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-DEFICIENCY) :
F 000 | INI'TIAL COMMENTS - Fooo| .. . : :
484 %) ) . Y Ry u
. ' _ F126 Devclopment Ahuse/Neglect etc Puicics 8191201
A Standard Recertification/Re-licensure Survey
and an Abbrevaited Survey investigating ARO . Cotrective Action for Residants Affected
#ICYDD014426 ware initiated as an NHI survey on () Tmployes b7 tne & e ;"*ﬂ"" sompljance,
Sunday 08/27/10 and concluded on 08/29/10. Identifisation of Residents with poteniial to be
The comptaint was unsubstantiated with no (1)  All staff records will bo sudited by the HR
deficiencles olted, Deficiencies were