Assistant Director of Nursing and another
resklent riding on the bus.

5. On 07/17/15 at 12:45 PM, the Licensed
Practleal Charge Nurse conducled an
assessment of Resident #26.

6. The Registared Charge Nursa noiified the
Advanced Registered Nurse Practitioner of
Resident #26's change In condition, at 4:00 PM
on 07/17/15, and received an order 1o transfer the
rasident lo the hospital for an evaluation,

7. The Assistant Diractor of Nursing reviewed
reports of {alls that cccurrad within the lirst
twenty-four hours of admission. The Assistant
Diractor of Nussing's review ol the rapants
determined four residents had sustained fafls
within twenty-four hours of admissian.
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8. The four resident's identilied, that fell wilhin
twenty-faur hours of admisslon, had thelr medical
racord raviewad by tha Assistant Directer of
Nussing for timelinass of assessment and for the
immediate development ol tha plan of cara to
meet the needs of the rasidanta. The Assistant
Director of Nursing determinad tha lour resident's
medical racords contained a limely assessment
and a plan of cara,

9. The Qireclor of Nursing and the Assistant
Diractor of Nursing initiated an in-service
education on, 08/21/15 and 08/25/15, lor all full
and part-fime licensed nursing staff; 49 in totlal
were lrained. The training included: conducting
resident admisslon assassmenits, creating the
immediate Plan of Care, updating care plans and
Certified Nursing Assistant assignment sheats. In
addition, the in-servica coverad limely completion
of incldent reports and documeniation of changes
In a resident's condition via the Situation,
Background, Assassment, and Response (SBAR)
model tor documenting, and Physician and
Family Notifications. The facility noted no other
nurses would ba allowed to work without flest
recelving this training.

10. The Clinical Lialsons (CL), which inciuded
Registered Nurses or Licensed Practical Nurses,
would raview polential resident admisslans’ for
spacial naeds, intarventions, or equipment. From
the raview the facility would plan the resident's
admission lo ensure the identified needs,
Intarventions or equipmen! would be in place at
the time ol admission, which included
communicating the resident's needs to the Unit
Managers.
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11. The Unit Managars would ensure that the
interventions, spacial needs or equipment were in
placa on admission, tha care plan would reflect
this inforrnation, and staff would be trained on
resident cara needs,

12, New resident admisaions were reviewed In
clinlcal moming mesling by the Unit Managers to
.ansura.assessmant, plan ol.care_ and
documeniation had been completed Umely and
accurataly.

13. The lacility policies tilled: Accidant
Investigation, dated 06/17/15; Accident
Investigation, Cause(s) of Accidents, daled
07/07/15; interdisciplinary Care Plan, dated
02/26/15, and Resident Transport Policy, dated
08/011/11, were reviewed by the Exacutive
Director, ihe Assistant Director of Nursing, and
the Aclivities Diractor on 08/23/15 and it was
determined no policy changes were needed.

14. Alter Resident #28's fall and before
continuing to drive to the facility, the Maintenance
Direclaor verified Ihe seatbalts and wheelchair
restraint systams warse in place for two (2}
addilional residents on tha van with Reslden! #26.

18. Tha Maintenance Diractor and all facility
parsonnel authorized to transport residents in the
facility's van received training on the taciity van's
wheelchair lock-down system and on the
Resident Transpart Policy on 07/28/15. The
training was provided by tha facility’s Activitias
Directar,

16. Facliity personnel aulhorized to lransport
residenis would be relrained quarierly tor faur {(4)
quariers and annually, thereafter.
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17. Sale resident transport would be based on
the resldenia’ individual needs. The Activilies
Diraclor would review a resident's assessments
and have discussion with the resident's charge
nurse regarding the best ways to safely ransport
the resident.

18, The Human Resources Generalistandthe |
Executlve Director raviewed the files of personnel |
aulhorized to transport residents in the facility's
van to ensura lraining and campelencies wera
completed. In addition, these employess' files
would be audited quarterly for four (4) quarters
and then annually.

18. The Quality Assuranca Parformance
Improvement Commiitee met on 08/23/15 with

the following staff persons In attendance:
Executive Director, Director of Nursing Services,
Assistant Director of Nursing Services, Social
Woaorker, Unit Managers, Director of Resident
Asseasment, Human Resources Generalist, |
Malintenance Dlrector, Corporate Director of
Clinical Education, and tha Medical Director to
review assessments and monilaring (ools. |

The Slate Survey Agency validated the remaval
of Immediate Jeopardy on 08/29/15 as follows:

1. Interview, on 09/02/15 at 2:20 PM with the {
Assistant Diractor of Nursing, revealed Resident |
#26 was assessed immediately al the time of i
hisfher fall in the van.

|

2. Reviaw of the Advanced Ragistaerad Nurse

Practitloner's documented assessment, dated |
07,1715, revealed Rasident ¥26 was asssessed |
by the ARNP. |
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3. Interview with tha Exaculive Director, on
09/02/15 at 2:00 PM, revealad the Execulive
Director was notified of the incident on 07/17/15
by the Assistant Direclor of Nursing. Revisw of
the Verilication of investigalion, revealed
invastigation of the incident was initlated on
0717115,

4. interviaw with the Executive Diraclor, on
09/02/15 al 2:00 PM, revaaled on 07/17/15 the
Executive Director inlerviswed the Maintenance
Diseclor, Assistant Directer of Nursing and
another resident who had been an tha bus, as
she iniliatad an investigation of the incident.

5. Raview of tha admission assessment titled
Clinleal Health Sialus, dated 07/17/15, revealed
an assessment of Resldent #28 was conductad.

6. Review of the Medication Adminisiration
Record and the Clinical Nursing Note foy
Residenl #26, dated 07/17/15, limed 3:30 PM,
revealed the rasident received Promathazina 12.5
milligrams for nausea and vomiting, Further
review of \he clinlcal nursing nota revealad tha
Registered Nurse in charge notified the Advanced
Reglstered Nurse Practitioner of Residanl #26's
change in candition, at 4:00 PM en 07/17115, and
raceived an order to transier the resident to the
haspital for an evaluation.

7. Review of an aggregate list of resident falls,
titted Total Events by Typs, daled 02/22/15 to
08/22/15, revealed the facility's Assistant Direclor
of Nursing identified four (4) residents, in addition
10 Residan #26, who had iallen wilhin twenty-four
(24) hours of their admission to the facility.
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8. Interview, on 0B/29/15 at 3:42 PM with the
Assistant Diseclor of Nursing, revealed upon
review of the records of the four (4) residents who
fell within 24-hours of admission, all were
non-injury falls and nona of the four (4) residents
required transier lo the hospital for evaluation.
Tha Assistant Director of Nursing stated sha
reviewed the time of day each resident was
admitted to the facility and theirdiagnoses, The
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Assistant Director of Nursing staled she also
reviawed the residents’ physictan
orders/prescribed medications, and admission
assessments.

Interview, on 08/29/15 at 2:50 PM wilh the MDS
Coordinator revaaled she reviewed care plans of
the four (4) residents identitied with falls within
twenty-four (24) hours of admisslon, and
determined the residents' cara plans did not need
{o be updaled.

9. Review of tha document tilled, Summary
Aeport of Meeiing: Nursing Lectura, Daled
08/21115, revealed the facility’s Director of
Nursing and Assistant Diractor of Nursing initiated
in-service education on 08/21/15 lor the licensed
nursing stalf on resident admission assessments,
craating the Immadiate Plan of Care (IPQC),
updating care plans and updating Ceriifled
Nursing Assistant assignment sheats. In addition,
the in-service covered timely completion of
incident reparts and documeniation of changes in
a resident'a condition using the Situation
Background Assessment Response (SBAR)
model for documentation, and on
Physician/Family notifications.

Review of the document titted, Summary Report
of Meeting: Nursing Leclurs, dated 08/21/15,
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revealed the (raining was provided to forty-nine
(49) licensed nurses and had signed they
received the training.

Interview, on 0B/29/15 at 1:20 PM with the
Executive Direclor, revealed thera were 43
nursas employed by the facility who were
currently authorized to work on the nursing units,
and.all had completed the_required Iraining.

Interview on 08/29/15 al 3:05 PM wilh the
Coarparale Director of Clinical Services revealed
the facility’s Director of Nursing and Assistant
Direcior of Nursing had been trained on
conducling Resident Admission Assessments,
crealing the IPOC, updating care plans and
Certified Nursing Asslistant assignment sheets.
Tha Corporate Director of Clinical Services slated
this training also included documentation using
the SBAR method when there was a ¢change in a
resident’s condition, and complaticn of incident
raports.

Review, of the sign-in sheet for the training
provided by the Corporate Director of Clinical
Services ravealed facllily's Director of Nursing
and Assistant Director of Nursing signed that they
attended the Iraining.

Interview, an 0B/29AS at 3:42 PM with the
Assistant Director of Nursing, revealed newly
hired Yicansed nurses would receive training on
completing admission assessments, creating the
IPQC, updating the Cestifled Nursing Assistani
care assignments, documenting via the SEAR
when there was a change In a resident's
condition, and completing incident reporis.
Nurses would not work on the nursing untis until
they had completed the lraining,
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Interview, on 08/29/15 al 2:32 PM with Licensed
Practical Nurse #14, revealed she raceived
training within the past week an admission
assassmenls, completing Incident reporta and
documenting using the SBAR mathod when there
was a change in a rasident's condition. Licensed
Practical Nursa #14 staied, when she admitied a
rasident,-her responsibllities_included oblaining
necessary authorizations from the resident or
his/her legat represenlative, conducting a resident
assessmant, and initfating the resident's IPOC.

Interview, on 08/25/15 at 1:15 PM with the 400
Hallway Unit Manager (UM), revealed she
recaived in-service educalion In the past week on
admission assessments, completing incldent
reports and documenting using the SBAR method
when theroe was a change In a residenl's
condition. The 400 Unit Manager staled when a
resident was admitied lo the 400 Hallway, she
raviewed all admission paperwork received from
other facilities and reviewed and in-put the orders
obtained from the resident's physiclan, The 400
Hallway Unit Manager stated if not on duly at the
time of an admission, she reviewed the residant's
paper work and orders, and personally visited the
resident upon her retum to work.

Interview, on 08/29/15 at 3:13 PM with tha 200
Unit Manager, revealed she raceived recent
in-servica educatlon on conducting admission
assessments, completing SBARs and incident
reports. In addition, the 200 Hallway Unit
Manager sialed the 24-hour shilt report was the
mechanism used for recording and
communicating information about a resident's
siatus, any new care aseas, and any changes ina
; resident's condition over the 24-hour perlod. The
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200 Hallway Unit Manager stated sha reviewed
tha 200 Hallway 24-hour report every moming 1o
ansura continuity of raporting of the residents'
status across all shills.

interview, on 08/29/15 at 2:50 PM with the MDS
Coordinator reveaiad she recelved recent
in-service education on care planning far newly
admitted residents, and on how nurses wera to
complate the initial admission assessmeant
packet. The Director of Resident Assessment
slated she was also tralned on compleling
incident reports and documenting using the
SBAR method In clinical notes. The Director of
Residen Assassmant/Minimum Data Sel Nurse
staled if & resldent experienced a change In
conditlon, such as a fall, a licensed nurse shoukd
assess the rasident, put Immediate interventions
in place lo protect and/or treat the resident’s
injury, i any. The care plan should be updated
and the documentation should also includa the
SBAR and a completed Incident report, The
Direclor of Resident AssessmentMinimum Data
Set Murse stated {he incident repari(s) were later
reviewed by the Quality Assurance Commities.

10. Interviaw, on 08/29/15 at 4:30 PM with the
facllity’s Executive Direclor, revaaled the
corporallon's clinical lialsons conducted
pra-admission assessments for patential
residents, The Executive Direclor stated the
clinjcal lialsons forwarded the assessmeanis lo
her, and along with the Director of Nursing and/or
Assistant Director af Nursing, and the Admissions
Director, she raviewed the daia to delermine the
level care the potential resident would require,
and any spacial equipment or arrangements the
facliity would need to secure prior to the
resident's admisslon.
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11, Interview, an 08/29/15 at 1:15 PM with the
400 Unil Manager, revealed when a resident was
admitied to the 400 Hallway, she reviewed all
admission paperwork received lrom other
facilities and reviewed and in-put 1he orders
obtalned from the resldent's physician. She staled
the residenis’ clinical records were reviewed
ensure the care plan was initiated, and that the
Cerlified Nursing Assistani Care Beeord_

assignments, and the care Interventions were
communicaled lo the staff. The 400 Haliway Unit
Manager slaled if not on duly at the time of an
admission, she raviewed the resident's paper
work and orders, and persanally visiled (hs
resident upan her return to work,

12. Review, on (08/29/15 of the Resident
Admission Manitoring Toal, revealed the facility
had admilied elght (8) residenis sinca 08/26/15.
The residenis’ clinical records were reviewed by
the tacility's Unit Managers, who slgned/dated
when they reviewed tha residents' records for
plan of care, Certified Nursing Assistam Care
Record assignments, and for implementation of
the care inlerventions, as planned. According to
the Unit Manager's signaturas with dales, all eight
(8) records had been raviawed for the required
components within one (1) day of each resident's
admission to the facility.

Interview, on 08/29/15 at 3:42 PM, with the
Assistant Director of Nursing revealed she would
be responsible for ensuring all companenis of the
admisslon documentation was compleled for
newly admitled residents, The Assistant Director |
ol Nursing stated the Unit Managers and the |
Minimum Dala Set Nurses ware also responsible

for ensuring al! necessary admission

F514
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F 514 Continued From page 110

F 514

documeniation was completed. In addition, the
Assislant Director of Nursing stated she would
raview the new admission audits conducled by
the Unit Managers, and these documents would
ba discussed daily in clinical moming meetings.

| The Assistant Direclor of Nursing stated, to date,

' no cofrective action had nat been necessary as
the admission documentation has bean

. completed for naw admissions as required.

; 13. Interview, on 08/29/15 at 1:20 PM with tha
Exacutive Dlrector, revealed she and the
Assistant Direclor of Nursing reviewed following
policies 08/23/15: Accident Invastigation, dated
08/17/15; Accident Investigation, Cause (s) of
Accidenis, dated 07/07/15; and Inlerdisciplinary
Care Plan, dated 02/26/15, no changes to the
policies were mada.

Interview, on 09/02/15 at 2:35 PM, with the
Aclivities Diractor revealed she reviewed the
Resident Transport Palicy with the facility's
Executive Direclor, and racently retralned the
staff authorized to drive the facility’s van.

14, Inlerview, on 05/02/15 at 3:20 PM with the
{acility's Mainlenancs Direclor, revealed once the
Assistant Director of Nursing assessed Resident
#26 afier hisher fall on the van, he ensured
Resident #26's wheelchair jock-down system and
sealbells wera secured and fastened. In addition,
the Maintenance Direclor stated he alsa observed
the other twa rasidents on tha van to ensure their
wheelchairs/safety bells were secured/fastened
before moving the van.

15. Interview, on G9/02/15 at 2:35 PM with the
Activities Director, revealed on 07/28/15, she
, retrained the facllity’s authorized van drivers on
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Continued From page 111

sale resident lransport and proper use of the
van's wheelchalr lock-down system.

16. Review of lhe document tilled, Quarterly
Drivers Filas Audit, No Date, revealad the drivess'
files would be audited for re-training
compelencies on 10/28/15, 01/28/16, 04/28/16
and 07/28M16.

A7 nterview, on 08/29/15 at 2:50 PM wilh the
Director of Resldent Assessment/MDS revealed,
on 08/28/15, the Activities Director consuited wilh
the Director Ol Assessment/Minimum Data Set
Nurse prior 1o transporting a resident who had a
lap tray affixed o his/her wheelchair. The Director
ol Resldent Assessment/Minimum Data St
Nurse stated she relecrred the Activities Direclor to
Therapy Department as she thought therapy staff
could best answer the question relaled ta the
resident’s wheel chair tray.

1B. Inlerview, on 08/29/15 al 3:22 PM with the
Human Resources Generalist, revealed she
reviawad lhe records for all authorized van drivers
lo ensure their drivers' licenses and Depariment
of Transportation ceriflcations were in-date, and
for verification of re-training on the van's
wheelchalr restralnt system. The Human
Resources Generalist stated she was assigned lo
monitor the van drivers regards for the required
competencles and for verilication ol quarierly
retraining for one year, and thereafter she would
conduct an annual review of their records.

19. Review of the document titled, Ad Hoc QAP
dated 08/23/15, revealed the Executive Directar,
the Director of Nursing, the Assistant Direclor of
Nursing, the facility's Social Worker, Unit
Managers for four (4) of lour (4) nursing unils, the
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Director of Resident Assessment, the Human
Resourcas Generalist, the Maintenance Director,
the Corporate Director ot Clinical Education, and
the facility's Medical Diractor attended the QAPI
mesating.

Interview with tha ADON, on 08/29/15 at 3:42 PM,
revealed she would oversee the monitoring that
would occur by the Unit Managers and MDS
Nurses, for the new admisslon process, complete
all proper documentation, all new admissions will
be discussed during the dally clinical meetings,
twenty-four hour reporis would be reviewed al the
clinical meating. The ADON stated she would
also be atlending tha QA meetings and providing
progress of the moniloring process far
admissions and changes of condition.

intarview with the Administrator, on 08/29/15 al
4:30 PM, revealed nurses wara assigned lo
monilor tasks described in Ihe AOC to ensure
that all residents newly admiited have been
assessed and screened by the new process and
interventions put in place. The Administrator
stated she would have the AOC minder al each
maoming meeting 1o review and to check lo
ensure assigned stall were continuing to monitar
for compliance wilh the plan.
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FIRE SAFETY SURVEY REPORT
CRUCIAL DATA EXTRACT
(TO BE USED WITH CMS-2786 FORMS)

PROVIDER NUMBER FACILITY NAME SURVEY DATE
K1 185095 GOLDEN LIVINGCENTER - HILLCREEK *K4 08/13/2015
K6 DATEOF PLAN K3 : MULTIPLE CONSTRUCTION A BUILDING
APPROVAL B WING
TOTALNUMBER OF BUILDINGS ~— 1 Al crloor
NUMBER OF THIS BUILDING 0] D APARTMENT.LIIT
LSC FORM INDICATOR COMPLETE IF ICF/MR 1S SURVEYED UNDER CHAPTER 21
MALL S
Health Care Form S (16 BEDS OR LESS)
12 {2786 R 2000 EXISTING ; gllfngT
K8:
13 ] 2786 R 2000 NEW 3 IMPRACTICAL
ASC Form
14 | 2786 U 2000 EXISTING LARGE
15 | 2786 U 2000 NEW 4 PROMPT
) 5 SLOW
MR K8: 6 IMPRACTICAL
16 2786V, W, X 2000 EXISTING
17 12786 V., W. X 2000 NEW APARTMENT HOUSE
*K7 E SELECT NUMBER OF FORM USED FROM ABOVE 7 PROMPT
K8: 8 SLOW
9 IMPRACTICAL
(Check if K29 or K56 are marked as not applicable in the
b
286MRTU V. WX VandZ) ENTER E-SCORE HERE
K29: 3 K36: 3 K5: eg 25
*K9 : FACILITY MEETS LSC BASED ON: (Check all that apply)
Al A2 X A3 Ad A5
(COMP. WITH (ACCEPTABLE POC) (WAIVERS) (FSES) (PERFORMANCE
ALL PROVISIONS) BASED DESIGN)
FACILITY DOES NOT MEET LSC: K180: A | x B. C.
B. FULLY SPRINKLERED PARTIALLY SPRINKLERED NONE
(All required areas are sprinklered)  (Not all required areas are sprinklered)  (No sprinkler system)

*MANDATORY

Form CMS-2786a
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NQ. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 01 - GOLDEN LIVING CENTER COMPLETED
HILLCREEK R
185095 RJNING 11/12/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3116 BRECKINRIDGE LANE
GOLDEN LIVINGCENTER - HILLCREEK LOUISVILLE, KY 40220 _ B
(X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDEA'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS | {K 000}
An Onsite Life Safety Code Revisit was
conducted on 11/12/15, for compliance with Title
42, Code of Federal Regulations, §483.70 (a).
The facility was found to be in compliance with
NFPA 101 Life Safety Code, 2000 Edition.
No deficiencies were identified during this revisit.
The facility alleged compliance effective 10/02/15,
for deficiencies cited on 08/13/15 for K-18, K-27,
K-38, K-46, K-52, K-72, K-76 and K-144.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency stalement 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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Depariment of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

R E— ___Post-Certification Revisit Report - L
Publlc reporting for this collection of information is estimated to average 10 minules per respanse, including time for reviewing instructions, searching existing data sources, gathering and
mainiaining data needed, and completing and reviewing the collection of inforralion. Send comments regarding this burden estimate or any other aspact of this collection of informaticn

including suggestions for reducing the burden, to CMS, Office of Financlal Management, P.O. Box 26684, Ballimore, MD 21207: and to the Offica of Management and Budgat, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503,

(Y1) Provider/ Supplier/ CLIA/ * {Y2) Multiple Construction (¥3) Date of Revisit

Identification Number A, Building
185095 B. Wing 01”- GOLDEN LIVING CENTER HILLCREEK 11/12/2015

Name of Facility TStreet Address, City, State, Zip Code

GOLDEN LIVINGCENTER - HILLCREEK 3116 BRECKINRIDGE LANE
_ LOUISVILLE, KY 40220

This report is complated by a quallfied Stale surveyor for the Madicare, Medicaid and/or Clinical Labaralory Improvement Amendmants program, to show those deficiencies previously
roporied on the CMS-2567, Statement of Deficlancles and Plan of Corraction that have bsen corracted and the date such corractive action was accomplished. Each deflclency should be
fully identiied using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown 1o the lakt of each
requiremeant on the survey raport form).

(Y4) tem {Y5) Date {Y4) Item (Y5) Date {Y4) ltem (Y5} Date
Correction | Correction I Correction
Completed Completed Completed
ID Prefix 09/30/2015 ID Prefix 09/30/2015 ID Prefix 08/30/2015
Reg. # NFPA 101 Regq. # NFPA 101 Reg. # NFPA 101
LSC K0018 LSC Koo27 LSC K0038
Correction Correction Correction
Completed Complated Completed
1D Prefix 09/30/2015 1D Prefix 08/30/2015 ID Prefix 10/01/2015
|
Reg. # NFPA 101 Req. # NFPA 101 | Reg. # NFPA 101
LSC Koo46 | LSC Ko052 LSC Koo72
Correction Correction Correction
Completed Completed Completed
ID Prefix 09/30/2015 1D Prefix 10/02/2015 1D Prefix
Reg. # NFPA 101 Reg. # NFPA 101 Req. #
LSC K0078 LSC K0144 LSC
Correclicn Correction Correction
Completed Completed Completed
1D Prefix ID Prefix D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correcticn Correction Correction
Completed Completed Completed
iD Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC [ LSC LSC

——

Reviewed By m Reviewed By ture of Sut.'ve IData:
State Agency 9 o Id/ I“,’_"{'(| MQQ sx/ M/telos

| il i
Reviewed By | Reviewed By Date: Slwuweyon Date:
CMS RO | |

—

Followup to Survey Complsted on: Check for any Uncorrected Deficlencies. Was a Summary of

8/13/2015 | Uncorrected Deficiencles (CMS-2567) Sent to the Facllity? YES NO

Form CMS - 25678 (9-92) Page 1 of 1 EventID: ZaMmB22
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DEPARTMENT QF HEALTH AND HUMAN SERVICES rR E C E lv E D FORM APPROVED
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION, ~+ _ 4 - X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - GOLOEN uﬂml;:w COMPLETED
HILLCREEK OFFICE OF INSPECTOR GENERAL
185095 B. WING ALEDNTESEA T CUSETACLIES A SEAVILE 08/13/2015
NAME OF PROVIDER OR SUPPUER STREET ADORESS, CITY, STATE, 2IF CODE
. 1 | 3118 BRECKINRIDGE LANE.
- GOLDEN-LIVINGCENTER = HI:LCREEK LOVISVILLE, KY 40220
491D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-AEFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K GO0 | INITIAL COMMENTS K 001.')I
! CFR: 42CFR 483.70(a)

BUILDING: 01

PLAN APPROVAL: 1970, 1984 |
Freparation sad/er exccution of this plan of

SURVEY UNDER: 2000 Existing :“"“"Sﬁf.ﬁ:";f&?ﬁf:"ﬁfeﬂm:?'

facts alleged or the conclusions set fortk in

 FACILITY.TYRE: SNE/NF : —— thestatement-of deficlencies: “The pian-of
correction Is prepared and/or esceuted
. because it is required by th
;’:::iglé STRUCTURE: Two (2) levels, Type il :’:::Ywm mhe &md “dl"vm :m_

SMOKE COMPARTMENTS: Eight (8) smoke
compartments In the Upper Level and three (3) In
the Lower Lavel. {

FIRE ALARM: Complets fire alarm system.

SPRINKLER SYSTEM: Complete autamatic, dry
sprinkler system; plpe schedule design.

GENERATOR: Type I, 350 KW generator; fusl
source is diesel, Installed new in 2007,

A Recertitication Lifa Safety Code Survey was
conducted on 08/13/15 using the 27868, short
form. Tha faci pl
with the requirements for participation in
Medicare and Medicald. The facility has the
capacity for one-hundred seventy-two (172) beds
and at the time of the survey, tha census was
one-hundred fifty {(150).

The lindings that follow demonstrate
noncompllance with Title 42, Code of Federal

'S SIGNATURE T oeroaTE Ty k‘j
' @ X Eg(uﬂd. PR, X g-ge-is

b denoies a deliclancy which the Instiution may be excused from corracting providing it Is delermined that
ther safeguards provids fht protection to the patlents. {See Instructions.) Except lor nursing hemes, the findings stated above ara disclosabis 90 days
owing the dale of survay whither or not a plan of corection Is provided. For nursing homes, the above findinga and plans of corraction ara disctosabla 14
ays lollowing the dats thase documents ara made avafiabla to the facility. | deficiencies ara ciled, an appraved plan of correction is requisite to continued
ragram participation,

ofwith an asterisk (*)
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CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/15/2015
FORM APPROVED

OoMB NQ, 0538-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IOENTIFIGATION NUMBER: A. BUILDING 01 - GOLDEN LIVING CENTER COMPLETED
HILLCREEK
185085 B, WING 08/13/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE
_ ] 3118 BRECKINRIDGE LANE
GOLDEN LIVINGCENTER~HILLCREEK LOUISVILLE, KY 40220
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION )
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FIML PREFIX (EAGH CORAECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caos&nmeggglg;;: gvr-;e APPROPRIATE DATE
¥ 000 | Continued From page 1 K aoo
Regulations, 483.70(a) ot seq. (Life Safety from
Fire)
Deliclencies were ciled with the highest scope
and saverity of an F level,
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD KQo18
§8=0D
Doors protecting corridor openings In other than
required enclosures of vertical openings, exits, or
— I hazardous areas ara substantial doors, such as
those constructed of 13 inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors In sprinklered buildings are only K018 09nw1s

required to resist the passags of smoke. There g
no impediment to the clasing of the doors. Doarsg
are pravided with a means suitable for keaping
the door closed. Dutch doors meeting 19.3.6.3.6
are permitted. 19.3.6.3

Reller latches are prohibited by CMS regutlations
in all health care facllities.

This STANDARD Is not met es evidenced by:
Based on observation and Intarview, it was
determined the facllity failed to ensure doors to
reaideni rooma would latch properly in
accordance with National Fire Protection
Association (NFFPA) slandards. The deficlency
had the polantial to affect one (1) of eleven (11)

1. The cotridor doot to resident room 205 was
adjusted by an outside vendor, 1o 2lose
completety and laich with no geps on 0872215,

2. An audit of afl fecility resident docrs was
completed on 08/14/15, All the other
resident doors did close completely and latch
with no gaps.

3. Maintensncz Dircetor or maintenance
pssisent will complelz once a month
checks on all resident doors to ensure
that they close completely.

4, Muintenance will report the findings of the
monthly checks to the QAP 1eam, The QAP
team meets monthly. Each manth, the

team will review the results of these checks
10 ensure that the doors close completely. This

will be campleted for § months to ensure
compliance and resident safety.
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STATEMENT OF DEFICIENCIES (X1) PROVIOER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. SUILDING 01 - GOLDEN LIVING CENTER COMPLETED

HILLCAREK

185095 B. WING 068/13/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

3118 BRECKINRIDGE LANE
GOLDEN. ~HILLC e - e
LIVINGCENTER-~-H REEK. LOUISVICLE, KV 40250
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [} FROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG AEQULATORY OF LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

K018 | Cantinued From page 2 K Q18
smoke compariments, two (2) residents, staff and
visitors, The facility has the capacity for
one-hundrad seventy-iwo (172) beds and at the
time of the survey, tha census was one-hundred
fifty (150).

The lindings Include:

Observation, on 08/13/15 at 10:39 AM, with the
Maintenance Diraclor ravealed the corridar doar
[0 resident room #205 wauld not 1aich when
lested and had a gap at the top that would not
rasist tha passage of smoke.

Interview, on 0B/13/15 at 10:39 AM, with the
Maintenance Director revealed he was unaware
the door would not iatch and had tea large of a

gap.

The cansus of ona-hundrad filty (150) was
verified by the Administrator an 08/13/15. The
findinga wera acknowledged by the Administrator
and verified by the Maintenance Diraclor at the
exit Interview on 08/13/15.

Actual NFPA Standard:

Relerenca: NFPA 101 (2000 edition) 19.3.6.3.1*
Daors protecting corridar openings in

other than required encloaurea of veriical
openings, exits, or hazardous areas shall be
substantial doors, such as those conslructed of
13/4-in, (4.4-cm) thick, solid-bonded core wood
or of consiruction that resisls fire for not less than
20 minutas and shall be constructed to resist the
passage of smoke, Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shall
not ba required. Clearance belween the bottom
of the door and the floor covering not exceeding
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1 in. (2.5 cm) shall be permitted for corridor
doors,
Exception Na. 1: Doars to tollet rooms,
batlwooms, shower rooms, sink closets, and
similar

auxiliary spaces that do not cantain flammable or
combustible materiala.

Exception No. 2; In smoke compartmants
protected throughout by an approved, supervised
automatic sprinklar system in accordance with

Kota

K027
§8=D

19.3.5.2, the door consiruction requirements of
19.3.6.3.1 shall not ba mandatory, but the doors
shall be constructed to resist the passage of
smoka.

19.3.6.3.2° Doors shall be provided with a means
suitable for keeping the door closed that is
acceptable to the authority having jurisdiction.
The device used shall be capabla of kesping

the daor fully closed if a force of 5 1bf (22 N) Is
applied at the lalch edge of the door, Roller
latches shall be prohibited on corrldor doors in
buildings not fully protected by an approved
automatic sprinkler system in accordance with
NFPA standards.

Reference: CMS: S&C-07-18
NFPA 101 LIFE SAFETY CODE STANDARD

K 027

Daar opanings in smoke barriers hava al least a

20-minute flre protection rating or are at least
1%-inch thick solid bonded wood core. Non-rated
pratectiva plates that de not excead 48 Inches
from the bottormn of the door are parmittad,
Horizontal sliding doors comply with 7.2.1.14,
Doors are sall-closing or automatic closing in
accordance wilth 19.2.2.2.6. Swinging doors are
not required to swing with egress and pasitiva
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latching is not required.  19.3.7.5, 19.3.7.8,
12.3.7.7

This STANDARD is not mat as avidenced by:
Basad on observation and Interview, it was

determined tha {acility failed to ensure
cross-corridor doors located In a smoke barrier

K027

1. The cross-coreidor doors locatad by room
216 were adjusied by the maintenance director
and the astragal was remaved by the
maintenance director to make doors close
completcly on 08/13/15,

09730715

would resist the passage of smoke In accordance
with NFPA standards. The deficient practice has
the potential to affsct three (3) of eleven (11)
smoke compartments, residents, staff and
visitors. The facility has the capacity for
one-hundred seventy-two (172) beds and at the
time of the survay, the census was one-hundred
filty (150).

The findings Includa:

1. Observation, on 08/13/15 at 10:32 AM, with the
Maintenance Director revealed the cross-corridor
doors located by Room #2168 would not close
completely when testad. This was due to the
doors not having a coordinating device installed
50 the door without the astragal could closa first.

Interview, on 08/13/15 at 10:33 AM, with the

The cross-corrd ing to.the
200 hall were adjusted by an outside vendor, to
close campletely 09/01/15.

2. An audit of all facility corridor doors was
compleied on 08/14/15, All the other
casridor doors did clese compleiely with no
£aps,

3. Maintenance Director or maintenance
assistant will complete once & month
‘thecks on all comidor doors to ensure
that they close completcly.

4, Maintenance will report the findings of the
monthly door checks to the QAP team. The
QAPI tcam meets monthly. Esch month, the
team will revicw the results of these checks

to ensure that the doors clase completely. This
will be completed for 5 months (o ensure
compliance and resident safety.

T [ MaEREaEnNed Ditacior ravealed e was nol aware
the coordinating davice was required for doors
with an astragal.

2, Obsarvation, on 08/13/15 at 10:41 AM, with the
Maintenance Director ravealed the cross-corridor
doors heading to the 200 Hall would not close
completsly when tested. This was due to the
doors not being adjusied properly.
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Continued From page 5

Interviaw, on 08/13/15 at 10:42 AM, with the
Maintenance Director revealed he was not aware
the doors were not adjusted propsrly.

The census of one-hundred fifty (150) was
verified by the Administrator on 08/13/15. Tha
findings ware acknowledged by the Adminlstrator
and verified by the Maintenance Director at the
axit interview on 08/13/15.

Koz27

— 1 Doursrimrsmokerbarriers shallcomply withr8:374

Actual NFPA Standard:

Reterenca: NFPA 101 (2000 edition) 18.3.7.3
Any required smoke barrier shall be constructed
in accordance with Section 8.3 and shall have a
fira resistance rating of not less than 1 hour.
Exception No. 1: Where an atrium Is used,
smoke barriers shall be parmitied te terminate at
an atrlum wall constructed In accardance with
Exception No. 2 to 8.2.5.6(1). Not less than two
separate smoke compariments shall be provided
an each floor,

Exception No. 2*: Dampers shall not be required
in duct penetrations of smoke barriers in fully
ducted heating, ventllating, and air conditioning
systams.

Reference NFPA 101 (2000 Edition) 18.3.7.6*

and shall bs self-closing or automatic-closing in
aceordance with 18.2.2.2.6,

Reference NFPA 101 (2000 Edition} 8.3.4.1*
Doors in smokae barriers shalt close the opening
leaving

only the minimum clearance necessary for proper

operation
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and shall be without undercuts, louvers, or grilles.

Relerence: NFPA B0 (1999 Edition)

Standard for Fire Doors 2-3.1.7

The clearance between the edge of the daor an
the pull side shall ba 1/8 in. (+/-) 1/16 in. (3.18
mm (+/-) 1.59 mm) for steel doors and shall not
exceed 1/8 in. (3.18mm) for wood doors,

Relerence: NFPA 101 (2000 edition), 19.3.7.6°.

Hequires docrs in smoke barriers {o be
seli-closing and resist the passage of smoke.

Reference: NFPA 80 {1939 Edition)

2-4.1 Closing Devices.

2-4.1.1 Where there is an astragal or projecting
latch balt that

prevents tha inactive door from closing and
latching before

the aclive door closes and latches, a coardinaling
devica shall

be used. A coordinating device shall not be
required where

each door closes and latches independently ol
the other.

K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038

S§8=F
Exit access Is arranged so that exits are readily

T | accessiblearalltimes in accordance with section
71 19.21
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—[resldents;Stalf-arid visltors, The facilty has the

——1 & Observation;onr08/13/15a10:09- AN WiiiTtive

equipped with delayed egress had & readily
visible sign In accordance with Natlonal Fire
Protection Assaclation (NFPA) standards. Tha
deficlent practice has the potential to affect
elaven (11) of eleven (11) smoke compartments,

All the sandbags were removed Immediaicly

by the mainichance director on 08/13/15 thet

was obstructing the cgress path by central

supply. The deluyed egress signage located on

the 400 hail exit doar, therapy exit door, exit

:;lw by 340, exit door by room 201, the 200
camidoe exit door,
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Ko3g
This STANDARD is not met as evidenced by:
Based on observation and interview, it was 1
determined the facility failed to ensure doors S

vTeslorative dining-room

capaclty for one-hundred seventy-two (172) beds
and at the lime of the survey, the census was
one-hundred fifty {150).

The tindings includa:;

1. Observation, on 08/13/15 at 9:58 AM, with the
Maintenance Director revealed the exit door by
Central Supply was obstructed from opening by
five (5) sand bags piled agalnst the outside of tha
door. Threa (3) more sand bags were against the
inside of the door.

Interview, on 08/13/15 at 9:59 AM, with the
Maintenance Director revealed the sand bags
wara thers in case it rained they would keep the
water oul of the building.

axit doar, 100 hall exit dogr by room 101, 100
hall exit door by room 149, and the solarjum
exit door all now have 1 inch letters and statesg
15 seconds delay as of 09/07/3 5, this was
replaced by the maintenance director. The gale
outsidz the solarium exit now swings in the
path of egress; this was fixed by the

mainienance dirccior, as of 08/27/15. The exit
1o the stairwell by room #300 naw has = bigger
code posted on top of the key pad this was
done by the malntenance director, The staff
member was immedisiely trained on 08/03/15
by the maintenance director 1o look for the
cade on top of the key ped.

2,
A facility tour vais completed on 08/13/15 end
na ather areas were allected.

3, Mainterance Director or mainienance
assistent will complete monthly checks X 4
months throughout the building to check that

Maintenance Direclor revealed the delayed
egress signage located on 400 Hall exit door had
half (1/2) Inch letters and stated the door would
open in thirty (30) seconds. The facility did not
have documentalion from an Authority Having
Jurisdiction (AHJ) to Increase the delay to thirty
(30} seconds; however, the door cpened In ten
{10) seconds,

all arcas of egress arc clear, that all signage is
intact nnd that the code 10 the exit by the stalr
well is maintgined intact, The sandbags that
were used 10 help in the prevention of water
draining down inta the doos way re no lengey
in use. This has been fixed by putting weather
stripping on the bottom of the door; the
taintenance director did this on 09/01/15. The
maistenance director was in serviced on the
NFPA requirements for cgress requirements
by the ED on 09/29/15
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Interview, on 08/13/15 at 10:10 AM, with the 4 Maintenance Director will report the
Malntenance Director revealed he was not awars findings of the checks and to the QAPI tram.

ol the requirements for delayed egress signage. e QAPI team meets manthly. Each month,

team will review the results of these checks

3. QObservation, on 08/13/15 at 10:14 AM, with the w that the areas nfcg;ss m:: clear, by
Maintenance Director revealed the delayed NAVE Proper signage o exit
egress signage located at the Tharapy exit door o g el bntact. This ;ﬂ;‘:‘a’“&"&’u
had half (1/2) Inch letters and stated the doar safety P

would open In thirty (30) seconds. The facility did
not hava documantation from an Authority Having
— —(Jurisdictiorr{AHJ¥ torincrease the delay tothirty—
(30) seconds; however, the door opened in ten
(10) seconds.

Interview, on 08/13/15 at 10:15 AM, with the
Maintenance Director ravaaled ha was not aware
of the requirements for delayed egress signage.

4. Observation, on 08/13/15 at 10:24 AM, with the
Maintenance Director revealed the exit to the
stalrwell by Room #300 was only equipped with a
keypad to open the door. The code was posted
on top of tha keypad; howaver, a staff member
picked at random was not trained to look for the
code and was not abla to open the door.

intervisw, on 08/13/15 at 10;25 AM, with the
Maintenance Director revealed he did traln staff:
howaver, ha did not have documentation for

training:

5. Observation, on 08/13/15 at 10:28 AM, with the
Maintenance Director revealed the delayed
egress signage located on the exit door by Room
#340 had half {1/2) inch letters and statad the
door wauld apen In thirty (30) seconds. The
tacility did not have documentation from an
Authorlty Having Jurisdiction (AHJ) to increase
the delay to thirty (30} seconds; however, the

“ORM CMS-2567(02-99) Previous Varslons Cbsclats Evant ID:ZOMB21 Faclity |0 100212 If continuation sheal Page 9of 25
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door opened in ten (10) seconda,

Interview, on 08/13/15 at 10:29 AM, with the
Maintenance Director revealed he was not awars
of the requirements for delayed egress signage.

6. Observation, on 08/13/15 at 10:34 AM, with the
Maintenance Director revealed the delayed
egress signage located on the exit door by Room
#201 had half (1/2) Inch letters and statad the
duicr waotldopan in (hiffy (30) seconds. The
lacility did not have documentation from an
Autharity Having Jurisdiction (AHJ) to Increase
the delay to thirty {30) seconds; however the door
opened in ten (10) seconds.

Interview, on 0B/13/15 at 10:35 AM, with the
Maintenance Diractor revealed ha was not aware
of the requirements for delayed egress signage.

7. Observation, on 08/13/15 at 10:45 AM, with the
Maintenance Director revealed the delayed .
egress signage located on the 200 Hall Corridor
Exit had half (1/2) inch letters and stated the door
would apen In thirty (30) seconds. The facility did
not have documentation from an Autharity Having
Jurisdiction (AHJ) to increase the defay to thirty
(30) seconds; howaver, the door apened in ten
(10) seconds.

Interview, on 08/13/15 al 10:46 AM, with the
Maintenance Direclor revealed he was not awara
of the requirements for delayed egress signage.

8. Observation, on 08/13/15 at 10:47 AM, with the
Maintenance Direclor revealed no delayed egress
slgnage located on the exit door in the
Restoralive Dining Room.
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Interviaw, on 08/13/15 at 10:48 AM, with the
Maintenance Director ravealed he was not awars
L of the requirements for delayed egress signage.

9. Observation, on 08/13/15 at 10:54 AM, with the
Maintenance Director revealed the delayed
egress signage located on the 100 Hall Exit by
Room #101 had half (1/2) Inch letters and stated
the door would open In thirty (30) seconds. The
facllity did not have documentation {rom an
Authiority Having Jurisdiction (AHJ} o increase
tha delay ta thirty (30) seconds: howaver, tha
door opened In ten (10) seconds.

Interviaw, on 08/13/15 at 10:55 AM, with the
Maintenance Dlrector raevealed he was not awara
of the requirements for delayed egress signage.

10. Observation, on 08/13/15 at 10:58 AM, with
the Maintenance Director revealed the delayed
egress signage lacated an the 100 Hall exit by
Room #140 had half (1/2) inch letters and stated
the door would open in thirty (30) seconds. The
facility did not have documentation from an
Authority Having Jurlsdiction (AHJ) to increase
the delay to thirty (30) seconds; however the door
openead in fen (10) seconds.

interview, on 08/13/15 at 10:57 AM, with the

=T Manteaies Dirssier Tevaned e was nol aware
of the requirements for delayed agress signage.

11. Observation, on 08/13/15 at 10:58 AM, with
the Maintenance Director revealed the delayad

| egress signage located on Salarium exit door had
i less than half (1/2) inch letters and stated the
door would open in thirty (30) seconds. The
facllity did not have documentation from an |
Authority Having Jurisdiction (AHJ) ta Increase
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Continued From page 11

the dalay to thirty (30) seconds; however the door
opened In ten (10) seconds. Furthar observation
revealed a gate cutside the Solarium exit that did
not swing in the path of egress,

Interview, on 08/13/15 at 10:59 AM, with the
Malntenance Director revealed he was nat aware
of the requirements for delayed egress signage.

The census of ane-hundred fifty (150) was

K 038

[ verllied by \e Administrator on 08/13/15. The

findings were acknowiedgad by the Administrator
and verifled by the Malntenance Director at the
exit Interview on 08/13/15,

Actual NFPA Standard;

Relersnce: NFPA 101 (2000 aditlon)

Means of Egress Reliability 7.1.10.1

Means of egress shall be continuously
maintained free of all obstructions or
impediments to full instant uss in the cass of fire
or other emergency.

Relerence: NFPA 101 (2000 edition) 7.2.1.6.1
Delayed-Egress Locks. Approved, iisted, dalayed
egress

focks shall be permitted to be installed on doars
serving

low and ordinary hazard contents in buildings

protected

throughout by an approved, supervised automatic
fire dstection

system in accordance wilh Section 9.6, or an
approved,

supervised automatic sprinkler system in
accordance wilh Sectlon

9.7, andt where permitted in Chapters 12 through
42, provided

that the following criteria ara@ met.
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Continued Fram paga 12

(a) The doors shall untack wpon actuation of an
approved, supervised automatic sprinkler system
In accordance

with Sectlon 9.7 ar upon the actuation of any heat
datactor or activation of not mare than two smoke
detsctors

of an approved, supervised aulomatic fire
detection system in

accordarce with Section 9.6.

K038

(b) The doors shall unlack upon loss of power
cantrolling
tha lack or lacking mechanism.

(c) An irreversible process shall release the lock
wilhin 15

seconds upon application of a force to the release
davice

required in 7.2.1.5.4 that shall not be required to
exceed 15 Ibf

(67 N) nor be requirad ta be continuously applied
for mora

than 3 secends, The initiation of the releass
process shall activate

an audible signal in the vicinity of the door. Once
the

door lack has baen released by the application of
force to the

releasing device, relocking shall be by manual
means only,

Exception: Where approved by tha aulhority
having jurisdiction, a delay

not exceeding 30 seconds shall be permitted.

(d) *On the door adjacent to the release davice,
{here

shall be a readily visible, durable sign in letters
not less than 1 In. (2.5 cm) high and not less than

FORM CMS-2587(02-09) Previous Vorsions Obsclele Event I0; ZOMB21
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1/8 In, (0.3 cm) in stroke width on a cantrasting
background that reads as follows:

PUSH UNTIL ALARM SOUNDS

DOOR CAN BE OPENED IN 15 SECONDS

7.2.1.5 Locks, Latches, and Alarm Devicaes.
7.2,1.5.1

Doors shall be arranged to be opened readlly
from the egress slde whenever the building Is
occupled. Locks, if provided, shall not require the

use of a kay, a tool, or spacial knowledge or efiort
for operation from the egress side,

Exception No. 1: This requiremant shall not apply
where otharwlse provided in Chapiers 18 through
23.

Exception No. 2: Exterior doors shall be
permitted to have key-operated locks from the
egress side, provided that the following criterla
arg met;

(a) Permission o use this exception Is provided
in Chapters 12 through 42 for the specific
occupancy.

(b) On or adjacent ta the door, there Is a readily
visible, durabls sign in letters not less than 1 in.
(2.5 cm} high on a contrasting background that
reads as follows:

THIS DOOR TO REMAIN UNLOCKED

WHEN THE BUILDING IS OCCUPIED

{c) The locking davice Is of a type that is readily

distingulshable as lockad.

(d) Akeyisimmediately available to any
occupant inslde the building when it is locked.,
Exception No, 2 shall be parmitied 1o be revoked
by the authority having Jurisdiction for cause.
Excaption No. 3: Where permitted in Chapters
12 through 42, key operation shall be permilted,
provided that the key eannot be removed when
the door Is locked from the side from which
egress Is to be made.
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Continued From page 14

Relerence: NFPA 101 (2000 Edition) 7.2.1.4.4*
During its swing, any door In 2 means of ggress
shall leave not less than one-half of the required
width of an aisle, corridor, passageway, or
landing uncbstructed and shall not project more
ihan 7 in. (17.8 cm) inta the required width of an
alsla, comidor, passageway, or landing, when fully
open. Doors shall not open directly onte a stair
without a landing. The fanding shall have a width
not less than the width of the daor. (See 7.2.1.3.)

K038

K 046
88=F

EXcepiion: In exfsting bulldings, a daor providing
access to a stalr shall not be required to maintain
any minimum unobstructed width during Its swing,
provided that it meets the requirement that limits
projection to not more than 7 in. (17.8 cm) into
the required width of a stalr or landing when the
door Is fully open.

NFPA 101 LIFE SAFETY CODE STANDARD

Emergency fighting of at least 1% hour duration Is
provided in accordance with 7.5.  19.2.9.1.

This STANDARD Is not met as evidenced by:
Based on record review and intarview, it was
determined the facility failed 1o malntaln

amergency lighling In acco

K 046

National Fire Protection Associalion (NFPA)
standards. The deflclancy had the potential to
affect eleven (11) of eleven (11) smoke
compariments, resldents, siaif and visitors. The
facility has the capacity for one-hundred
saventy-two (172) beds and the census was
one-hundred fifty (150) on the day of tha survey.

Tha lindings include:

JAM CMS-2567(02-50) Previous Varslons Obzolate Event ID: ZOMB21
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Record Review, on 08/13/15 at 11:33 AM, with
the Maintenance Director revealed the facllity K 046
failed to document the menthly thirty (30) second 1
tast and the annual ninety (30) minute tast for Meintenance Director removed the two battery 5
battery powered emergency lighting, powered emergency lighting from central 09/30/1
supply area on om;ns. There s five foat
Interview, on 08/13/15 al 11:34 AM, with the come o ey e geoerun il
Maintenance Dlrecior revealed he was not awars Generator tested weekly, manthly foy 30 &
that documentation was to be provided for the mitkites and annually-for 90 minutes.
| hirty (30Y second manthly and ninety {90) minute
tast for battery powared emergency lighting. 2. No other aneas were affcied e o
ther arcas had batery powesed
| The census of ona-hundred fifty {150) was :;y.mu;m powered emergeney
' varitied by the Adminlstrator on 08/13/15. The
survay findings wera acknawledged by the 3. Meintenance director or meintenance
Administrator and verifled by the Maintenance :’n;",‘;;“‘:’l';' et eaompletc the weekly
Director at the exit Interview on 08/13/15. comractar, il contnue 1o samplossthe
anmual test, The maintenznce director was in
serviced on the documentation requirements
and for testing of banery powcr':dq:?gmlng by
Relerence: NFPA 101 (2000 edition) 1. Sime Bt e lghting docsa’t
exist any longer, na further cducation is needed
7.9.2.1° Emargency illumination shall ba provided ar aczded 1o be monitored, The Mainienance
tor not less than 11/2 hours in the event of failurg E:dmg'g"ngﬂmgwm?dina otl;s ﬂ:: \ﬁ:ly
of narmal lighting. Emergency lighting facilities ann o
shall be arranged to provide initial illumination el e, The shity ey
that is not less than an avarage of 1 ft-candie (10 team will review the results of these checks.
lux) and, at any point, not less than 0.1 ft-candle This will be completed for § months 1o ensyre
| {TTux], measured along the path of egrass at complianes and resident safcty,
lloor leve!. llumination levels shall be permitied to
decline to not less than an average of 0.6
It-candle (6 lux) and, at any point, not less than
l 0.06 ft-candle (0.6
| lux) at the end of the 11/2 hours, A
| maximum-to-minimum illumination unifermity
ratio of 40 to 1 shall not be exceeded.
! 7.9.3 Periodic Testing of Emergency Lighting
IAM CMS-2567(02-89) Pravious Versions Obsolste Event ID;ZOMB21 Facility ID: 100212 If continuation shast Pagas 180of 25
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Continued From page 16

Equipment. A functlonal test shall be conducted
on every required amergency lighting system at
30-day intarvals for not less than 30 seconds. An
annual test shall ba conducled on every required
batlery-powered emergency lighting system for
not less than

11/2 hours. Equipment shall be fully operational
for the duration of the test. Writlen records of
visual Inspections and tesis shall be kept by the
owner for inspectlon by the authority having

K 046

K 052
§8=F

Jirisdiction.

Exception: Self-testing/self-diagnostic,
battery-operated emergency lighting equipment
that automatically performs a test for not lass
than 30 seconds and dlagnostic routine net less
then once every 30 days and indicates failures by
a status Indicator shall be exempt from the
30-day functional tast, provided that a visual
inspection is performed at 30-day intervals.
NFPA 101 LIFE SAFETY CODE STANDARD

Alire alarm system raquired for life safely is
installed, tested, and mainiained in accordance
with NFPA 70 Natianal Electrical Code and NFFA
72, The system has an approved maintenance
and testing program complying with applicable
requirements of NFFA70 and 72. 9.6.1.4

K 052
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This STANDARD is not met as evidenced by
tased on fire alarm inspections and Interview, it
was delermined the facility lalled to ensure the K082
fire alarm system was inspected and lested in
accordance with National Fire Protection 'll'hc S ———
K e alicries was
Association (NFPA) Standards. The deficlent m"“'mﬂ"m EAI/15 and documenicd. The prp—
practice has the polential to aflect eleven {11) of discharge test for the ire alar batterics was
elaven (11) smoke compartmants, rasidenla, staft compicted on 08/13/15 and documented. The
— Tandvishors:TheTacility has thecapacity for Taad voltage lest Wi tompleted o0 08113715
one-hundred seventy-two (172) beds and at the Allof these tests were completed by an
time of the survey, the census was one-hundred e
fifty (150). 3
No other arcas were rifected.
Tha tindings include:; s
1. Review of the Fire alarm inspections, on Maimenance Diecctor o maintenance “:::',m'
08/13/15 at 1:13 AM, with the Maintenance e e for thi
Diractor ravealed the charger tast was not ane only) for the fire alarm batieries done
documented on the fire alarm inspection mnnually. This will be documented on the fire
paperwork, alarm inspection paperwork. The meintenance
dircctor was in serviced on the NFPA
irements for ch discharge test
Interview, on 08/13/15 at 1:14 PM, wilh the ond loud voltage iesting of the ire lara
Maintenance Director revealed ha was unaware batierics by the ED an 09/29/15
the inspection company was to perform a charger . ) )
test for the firs alarm batterles on an annual w;;;%m’, “"," mg‘m e
basis. annually (1X yearly) for the charger and
2. neviowof the Firg el inspections; on discherge testing, Maintenance Director will
08/13/15 at 1:13 PM, with the Maintenancs report the findings of the scmi annual checks of
Director revealed the discharge test was not ::u'g’ff::’::_:‘g“ scmi sanually (2 X
documented on the fire alarm inspection This will be completed for one year to
paperwark, campliance and resident safety,
Intarview, on 08/13/15 at 1:14 PM, with the
Maintenance Director revaaled he was unaware
the inspsction company was to perform a
discharge test for the fire alarm batteries on an
ORM CMS-2567(02-99) Previous Versions Obsalale Event iD:ZOMB21 Facility ID: 100212 i continuation sheet Paga 18 of 25
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Continued From page 18
annual basis.

3. Raview of the Fire alarm inspeciions, on
08/13/15 at 1:13 PM, with the Maintenance
Director revealed the load vaitage test was nat
documented on tha fire alamm inspection
papserwork,

Interview, on 081 3/15 at 1:14 PM, with the
Maintenance Director ravealed he was unawara

K072

Ihe-inspectfun-compansrwaa’tb periorm & foad
voltage test for the fire alarm batteries on g
seml-annual bas!s.

The census of one-hundred fifty (150) was
verifiad by the Administrator on 08/13/15. The
lindings were acknowledged by the Administrator
and verifiad by the Maintanance Directar at the
exit interview on 08/13/15.

Actual NFPA Standard:

Refarence: NFPA 101 (2000 ed.), 9.6.1.4, Alire
alarm system requirad for fife salety shall be
installed, lested, and maintained In accordance
with the applicable requirements of NFPA 70,
Natlonal Elactrical Code, and NFPA 72, National
Fire Alarm Coda.

NFPA 101 LIFE SAFETY CODE STANDARD

K052

K072

S3=D

Means of egress are contin uously maintained free
of all obstructions or Impediments to full instant
use in the case of fire or other emergency. No
fumishings, decoralians, or othar objects obstruct
exits, access to, egress from, or visibility of exits,
7.1.10
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This STANDARD is not met as evidenced by:
Based on abservation and interview, it was
determined the facliity failad to maintain exit
access In accordance with NFPA standards. The KoT2
deficient practica has the potential to affect three
(3} of elaven (11) smoke compariments, 1. lvos
residents, staff and visitors. Tha facility has the All chairs and equipment that was in the egress
capacity for ana-hundred seventy-twa (172) beds path by central supply was removed
——Iandatihetime ol the strvey, 1fie census was m"’;‘;‘r'!sfm ‘"':82"’;‘ i :""’p‘;ll;’“g‘“u:'
one-hundred fifty (150). malnicnance assistant on 08/13/15, The WIC
scale thet was in the egress path of the 400 hall,
The findings Inciude: was removed immedietely by the meintenance
assistant end placed in the permanem storage
: location of the 400 shower room on 08/13/15.
1. Observation, on 08/13/5 at 9:58 AM, with the The four medicinz cans that were i the path of
Maintenance Diractor ravealed ten (10) the 300 hall were removed immedistely by the
wheelchairs, bathroom chair, shower chalr, blcod 300 hall nurses and placed in a new locked
pressure machine, servica cant, and a bed wera med room on 08/13/15, This med room is the
being stored in the egress path by Cenlral permanent location for these cants
Supply. 2. All other areas of the faclity checked an
08/13/15 and no other f
Interview, on 08/13/15 at 9:59 AM, with the being mo::edm e el were
Maintenance Dlrectar revealed the llems wera 3. Main oI .
5 tenance Director or maintcnance
routinely stored in this location. istant wifl complee weekly checks 1 4
2. Observation, an 08/13/15 at 10:05 AM, with the e bling ek il s Qeoughost
Mainlenance Director revealed a wheelchair clear,
scale was being stored in the egress path of the ) ) .
———— 700" Hall- 4, antmm Director will report the
findings of the checks and to the QAPI tcam.
. The QAPI tcam meets monthly, Each month,
Intarview, on 08/13/15 at 10:06 AM, with the the
Maintenance Direclor revealed the scale was Il:.m wiil mm::'f: the ruul!ls of these gm
&nsure e areas of egress are clear.
routinely stored in this focation, This will be completed for 3 rmeti i
liance and resident safety,
3. Observation, on 0B/13/15 at 10:29 AM, with the e
Maintenance Director revealed four (4) medicine
carts were being slorad in tha egress path of the
300 Hall.
JAM CMS-2567(02-99) Pravious Versiona Olsolels Event ID:ZOMB29 Factlity 1D: 100212 if continuailon sheat Page 20af 25
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Interview, on 08/13/15 at 10:07 AM, with the
Maintenancs Direclor revealed the slorage room
for the medicine carts was recently converled to
an offica leaving no dedicaled storage location for
the medicine carts,

The census of one-hundred fifty (150) was
verified by tha Administrator on 08/13/15. Tha
findings were acknowledged by the Administrator

K072

-and-verifiad by the Malntenance Directsr at tha
exit Interview on 08/13/15,

Actual NFPA Standard:

Refarence: NFPA 101 (2000 Edilion)

Means of Egress Rellabiiity 7.1.10.1

Means of egress shall be continuously
maintained free of all obstructions or
impediments ta full Instant use in the case of fire
or other amergency.

Referance: NFPA 101 (200 Edition) 7.3.2°
Measurement of Means of Egress.

The width of means of egress shall be measured
in the clear at the narrowest point of the axit
component under conslderation.

Exception: Projections not more than 31/2 in.
(8.9 cm) on each side shall be permitted at 38 In.

Heference; S&C-12-21-L5C
NFPA 101 LIFE SAFETY CODE STANDARD

Medical gas storage and administration areas ara
protected in accordance with NFPA 99, Standards
for Health Care Facilities.

K076
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'DEPARTMENT OF HEALTH AND HUMAN SERVICES G RIZCH DAL

FORM APPROVED
ENTERS FOR MEDICARE & MEDICAID SERVICE M :
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K 076 | Continued From page 21 K 076
(a) Oxygen storage locations of graater than
3,000 cu.it. are enclosed by 2 one-hour
separation.
(b} Locations for supply systems of greater than
3,000 cu.ft. are vanted to the cutside. NFPA S99
43.1.1.2, 19.324
K076
! 09130/15

All combustible baxes were moved by the
central supply persomrand placed five fect away-
from the axypen tanks on 08/14/15. A Sign
was ploced above oxygen tanks on 09/29/15 by
maintznanee dircctor informing staff how far

itcrns (boxes) can be stored form tanks to

This STANDARD Is not met as evidenced by: ensure staff knaws the requirements.
Basedion ot;\sa;vailion ar;d interview, it waa 2 N other et were affccied beciss there
determined the facility failed to ensure oxygen GLIEY BEas

storage areas were protacted in accordance with et b LA Ut
National Fire Protection Association (NFPA)

standards. The deficiency had the potential to 3. Tupe was placed on the floor five feet
aftect one (1) of eleven (11) smoke :um-zi ﬂ;: %’59?1 ts-:;uh:ly tlll: mlﬂgw
;:ompartmenls. residents, staff and visitors. The complience is maintsined l!(’,rmpums
acility has the capacity for one-hundred cambustible boxes within § fect of the oxygen
saventy-two (172) beds and at the time ol the tanks. The Mainicnance Dircctos or
survey, the census was one-hundred fifty {150). mainenance assistant will completz weekly

checks X 4 weeks, monthly checks X 4 months

The findings includs: 10 check that all combustible boxes are storcd

beyand five feet of the oxygen tanks. The
mainienance director was in serviced on the
Chbservation, on 08/13/15 at 1:15 PM, with the
T | Mantenance Dirstlar tevaalad 1args aounts o requirments for oxygen stomge by the ED on
combustible boxes were belng stored within five LS
(5) teet of axygen tanks located in the Central 4. Muintenance Directar will report the
Supply Storage Room. Thera were sixty-four {(64) findings of the checks and ta the QAP team.
{anks in slorage at the lime of the survey. ge QAP team meets monthly. Each month,
Interview, on 08/13/15 al 1:16 PM, with the o eaa evicw i€ fel of theao checkal)
Maintenance Director revealed he was not aware beyond five fect of the oxygen tanks. This will
of tha requirements for oxygen staraga. be completed far 5§ manth to ensure
compliznce and safety.
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" DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICE

PRINTED: 09/15/2015

FORM APPROVED

OMB NO. 0538-0391_

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CUA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IPENTIFICATION NUMBER: A BUILDING 01 - GOLDEN LIVING CENTER COMPLETED
HILLCREEK
185085 B. WING 08/13/2015
NAME OF PROVIDER OR SUPPLIER STHEET ADDRESS, CITY, STATE, ZIP CODE
3118 BRECKINRIDGE LANE
G VING -
OLDEN L CENTER - HILLCREEK LOUISVILLE, KY 40220
(4) 10 SUMMARY STATEMENT OF DEFICIENCIES i 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) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 078 | Conlinued From page 22 K076

——(3yAmanciosedcabinetofnoncombustible

The census of ane-hundred fifty (150) was
varified by the Administrator, on G6&/13/15. Tha
findings wara acknowledged by the Administralor
and verified by the Maintenance Diractor at the
exit intarview on 08/13/15.

Actual NFPA Standard:
Referance: NFPA 99 (1999 Edition). 8-3.1.11.2

8-3.1.11.2
~Storage-fornonflammable-gases-less than 85

m3 (3000 fi3)

(a) Storaga locatlons shall be outdoors in an
anclosura or within an enclosed Interior space of
noncombustible or imited-combustible
conslruction, with doors (or gates outdoors) that
can be secured against unauthorized entry.

(b) Onxidizing gases, such as oxygen and nitrous
oxide, shall not ba stored with any flammable
gas, Hquid, or vapor.

{c) Oxidizing gasea such as oxygen and nilrous
oxide shall be separated from combustibles or
malerials by one of the following:

(1) Aminlmum distance of 6.1 m (20 ft)

(2) A minimum distance of 1.5 m (S [t) if the entire
storage location is protacted by an automalle
sprinkler system designed in accordance with
NFPA 13, Standard for the Instaliation of Sprinkler
Systems

construction having a minimum (ire protection
raling of 2 hour, An approved flammable liquid
storage cabinet shail be permitied to be used for
cylinder sloraga,

(d) Liquetled gas container storage shall comply
with 4-3,1.1.2(b)4.

{e) Cylinder and conlainsr siorage localions shall
maet 4-3.1.1.2(a)11e with respect to temperature

limitations.

‘ORM CMS-2567((2-99) Pravious Varsions Obsolale
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DEPARTMENT QF HEALTH AND HUMAN SERVICES nggsﬂ A%B;'aoavoéu

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
| STATEMENT OF DEFICIENCIES {Xt) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X2) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 01 - GOLDEN LIVING CENTER COMPLETED
HILLCREEK
185085 B. WING 08/13/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
3118 BRECKINRIDGE LANE
GOLDEN LIVINGCENTER - HILLCREEK —LOUISVILLE, KY 40220
X4 10 SUMMARY STATEMENT OF DERICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (s
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULL) BE COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPAOPRIATE DOATE
DEFICIENCY)
K 076 | Coniinued From page 23 K078

(1} Electrical fixtures In storage locations shall
meat 4-3.1,1.2(a)11d,

(g) Cylinder protection from mechanlcal shock
shall mest 4-3.5.2.1(b}13.

(h) Cylinder or container restraint shall meet
4-3.5.2.1(b)27.

() Smoking, open flames, eleciric heating
elements, and ather saurces of ignition shall be
prohibited within storage

locations and within 20 ft (6.1 m) of oulslde
storage locatians.
{}) Cylinder valve protection caps shall meset
4-3.5.2.1(b)14.

8-3.1.11.3 Signs. A precautionary sign, readabla
from a distance of 5 it (1.5 m), shall be
consplcuously displayed on each door or gate of
the storage room or enclosure. Tha sign shall
include the following wording as a minimum;:
CAUTION OXIDIZING GAS(ES) STORED
WITHIN NO SMOKING

K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144
§5=F
Generalors are inspected weekly and exercised
under [oad for 30 minutes per month in
accordance with NFPAS9. 3.4.4.1,

This STANDARD Is not met as evidenced by:
Based on intervlew and record review, it was

FDRM CMS-2807(02-68) Pravious Varsions Chsalale Evant ID:20M821 Factilty [O: 100212 Il continuaticn sheat Paga 24 of 25
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/15/2015
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CUA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING 01 - GOLOEN LIVING CENTER COMPLETED
HILLCREEK
185095 B. WING 08/3/2015
NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - HILLCREEK

STREET ARDRESS, CITY, STATE, ZIP CODE
3116 BRECKINRIDGE LANE
EOUISVIELE, KY 302200

(%4} 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORAECTIVE ACTION SHOULD BE COMALETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
K 144 | Continued From page 24 K144

determined the facility failed to maintain the
generator set by National Fira Protection K144
Association (NFPA) standards. The deficlancy .
had the potential to affect eleven (11} of aleven '
(11) smoke compariments, all residents, staff and Mainlenance fres batizries for the generator lo
visitors, Tha facllity has the capacity for be installed on 10/01/15. This will allow
ong-hundrad seventy-twe (172} bads with a facility not to have to perform battery 10102715
census of one-hundred fifty (150) on the day of clecwolyie Jevol checks weekly,
the survey. 2. No other areas were affected,

THe Tihdiigs inciada: 3 Melntenance Dircetor oF maimtenance

Reviaw ol the Generator dogcumentatlon, on
08/13/15 at 1:10 PM, with the Maintenancs
Director revealed the facility did not have
documaentation that the battery electroiyle levels
ware chacked weekly.

intarview, on 08/13/15 at 1:11 PM, with the
Maintenance Director revealad he was not aware
of the requirement.

Tha census of one-hundred fifty (150) was
verifled by the Administrator on 08/13/15, The
findings were acknowledged by the Adminlstrator
and varified by the Maintenance Director at the
exlt interviaw on 08/13/15.

Actual NFPA Standard:

wssigtant will ensure that we ulways have these
maintcnance free battsries in place by
purchasing 2 extra buticries on 10/01/L5. This
way there will never be a need for a process of
cbtaining a battery, There will slways be a
replacement on hand at the facility and if onc is
used it will be immediately reordered. The
maintenance dircctor was in serviced on the
INFPA requirements for documentation of
battery clectrolyic Jevel testing weekly by the
ED an 0929/15.

4, Maintenance Director will repont monthly X
5 months to the QAP team that we are current
with the tse of muintenance free batteries. The
QAPI tcam mests manthly. This will be
completed for 3 manths Lo ensure complisnce.

Reference: NFPA 110 (1999 Editlon).

6-1.1°

The routine malntenance and operational testing
program shall he based on the manufacturer's
recommendations, instructlan manuals, and the
minimum requiremenis of this chapter and the
authority having jurisdiction
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GCABINET FOR-HEALTH-AND FAMILY-SERVICES
OFFICE QF INSPECTOR GENERAL

Millie K. Zumstein, Regional Program Manager

Steven L. Beshear 908 West Broadway, 10 West Audrey Tayse Haynes

Governor Louisville, Kentucky 40203 Secretary
{502) 595-4958

Fax: (502) 595-4540 Maryelien B. Mynear

http://chis ky.gov/os/oig Inspector General

November 18, 2015

Kentucky Board of Licensure for
lLong-Term Care Administrators
PO Box 1360

Frankfort, Kentucky 40602

Sections 1819 (g){5)(C) and 1919 (g)(5)(C) of the Social Security Act require the State Survey
Agency to notify the Nursing Home Administrators Board of Licensure if a skilled nursing facility or
nursing facility is found to be providing substandard quality of care.

The Centers for Medicare and Medicaid Services has issued guidelines that define Substandard
Quality of Care to exist whenever there is one or more deficiencies related to participation
requirements under 42 CFR 483.13 Resident Behavior and Facility Practices, 42 CFR 483.15 Quality
of Life, or 42 CFR 483.25 Quality of Care, which constitute either immediate jeopardy to resident
health and/or safety, pattern or widespread deficiencies at severity level 3, or widespread deficiencies
at severity level 2.

Accordingly, this is to notify you that on August 29, 2015, representatives of the Division of Health
Care completed a visit at Golden Livingcenter - Hillcreek, 3116 Breckinridge Lane, Louisville, KY
40220, and deficiencies were cited under the following section(s) of regulation:
42 CFR 483.25
The administrator at the time of the visit was Renay Adkins.
We would suggest that any further inquiries be directed to the facility in question.
Sincerely,
Millie K. Zumstein, R.D., L.D.

Regional Program Manager
Division of Health Care

MKZ/kt
cc: Vickie Barber, Department for Medicaid Services
Kentuckip™

KentuckyUnbridledSpirit.com UNBRIDLED SFPIRIT

An Equal Opportunity Employer M/F/D



CABINET FOR HEALTH-AND FAMILY-SERVICES
OFFICE OF INSPECTOR GENERAL

Millie K. Zumstein, Regional Program Manager

Steven L. Beshear 908 West Broadway, 10 West Audrey Tayse Haynes

Governor Louisville, Kentucky 40203 Secretary
{502) 595-4958

Fax: (502) 595-4540 Maryellen B. Mynear

hitp://chis.ky.gov/os/oig Inspector General

November 18, 2015

Dr. Eric Hilgeford
201 Meridian Avenue
Louisville, Kentucky 40207

Dear Dr. Hilgeford:

Sections 1819 {(g){(5)(C) and 1919 {g)(5)(C) of the Social Security Act require the State Survey
Agency to notify the resident's attending physician if a skilled nursing facility or nursing facility is found
to be providing substandard quality of care to any of his/her patients.

The Centers for Medicare and Medicaid Services has issued guidelines that define Substandard
Quality of Care to exist whenever there is one or more deficiencies related to participation
requirements under 42 CFR 483.13 Resident Behavior and Facility Practices, 42 CFR 483.15 Quality
of Life, or 42 CFR 483.25 Quality of Care, which constitute either immediate jeopardy to resident
health and/or safety, pattern or widespread deficiencies at severity level 3, or widespread deficiencies
at severity level 2.

Accordingly, this is to notify you that on August 29, 2015, representatives of the Division of Health
Care completed a visit at Golden LivingCenter - Hillcreek, 3116 Breckinridge Lane, Louisville, KY
40220, and deficiencies were cited under the following section(s) of regulation:

42 CFR 483.25
We would suggest that any further inquiries be directed to the facility in question.
Sincerely,
W ,C%meﬁw
Millie K. Zumstein, R.D., L.D.
Regional Program Manager
Division of Health Care

MKZ/kt

Kentuckip™
KenluckyUnbridled Spirit.com : UNBRIDLED spmrrg

An Equal Opportunily Employer M/F/D



CABINET FOR HEALTH AND FAMILY SERVICES
OFFICE' OF INSPECTOR GENERAL

Millie K. Zumstein, Regional Program Manager

Steven L. Beshear 908 West Broadway, 10 West Audrey Tayse Haynes

Governor Louisville, Kentucky 40203 Secretary
{502) 595-4958

Fax: (502) 595-4540 Maryellen B, Mynear

http://chfs ky.gov/os/oig Inspector General

November 16, 2015

via EMAIL: Renay Adkins {renay.adkins @ goldenliving.com)

Ms. Renay Adkins, Administrator
Golden LivingCenter - Hillcreek
3116 Breckinridge Lane
Louisville, KY 40220

Dear Ms. Adkins:

Thank you for submitting your proposed plan of correction regarding the deficiencies noted during the
surveys completed on August 29, 2015. Upon reviewing this plan, we found it to be acceptable.

Based on implementation of your plan of correction, and the revisit completed on November 13, 2015,
it was determined your facility had achieved compliance as of October 2, 2015. Therefore, we will
recommend that your nursing facility be relicensed and recertified for continued participation in the
Title XVII/XIX programs.

Your cooperation is appreciated. If you have any questions regarding this information, please contact
our office.

Sincerely,
Millie K. Zumstein, R.D., L.D.

Regional Program Manager
Division of Health Care

MKZ/kt

entuckiy™
KentuckyUnbridledSpirit.com K UNBRIDLED sp,my An Equal Opportunity Employer M/F/D



CABINET FOR HEALTH AND FAMILY SERVICES
QOFEICE OF INSPECTOR-GENERAL

275 E. Main Street, 5 E-A

Steven L.. Beshear Frankfort, Kentucky 40621-0001 Audrey Tayse Haynes
Governor (502) 564-2688 Secretary
Fax: (502) 564-6546
http://chis.ky.gov/os/oig Maryellen B. Mynear

Inspector General

November 4, 2015

Ms. Renay Adkins

Golden Livingcenter - Hillcreek

3116 Breckinridge Lane

Louisville, KY 40220

Dear Ms. Adkins:

On September 25, 2015, this office received your request for Informal Dispute Resolution (IDR) in
response to the deficiencies cited during the survey completed at your facility on August 29, 2015.
The Informal Dispute Resolution was conducted by desk review on November 4, 2015.

In accordance with 906 KAR 1:120, additional information/documentation was afforded every
consideration. After careful review, the following determination was made:

e F281S/S J - No change

e F323 S/S J - No change

¢ F514 5/S J - No change
This decision was based on the facility's failure to provide sufficient evidence to support being
nonculpable. The Northern Enforcement Branch will be informed of the results of this Informal
Dispute Resolution; therefore, no additional action is necessary at this time.

It you have any questions regarding this information, please feel free to contact Michelle Mitchell,
Acting IDR Coordinator at 502/564-7963, ext. 3304.

Sincerely,

Maryellen B. Mynear
Inspector General

MBM/mrm

¢: Northern Enforcement Branch

Kentudkip™
KentuckyUnbridledSpirit.com UNBRIDLED smnrry An Equal Opportunity Employer M/F/D



CABINET FOR HEALTH AND FAMILY SERVICES
OFFICE OF INSPECTOR GENERAL

275 E. Main Streat, 5 E-A

Steven L. Beshear Frankfart, Kentucky 40621-0001 Audrey Tayse Haynes
Govemor {502) 564-2888 Secretary
Fax: (502) 564-6546
http://chis. ky.goviasivig Maryelien B. Mynear

Inspector General

September 29, 2015

Ms. Renay Adkins
Golden Livingcenter - Hillcreek

3116 Breckinridge Lane
Louisville, KY 40220

Dear Ms. Adkins:

On September 25, 2015, this office received your request for Informal Dispute Resolution
gDR) in zresgg?se ta the deficiencies cited during the survey completed at your facility on
ugust 29, S.

A written response of affirmation, reversal, or change of the disputed deficiencies will be sent
to you. If a change is made to the deficiencies as the resuit of the IDR, you will receive an
amended Staterent of Deficiencies and must submit a new plan of correction within ten
calendar days from your receipt of the amended / new Statement of Deficiencies.

If you should have questions regarding this information, please feel free to contact Jan
Keeling, IDR Coordinator at 502/564-7963, ext. 3301.

Sincerely,

/W@‘WM’T“M/

Maryellen B. Mynear
Inspector General

MBM/jk

Kentuckiy™

KantuckyUnbridledS pirit.com UNBRIDLED sﬁmn'g An Equal Cppartunity Employer M/F/D



CABINET FOR HEALTH AND FAMILY SERVICES
OFFICEOF INSPECTOR GENERAL

Millie K. Zumstein, Regional Program Manager

Steven L. Beshear 908 West Broadway, 10 West Audrey Tayse Haynes

Governor Louisville, Kentucky 40203 Secretary
(502) 595-4958

Fax: (502) 595-4540 Maryelien B. Mynear

hitp://chfs. kv.gov/gs/oiq Inspector General

September 29, 2015

via EMAIL: Renay Adkins (renay.adkins @ goldenliving.com)

Ms. Renay Adkins, Administrator
Golden LivingCenter - Hillcreek
3116 Breckinridge Lane
Louisville, KY 40220

Dear Ms. Adkins:

The Division of Health Care has received your facility's plan of correction regarding the deficiencies
identified during the standard health\abbreviated\life safety code surveys completed on August 29,
2015. The plan of correction submitted was determined to be unacceptable.

As you were informed in the September 15, 2015 letter accompanying the CMS-2567/Statement of
Deficiencies, your plan of correction must contain the following:

1. What corrective action(s) will be accomplished for those residents/patients found to have been
affected by the deficient practice:

2. How you will identify other residents/patients having the potential to be affected by the same
deficient practice;

3. What measures will be put into place or what systemic changes you will make to ensure that
the deficient practice does not recur;

4. How the facility plans to monitor its performance to ensure that solutions are sustained; and

5. Include dates when corrective action will be completed. In the right column with the
heading ‘completion date’, include only one date for each corresponding deficiency with
the heading 'ID Prefix Tag' listed in the left column.

Your plan of correction is being returned for amendment, as it did not meet the above criteria as
follows:

Kentudkip™
KentuckyUnbridledSpirit.com UNBRIDLED spfnfry An Equal Oppartunity Employsr M/F/D



Not Met #5. - Detail completion date, ensure it does not exceed any termination dates and is after the
exit date of the survey.

This is an |J deficiency-you cannot be in compliance before the exit date of the survey. The AOC only
removed the jeopardy and lowered the-scope-and-severity-to-a-D. You still- have-remaining
noncompliance. You are not allowing sufficient time for the QA Committee to monitor the POC for
effectiveness or the need to revise to maintain compliance.

K018
Not Met #1. - Corrective action taken for residents identified by the deficient practice?
Specify by title who adjusted the door.

Not Met #5. - Detail completion date, ensure it does not exceed any termination dates and is after the
exit date of the survey.

You cannot allege compliance before or on the date of exit.

K027
Not Met #1. - Corrective action taken for residents identified by the deficient practice?
Specify by title who adjusted the doors.

K038
Not Met #1. - Corrective action taken for residents identified by the deficient practice?
You must identify by title who removed the sandbags, replaced the egress signage, modified the

gate, and placed the code above the keypad. You must give dates and titles of the person who
educated the employee.

Not Met #3. - Detail systemic changes to prevent recurrence of the deficient practice?

Detail education of maintenance staff regarding egress requirements by NFPA, give dates and titles.
The POC does not address the reason for the sandbags and what was done to prevent the use of
sandbags in the future. How was this fixed?

K046

Not Met #1. - Corrective action taken for residents identified by the deficient practice?

You must clarify where the battery powered emergency lighting was removed from and specify the
foot candles in that area without the battery lighting and if the generator fails to come on.

Not Met #2. - Identified other residents that may be or were affected by the deficient practice and
detail corrective action taken for those residents? You must specify how you determined no other
areas were affected.

Not Met #3. - Detail systemic changes to prevent recurrence of the deficient practice?
The SOD was not citing the fact the testing was not done, it cited the lack of documentation and the

interview with maintenance that they were not aware the documentation was required. The POC must
address both.



Not Met #4. - Detail how the facility will monitor to ensure continued compliance is achieved and/or
maintained? The QA Committee needs to address the lack of knowledge by maintenance and the
lack of documentation.

Not-Met+#5. - Detail completion date, ensure it does not exceed any termination dates and is after the
exit date of the survey.
You cannot allege compliance before or on the date of exit of the health survey.

K052

Not Met #1. - Corrective action taken for residents identified by the deficient practice?

The POC does not address the load voltage test, see #3 in the SOD, Specify titles of who completed
and documented the tests, it a vendor just specify vendor.

Not Met #3. - Detail systemic changes to prevent recurrence of the deficient practice?
The POC does not address the load voltage test. Detail education of maintenance to the NFPA
requirements as interview revealed he was not aware of the requirement-give dates and titles.

Not Met #4. - Detail how the facility will monitor to ensure continued compliance is achieved and/or
maintained?
The POC does not address the documentation of the three (3) tests on the fire alarm inspection

paperwork. Detail how an annual review by QA ensures compliance with the load voltage testing that
is semi-annual.

K072

Not Met #1. - Corrective action taken for residents identified by the deficient practice?

Specify the titles of the persons who removed the furniture, moved the scale and the med carts; you
must specify where these items were moved to and specify the permanent location for storage.

K076

Not Met #1. - Corrective action taken for residents identified by the deficient practice?

Specify the title of the person who moved the boxed and the number of feet they were moved.
Specify how staff wiil know how far the items can safely be stored.

Not Met #2. - Identified other residents that may be or were affected by the deficient practice and
detail corrective action taken for those residents?
Specify how you determined no other areas were affected.

Not Met #3. - Detail systemic changes to prevent recurrence of the deficient practice? Specify
education of the staff give dates and titles, Specify education of Maintenance who was not aware of
the requirements for oxygen storage.



K144

Not Met #3. - Detail systemic changes to prevent recurrence of the deficient practice?

Detail how the maintenance wili ensure that a supply of batteries are available and what is the
process if there is not. Specify education of maintenance to the NFPA requirement, give date and
title.

902 KAR 20:008 Section 2.(5)(b) and/or 42 CFR 488.28, 42 CFR 456, and 42 CFR 489.453 requires
that you submit a modified or amended plan of correction. Failure to submit an acceptable plan of
correction within five (5) days of receipt of this letter will result in a recommendation that
action be taken against your state-issued license and/or your Medicare provider agreement be
terminated.

If you should have questions regarding this information, please contact our office.

Sincerely,

| Widid K Fpritoer
Millie K. Zumstein, R.D., L.D.

Regional Program Manager
Division of Health Care

MKZ/kt

Enclosures



F281

Not Met #2. - Identified other residents that may be or were affected by the deficient practice and
detail corrective action taken for those residents?

Specify the date the 146 falls were reviewed, date the 4 residents were reviewed, the date all
careplans-were reviewed:

Not Met #3. - Detail systemic changes to prevent recurrence of the deficient practice? : Detail what
evidence will be provided to the State Survey Agency to validate the managers are doing daily rounds
and addressing issues identified, specify titles of who is auditing the IPOC.

Not Met #5. - Detail completion date, ensure it does not exceed any termination dates and is after the
exit date of the survey.

This is an IJ tag with remaining scope and severity of a D. You cannot allege compliance before the
exit date of the survey. The AOC only removed the Jeopardy not the remaining deficiency. You must
allow sufficient time for the QA Committee to determine if the POC is effective or in need of revision.

F282

Not Met #4. - Detail how the facility will monitor to ensure continued compliance is achieved and/or
maintained?

Reporting negative findings does not address the responsibility of the QA Committee to monitor the
POC for effectiveness, Who is responsible for the oversight of the IDT morning meeting to ensure the
orders are reviewed and changes made to the carepian.

F314
Not Met #1. - Corrective action taken for residents identified by the deficient practice?
Specify by title who put the boots on Resident #6.

Not Met #4. - Detail how the facility will monitor to ensure continued compliance is achieved and/or
maintained?

Specify the number of UM, is that 4 residents per UM—please clarify. The POC does not address
how and when the QA Committee will monitor the POC for effectiveness, reporting negative findings
does not ensure the POC is achieving compliance.

F323

Not Met #4. - Detail how the facility will monitor to ensure continued compliance is achieved and/or
maintained?

The POC does not address how and when the QA Committee will monitor the POC for effectiveness.
Reporting negative findings by the nurse places the QA responsibility on the nurse. Specify how and

when the committee will aggregate data, and develop plans of action to ensure the POC achieves
compliance.

Not Met #5. - Detail completion date, ensure it does not exceed any termination dates and is after the
exit date of the survey.

This is an |J tag with remaining scope and severity of a D. You cannot allege compliance before the
exit date of the survey. The AOC only removed the Jeopardy not the remaining deficiency. You must
allow sufficient time for the QA Committee to determine if the POC is effective or in need of revision.



F241

Not Met #2. - Identified other residents that may be or were affected by the deficient practice and
detail corrective action taken for those residents?

You must specify the title of the person who made the rounds of other residents.

Not Met #4. - Detail how the facility will monitor to ensure continued compliance is achieved and/or
maintained?

What evidence will be provided to the State Survey Agency to validate the weekly rounds by the UM
were made and any issues were addressed. The POC does not address how or when the QA
Committee will monitor the POC for effectiveness. Reporting negative findings to the QA Committee
does not ensure the QA Committee is evaluating the issues, aggregating data and developing plans
of action to ensure the POC is achieving and maintaining compliance.

F253

Not Met #2. - Identified other residents that may be or were affected by the deficient practice and
detail corrective action taken for those residents?

Specify by title who completed the check of the facility for towel dispensers and door frames.

Not Met #4. - Detail how the facility will monitor to ensure continued compliance is achieved and/or
maintained?

The POC does not address how or when the QA Committee will monitor the POC for effectiveness.
Reporting negative findings to the QA Committee does not ensure the QA Committee is evaluating

the issues, aggregating data and developing plans of action to ensure the POC is achieving and
maintaining compliance.

F276

Not Met #1. - Corrective action taken for residents identified by the deficient practice?
Specify the next scheduled date for Resident #15.

Not Met #2. - Identified other residents that may be or were affected by the deficient practice and
detail corrective action taken for those residents?
Specify by title who completed the MDS audit.

Not Met #3. - Detail systemic changes to prevent recurrence of the deficient practice?

The POC response in #3 does not address any changes to the MDS system to ensure compliance
with F276 or N184.The response in #3 needs to be in #4. The POC does not address the break in the
MDS system—address the education of the new MDS nurse to the system, give dates and titles,
address the system to ensure MDS are completed timely, see interview with the MDS nurse.

F280

Not Met #4. - Detail how the facility will monitor to ensure continued compliance is achieved and/or
maintained?

The POC does not address how and when the QA Committee will monitor the POC for effectiveness.
Reporting negative findings by the nurse places the QA responsibility on the nurse. How and when is

the committee aggregating data, and developing plans of actions to ensure the POC is achieving
compliance.



F371
Not Met #1. - Corrective action taken for residents identified by the deficient practice?
This is not the forum for IDR. Specify action taken for Resident #1 and #4 only.

NotrMet#2. - Identified other residents that may be or were affected by the deficient practice and
detail corrective action taken for those residents? You must identify how you determined no other
residents were affected.

Not Met #3. - Detail systemic changes to prevent recurrence of the deficient practice?
Specify if the education included the Cook who placed the food on the wet plates

Not Met #4. - Detail how the facility will monitor to ensure continued compliance is achieved and/or
maintained? Detail how effective it is for the employee who was involved in the deficient practice to
be monitoring themself.

F431

Not Met #4. - Detail how the facility will monitor to ensure continued compliance is achieved and/or
maintained?

The POC does not address how or when the QA committee will monitor the POC for effectiveness or
the need for revisions to achieve and maintain compliance.

Fa41
Not Met #1. - Corrective action taken for residents identified by the deficient practice?
Specify the titles of the persons who completed the tasks described in the POC.

Not Met #2. - Identified other residents that may be or were affected by the deficient practice and
detail corrective action taken for those residents?
You must detail how you determined no other residents were affected.

Not Met #3. - Detail systemic changes to prevent recurrence of the deficient practice?

Detail who has oversight to ensure this process is followed and how do they accomplish that over
sight, when do they perform this oversight and what is done when issues are identified. This does not
include the 5 month audit.

Not Met #4. - Detail how the facility will monitor to ensure continued compliance is achieved and/or
maintained?

The POC does not address how or when the QA Committee will monitor the effectiveness of the POC
or the need for any revision. How is the committee going to ensure the POC achieves compliance
and maintains it?

F514

Not Met #2. - Identified other residents that may be or were affected by the deficient practice and
detail corrective action taken for those residents?
You must specify how you determined no other residents were affected.
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Department of Health & Human Services
Centers for Medicare & Medicaid Services
61 Forsyth Street, SW, Suite 4T20

Atlanta, Georgia 30303-8909

L

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

Refer to: 5095.11.ab.09.28.15

IMPORTANT NOTICE — PLEASE READ CAREFULLY
SENT VIA FEDEX AND INTERNET E-MAIL
(Receipt of this notice is presumed to be September 28, 2015 — date notice e-mailed)

September 28, 2015

Ms. Renay Adkins, Administrator
Golden Livingcenter - Hillcreek
3116 Breckenridge Lane
Louisville, Kentucky 40220

Re: Imposition Notice
CMS Certification Number (CCN#): 18-5095

Dear Ms. Adkins:

A facility must meet the pertinent provisions of Sections 1819 and 1919 of the Social
Security Act and be in substantial compliance with each of the requirements for long term
care facilities, established by the Secretary of Health and Human Services in 42 C.F.R.
section 483.1 et seq., in order to qualify to participate as a skilled nursing facility in the
Medicare program and as a nursing facility in the Medicaid program.

On August 29, 2015, a health recertification survey was completed to determine if your
facility was in compliance with the Federal requirements for nursing homes participating in
the Medicare and Medicaid programs. This survey found that your facility was not in
substantial compliance with the participation requirements, and that conditions in your
facility constituted immediate jeopardy and substandard quality of care to residents’
health and safety. The immediate jeopardy situation was identified to exist as of July 17,
2015 and was removed on August 27, 2015. While corrective action taken by your facility
removed the immediate jeopardy, conditions in your facility remained out of substantial
compliance with Program requirements. A statement of the deficiencies (CMS-2567) was
furnished to you by the Kentucky State Survey Agency (SAA) with a notice dated September
16, 2015. A life safety code receertification survey was completed on August 13, 2015 with
noncompliance identified.

All references to regulatory requirements contained in this letter are found in Title 42, Code
of Federal Regulations.



Remedies Imposed
We have reviewed the August 29, 2015 survey findings and the State Survey Agency’s

recommendations, and we are imposing the following mandatory and discretionary
enforcement remedies on the dates indicated:

I. MANDATORY REMEDIES

¢ Mandatory Termination

In accordance with federal law at 42 C.F.R. 488.412(d), we must terminate the Medicare
provider agreement of any facility that remains of out substantial compliance six (6) months
after its initial survey identifying noncompliance. Based on your facility’s initial survey
date of August 29, 2015, your facility’s mandatory termination will become effective on
February 29, 20186, if your facility remains out of compliance on the latter date.

II. DISCRETIONARY REMEDIES

o Civil Money Penalty (CMP)

A CMP of $5,500.00 per day from July 17, 2015 through August 26, 2015 and a CMP of
$100.00 per day effective August 27, 2015, which will continue to accrue until either
substantial compliance is achieved or your facility’s Medicare participation is terminated. We
considered factors identified at 42 C.F.R. 488.438(f) in setting the amount of the CMP being
imposed for each day of your facility’s noncompliance. The daily amount of your facility’s
CMP may be changed in the future, if we find that conditions worsen and noncompliance
continues.

NOTICE OF INTENT TO HOLD YOUR FACILITY’'S CMP IN ESCROW

In accordance with federal law at 42 C.F.R. 488.431 and based on the scope/severity
of noncompliance identified during your facility’s survey, we have decided to collect your
facility’s CMP and place it in an escrow account. If you wish to dispute the findings of
noncompliance upon which we have made this decision, you may request an Independent
Informal Dispute Resolution (Independent IDR) proceeding in accordance with 42 C.F.R.
sections 488.331 and 488.431. If you would like to request an Independent IDR, you must
do so in writing within ten (10) days of receiving this notice. Your written request should
identify the specific findings of noncompliance you are disputing, as well as an explanation of
why you are disputing them (and/or why you are disputing the scope/severity of
noncompliance constituting immediate jeopardy or substandard quality of care). Your request
for an Independent IDR should be sent to the following address:

Jan Keeling
275 E. Main Street 5E-A
Frankfort, KY 40621



E-mail: Jan.keeling@ky.gov
Telephone: (502)-564-7963 ext. 3301

Please note that an incomplete Independent IDR process will not delay the effective date
of any enforcement remedy imposed on your facility, and it will not delay our collection
of your facility’s CMP for more than ninety (90) days. We are authorized by federal law
at42"C'F.RT488:331(b) to collect your CMP in 90 days and place it in escrow, or to do so
when a decision is issued from an Independent IDR proceeding, whichever is earlier.

Please note, furthermore, that an incomplete IDR or Independent IDR process will not
delay any deadline listed below under “Appeal Rights” for requesting a hearing, or for
requesting a waiver of hearing rights.

NOTICE OF RIGHT TO REQUEST HEARING OR WAIVE HEARING RIGHTS

As explained more fully below under “Appeal Rights,” you have the right to request a
hearing before the Departmental Appeals Board (DAB) if you wish to dispute the basis and
amount of your facility’s CMP. You also may decide to waive your right to a hearing, in
accordance with regulations at 42 C.F.R. 488.436. If you would like to waive your right to a
hearing, you must do so in writing within sixty (60) days of receiving this notice. If you
waive your right to a hearing, the amount of your CMP will be reduced by thirty-five percent
(35%); on the other hand, if you request a hearing or miss the deadline for requesting a
waiver, your CMP will not be reduced by 35 percent.

You must submit your waiver request directly to our Atlanta Regional Office by certified
mail or via Internet e-mail to the CMP Waiver mail box. The Atlanta Regional Office does
not accept CMP waivers via facsimile.

CMP waivers on company letterhead may be submitted via Internet e-mail to the CMP
Waiver mail box. The Internet e-mail address is:

CMPWaiversATL @cms.hhs.gov

¢ Discretionary Denial of Payment for New Admissions (DPNA)

Denial of Payment for New Admissions is effective October 13, 2015, that continues until
substantial compliance is achieved or your provider agreement is terminated.

Please note that filing of Medicare or Medicaid claims for new admissions after the denial of
payment for new admissions (DPNA) is in effect could result in such claims being
considered “false” claims under applicable federal statutes and thus potentially subjecting the
filing entity to a referral to the appropriate authorities and possibly to the penalties prescribed
under such statutes. An exception possibly applies where a timely appeal of the controlling
certification/finding of noncompliance is filed (and remains pending) under 42 C.F.R. Part
498, and where your facility has made arrangements acceptable to your Medicare
Administrative Contractor to submit the claim (or claims) with prominent flagging clearly
indicating that the claim(s) is/are being filed not for current payment, but “under protest” and
for the sole purpose of preserving a timely filing should the facility prevail on its



administrative appeal under 42 C.F.R. Part 498. Please note that the Denial of Payment for
New Medicare Admissions includes Medicare beneficiaries enrolled in Medicare managed
care plans. It is your obligation to inform Medicare managed care plans contracting with your
facility of this denial of payments for new admissions.

Substandard Quality of Care (SQC)

Your facility's noncompliance with 42 C.F.R. 483.25 at F323J has been determined to
constitute substandard quality of care {SQC) as defined at 42 C.F.R. 488.301. Sections
1818(g}5)(C) and 1919 (g)(5XC) of the Social Security Act, as well as implementing
regulations at 42 C.F.R. 488.325(h), require the State Survey Agency to send written notice
of your facility’s SQC to the attending physician of each resident, as well as the state board
responsible for Insing the facility's administrator. In order to satisfy these notification
requirements, you are required to provide the State Survey Agency with the name and
address of the attending physician for each resident found to have received SQC. The State
Survey Agency will advise you of the deadline for providing this information.

Please note that, in accordance federal law at 42 C.F.R. 488.325(g), your failure to provide
this information in a timely fashion will result in the termination of your facility’s Medicare
provider agreement, or the imposition of alternative remedies.

Loss of Nurse Aide Training Program (NATCEP)

Please note that federal law in the Social Security Act at sections 1819 (f)(2)(B) and 1919
(£)(2)(B), prohibits approval of Nurse Aide Training and Competency Evaluation Programs
(NATCEP) offered by a facility which within the previous two years has operated under a
section 1819 (b)(@)(c)(ii)(II) or section 1919 (b)(4)(ii) waiver; has been subject to an
extended or partial extended survey; has been assessed a civil money penalty of $5,000 or
more; or, has been subject to denial of payment, the appointment of a temporary manager,
termination or, in the case of an emergency, has been closed and/or had its residents
transferred to other facilities. As a result of your facility’s noncompliance, these NATCEP
provisions may be applicable to your facility. You will receive further notification from the
State agency responsible for such matters,

Appeal Rights

If you disagree with enforcement remedies imposed on your facility, you or your legal
representative may request a hearing before an administrative law judge of the Department of
Health and Human Services, Departmental Appeals Board (DAB). Procedures governing
this process are set out in 42 C.F.R. 498.40, et seq. A written request for a hearing must be
filed no later than sixty (60) days after receiving this letter, by mailing to the following
address:
Department of Health & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building — Room G-644
Washington, D.C. 20201



Alternatively, you may file your hearing request electronically by using the Departmental
Appeals Board’s Electronic Filing System {(DAB E-File) at https://dab/.efile.hhs.gcov.

Specific instructions on how to file electronically are attached to this notice. A copy of the
hearing request shall be submitted electronically to:

Regiond_DAB_HearingRequest@cms.hhs.gov

A request for a hearing should identify the specific issues, findings of fact and conclusions of
law with which you disagree. It should also specify the basis for contending that the findings
and conclusions are incorrect. At an appeal hearing, you may be represented by counsel at
your own expense.

If you have any questions regarding this letter, please contact Tina Holloway by phone at
(404) 562- 7468 or by e-mail at Leontyne.holloway@cms.hhs.gov.

Sincerely,
Is/

Sandra M. Pace
Associate Regional Administrator
Division of Survey and Certification

cc: State Survey Agency
State Medicaid Agency
Medicare Administrative Contractor
LTCE Branch Manager
HUD - Office of Healthcare Programs
Medicare Advantage Branch

Enclosure



How to Use the Departmental Appeals Board’s Electronic Filing System (DAB E-File)
htips://dab/.efile.hhis.gov.

To file a new appeal using DAB E-File, you first must register a new account by: (1) clicking
Register on the DAB E-File home page; (2) entering the information requested on the
“Register New Account” form; and (3) clicking Register Account at the bottom of the form.
If-you-have more-than-one-representative handling your-appeal;each representative must
register separately to use DAB E-File on your behalf.

How to log-in to DAB E-File. To access DAB E-File, the e-mail address and
password provided during the registration process must be entered on the Login screen at
https://dab.efile. hhs.gov/user_sessions/new. A registered user’s access to DAB E-File is
restricted to the appeals for which s/he is a party or authorized representative.

How to file an appeal (request for hearing) in DAB E-File. After you have
registered and logged-in to DAB E-File, you may file an appeal by: (A) clicking the File

New Appeal link on the Manage Existing Appeals page, then at the next page clicking the
Civil Remedies Division button; then (B) entering and uploading the requested information
and documents on the form labeled “File New Appeal — Civil Remedies Division.”

Basic requirements for using DAB E-File. At a minimum, the DAB’s Civil
Remedies Division (CRD) requires a party filing an appeal to submit the following: (1) a
signed hearing request; and (2) a copy of the underlying notice letter from CMS which sets
forth CMS’s adverse action and the party’s appeal rights. All documents must be submitted
in Portable Document Format (PDF). Any document, including a hearing request, will be
deemed to have been filed on the date it is submitted via DAB E-File (through 11:59 p.m.
EST on the date of submission). A party filing a hearing request via DAB E-File will be
deemed to have consented to receiving and accepting electronic service of appeal-related
documents which CMS subsequently submits via DAB E-File and/or which the CRD
subsequently submits via DAB E-File on behalf of an Administrative Law Judge. CMS also
will be deemed to have consented to electronic service.

Detailed information regarding DAB E-File. More detailed instructions for using
DAB E-File in cases before the DAB’s Civil Remedies Division can be found by clicking the
button marked E-Filing Instructions after logging-in to DAB E-File.

For general questions regarding the DAB E-File System, you may call the Civil Remedies
Division main telephone line at 202-565-9462. If you experience any technical issues with
the DAB E-file System, please contact E-File System support. This support system may be

reached at OSDABImmediateQOffice @hhs.gov.



CABINET FOR HEALTH AND FAMILY SERVICES
OFFICE OF INSPECTOR GENERAL

Millie K. Zumstein, Regional Program Manager
Steven L. Beshear 908 West Broadway, 10 West Audrey Tayse Haynes
Governor Louisville, Kentucky 40203 Secretary
(502) 595-4958
Fax: (502) 595-4540 Maryellen B. Mynear

http:/fchis ky.qovios/cig Inspector General
Amended Letter
September 16, 2015

via EMAIL: Renay Adkins (renay.adkins @ goldenliving.com)

Ms. Renay Adkins, Administrator
Golden LivingCenter - Hillcreek
3116 Breckinridge Lane
Louisvitle, KY 40220

Dear Ms. Adkins:

On August 29, 2015, a standard\abbreviated\life safety code\extended surveys were completed at
your facility by the Division of Health Care to determine if your facility was in compliance with federal
participation requirements for nursing homes participating in the Medicare and/or Medicaid programs.
This visit found that your facility was not in substantial compliance with the participation requirements.
These surveys determined the conditions identified in your facility to constitute Immediate Jeopardy in
the area(s) of

F0323 -- S/S: J -- 483.25(h} -- Free Of Accident Hazards/supervision/devices

F0281 -- S/S: J -- 483.20(k)(3)(i} -- Services Provided Meet Professionai Standards

F0514 -- S/S: J -- 483.75(1)(1) -- Res Records-Complete/accurate/accessible and

Substandard Quality of Care in the area(s) of

F0323 -- 5/8: J -- 483.25(h) -- Free Of Accident Hazards/supervision/devices.

Immediate Jeopardy was identified on August 21, 2015, was determined to exist on July 17, 2015,
and was removed on August 27, 2015.

All references to regulatory requirements contained in this letter are found in Title 42, Code of Federal
Regulations.

entuckiy
KentuckyUnbridledSpirit.com K UNBRIDLED sp,my An Equal Opportunity Employer M/F/D



Plan of Correction (POC)

A POC for the deficiencies must be submitted no later than ten (10) days from receipt of this letter.
Failure to_submit an acceptable POC may result in a recommendation that remedies be imposed
immediately upon notification requirements being met.

Your POC must:

* Address what corrective action will be accomplished for those residents found to have been
affected by the deficient practice;

* Address how the facility will identify other residents having the potential to be affected by the
same deficient practice;

e Address what measures will be put into place or systemic changes made to ensure that the
deficient practice will not recur;

* Indicate how the facility plans to monitor its performance to ensure that solutions are
sustained; and

* Include dates when corrective action will be completed. In the right column with the

heading ‘completion date', include only one date for each corresponding deficiency with
the heading 'ID Prefix Tag' listed in the left column.

You are required to record your plan of correction in the appropriate column on the enclosed form(s)
CMS-2567. Sign, date, and indicate your title in the blocks provided at the bottom of page one.

Recommended Remedies

As a result of the Immediate Jeopardy and Substandard Quality of Care identified during the survey,

we are recommending to the Centers for Medicare and Medicaid Services (CMS) Regional Office the
following:

+ A Civil Money Penalty of an amount and duration to be determined by CMS; and

= Denial of payment for new admissions effective as soon as notification requirements can be
met.

A change in the seriousness of the noncompliance at the time of a revisit may result in a change in
the remedy(ies). If this occurs, you will be notified.

Your provider agreement must be terminated if substantial compliance is not achieved within six (6)
months from the last day of the survey identifying noncompliance.



Please note that this letter does not constitute formal notice of imposition of alternative
sanctions or termination of your provider agreement. Should the Centers for Medicare &
Medicaid Services determine that termination or any other sanction is warranted, it will
provide you with a separate formal notification of that determination.

Your facility's noncompliance with 42 CFR 483.25 has been determined to constitute Substandard
Quality of Care as defined at 488.301. Sections 1819(g)(5)(c) and 1919(g}(5)(c) of the Social
Security Act and 42 CFR 488.325(h) require that the attending physician of each resident who was
found to have received substandard quality of care, as well as the Nursing Home Administrator’s
Board of Licensure, be notified of the substandard quality of care. In order for us to satisfy these
notification requirements, and in accordance with 488.325(g), you are required to provide the
following information to this agency within ten (10) working days of your receipt of this letter:

The name and address of the attending physician of each resident found to have received
substandard quality of care, as identified below:

List of affected resident; #26

Please note that, in accordance with 488.325(g), your failure to provide this information timely will
result in termination of participation or imposition of alternative remedies.

Also, as a resuit of the determination of Substandard Quality of Care pursuant to 42 CFR 488.325,
your facility is prohibited from providing a Nurse Aide Training and Competency Evaluation Program
effective August 29, 2015, and continuing for the next two (2) years,

Loss of Nurse Aide Training Program (NATCEP)

Please note that Federal law, as specified in the Social Security Act at sections 1819 (f)(2)(B) and
1919 (f)(2)(B), prohibit approval of nurse aide training and competency evaluation programs offered
by or in your facility which within the previous two years has operated under a section 1819
(b)(4)(c)ii)(ll) or section 1919 (b)(4)(ii) waiver; has been subject to an extended or partial extended
survey, or has been assessed a civil money penalty of not less than $5,000; or, has been subject to
denial of payment, the appointment of a temporary manager, termination or, in the case of an
emergency, has been closed and/or had its residents transferred to other facilities. As a result of the
extended survey and the immediate jeopardy, this provision may be applicable to your facility and you
may receive further notification from the State.

Informal Dispute Resolution

In accordance with 42 CFR 488.331 and 906 KAR 1:120, a provider shall have one informal
opportunity to dispute a cited deficiency, or scope and severity assessment that constitutes
Substandard Quality of Care or Immediate Jeopardy. You are required to send your request in
writing to IDR Coordinator, Office of Inspector General, Division of Health Care, 275 East Main Street,
5E-A, Frankfort, Kentucky 40621. Your request shall specify the format for the informal dispute
resolution, specify the deficiency in dispute, explain the dispute, and provide a detailed basis for the
dispute. Documentation in support of the dispute shall be attached to the request.



The request and attachments shall be delivered on or before the tenth calendar day after receipt
of the Statement of Deficiencies. A request for informal dispute resolution shall not delay an
enforcement action.

If you should have questions regarding this information, please contact our office.

Sincerely,

Witel £ Fert
Millie K. Zumstein, R.D., L.D.

Regional Program Manager
Division of Health Care

MKZ/kt



CABINET FOR HEALTH AND FAMILY SERVICES
OFFICE OF INSPECTOR GENERAL

Millie K. Zumstein, Regional Program Manager

Steven L. Beshear 908 West Broadway, 10 West Audrey Tayse Haynes

Governor Louisville, Kentucky 40203 Secrmary
(502) 595-4958

Fax: (502) 595-4540 Maryellen B. Mynear

http://chfs ky.gov/osioig Inspector General

September 15, 2015

via EMAIL: Renay Adkins (renay.adkins @ goldenliving.com)

Ms. Renay Adkins, Administrator
Golden LivingCenter - Hillcreek
3116 Breckinridge Lane
Louisville, KY 40220

Dear Ms. Adkins:

On August 29, 2015, a standard\abbreviated\iife safety code\extended surveys were completed at
your facility by the Division of Health Care to determine if your facility was in compliance with federal
participation requirements for nursing homes participating in the Medicare and/or Medicaid programs.
This visit found that your facility was not in substantial compliance with the participation requirements.
These surveys determined the conditions identified in your facility to constitute Immediate Jeopardy in
the area(s) of

F0323 -- S/S: J -- 483.25(h) -- Free Of Accident Hazards/supervision/devices

F0281 -- S/S: J -- 483.20(k)(3)(i) -- Services Provided Meet Professional Standards

F0514 -- S/S: J -~ 483.75(1}(1) -- Res Records-Complete/accurate/accessible and

Substandard Quality of Care in the area(s) of

F0323 -- 5/S: J -- 483.25(h) -- Free Of Accident Hazards/supervision/devices.

Immediate Jeopardy was identified on August 21, 2015, was determined to exist on July 17, 2015,
and was removed on August 27, 2015.

All references to regulatory requirements contained in this letter are found in Title 42, Code of Federal
Regulations.

Plan of Correction (POC)

A POC for the deficiencies must be submitted no later than ten (10) days from receipt of this letter.
Failure to submit an acceptable POC may result in a recommendation that remedies be imposed
immediately upon notification requirements being met.
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Your POC must:

+ Address what corrective action will be accomplished for those residents found to have been
affected_by.the deficient practice;

 Address how the facility will identify other residents having the potential to be affected by the
same deficient practice;

* Address what measures will be put into place or systemic changes made to ensure that the
deficient practice will not recur;

* Indicate how the facility plans to monitor its performance to ensure that solutions are
sustained; and

 Include dates when corrective action will be completed. In the right column with the
heading ‘completion date’, include only one date for each corresponding deficiency with
the heading 'ID Prefix Tag' listed in the left column.

You are required to record your plan of correction in the appropriate column on the enclosed form(s)
CMS-2567. Sign, date, and indicate your title in the blocks provided at the bottom of page one.

Recommended Remedies

As a result of the Inmediate Jeopardy and Substandard Quality of Care identified during the survey,
we are recommending to the Centers for Medicare and Medicaid Services (CMS) Regional Office the
following:

» A Civil Money Penalty of an amount and duration to be determined by CMS; and

* Denial of payment for new admissions effective as soon as notification requirements can be
met.

A change in the seriousness of the noncompliance at the time of a revisit may result in a change in
the remedy(ies). [f this occurs, you will be notified.

Your provider agreement must be terminated if substantial compliance is not achieved within six (6)
months from the last day of the survey identifying noncompliance.

Please note that this letter does not constitute formal notice of imposition of alternative
sanctions or termination of your provider agreement. Should the Centers for Medicare &
Medicaid Services determine that termination or any other sanction is warranted, it will
provide you with a separate formal notification of that determination.



Your facility's noncompliance with 42 CFR 483.25 has been determined to constitute Substandard
Quality of Care as defined at 488.301. Sections 1819(g)(5)(c) and 1919(g)(5)(c) of the Social
Security Act and 42 CFR 488.325(h) require that the attending physician of each resident who was
found to have received substandard quality of care, as well as the Nursing Home Administrator's
Board of Licensure, be notified of the substandard quality of care. In.order for us to satisfy these
notification requirements, and in accordance with 488.325(g), you are required to provide the
following information to this agency within ten (10) working days of your receipt of this letter:

The name and address of the attending physician of each resident found to have received
substandard quality of care, as identified below:

List of affected resident: #26

Please note that, in accordance with 488.325(g), your failure to provide this information timely will
result in termination of participation or imposition of alternative remedies.

Also, as a result of the determination of Substandard Quality of Care pursuant to 42 CFR 488.325,
your facility is prohibited from providing a Nurse Aide Training and Competency Evaluation Program
effective August 29, 2015, and continuing for the next two (2) years.

Loss of Nurse Aide Training Program (NATCEP)

Please note that Federal law, as specified in the Social Security Act at sections 1819 (f)(2)(B) and
1919 (f)(2)(B), prohibit approval of nurse aide training and competency evaluation programs offered
by or in your facility which within the previous two years has operated under a section 1819
(b)(4){c)(ii)(il) or section 1919 (b)(4)ii) waiver; has been subject to an extended or partial extended
survey; or has been assessed a civil money penalty of not less than $5,000; or, has been subject to
denial of payment, the appointment of a temporary manager, termination or, in the case of an
emergency, has been closed and/or had its residents transferred to other facilities. As a result of the
extended survey and the immediate jeopardy, this provision may be applicable to your facility and you
may receive further notification from the State.

Informal Dispute Resolution

In accordance with 42 CFR 488.331 and 906 KAR 1:120, a provider shall have one informal
opportunity to dispute a cited deficiency, or scope and severity assessment that constitutes
Substandard Quality of Care or Immediate Jeopardy. You are required to send your request in
writing to IDR Coordinator, Office of Inspector General, Division of Health Care, 275 East Main Street
5E-A, Frankfort, Kentucky 40621. Your request shall specify the format for the informal dispute
resolution, specify the deficiency in dispute, explain the dispute, and provide a detailed basis for the
dispute. Documentation in support of the dispute shall be attached to the request. The request and
attachments shall be delivered on or before the tenth calendar day after receipt of the Statement
of Deficiencies. A request for informal dispute resolution shall not delay an enforcement action.

]

If you should have questions regarding this information, please contact our office.



Sincerely,

Mﬂ@" ciloe”
5

Millie K. Zumstein, R.D., L.D.
Regional Program Manager
Division of Health Care
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DEPARTMENT FOR MEDICAID SERVICES
PROGRAM VISIT REPORT SURVEY DATE:

NURSING FACILITY
atlu =8fs] 5
Facility Name; G‘;gkﬁ oo L ‘a}! ;ge g ﬁ; me g\ .

Facility Address:

Nurse Aide Training Provider Number:

Program Coordinator:

{Can ba Dimsctor of Nurses)

Program Instructor:

[{Cannat be Diractor of Nurses)

1 year Igng term experience: Yes( ) No( )

N

Coursa Curriculum - Adapted Mosby's Textbook for LTC
Observed Classroom (i.e. necessary equipment and supplies availabla).
Observed class in session.

Obsarved clinlcals performed.

MOL: Yes( ) No{ ) 2years as R.N.: Yes( ) No( )

8

Istants as of July 1, 1997.
*5th Editl Book

Mandatory 7/1/07,

[T

1

1. Is the learning environment conducive for adult studepfs: (i.a. well-lighted, well-ventilated, quiet)?

2. What evidence exists that the class is beinyzﬁducted within submitted plan?

3. Is there sufficient number of faculy/‘eet ratios for classroom and clinical {(maximum is 1:15)7

4. |s there documentation of staff'development offered to nurse aides (12 hoursfyear): Yes( ) No { )

<
)
@

rrmance records available to nurse aide and employer?
erformance records maintained for a minimum of five (5) years?

ss/Falil for last two (2) classes: Date: #Pass: __ #Fait
Date: #Pass: __ #Fai

Does facility notify Medicaid of a/l program changes within thirty (30) days?
(i.e. new administrator, classroom, coordinator, instructor)

Signature of Reviewer: ﬁ Auravens /K’\ Lra ¥ < lké_ Data: DS//LQ_ / s

N® o

1] e
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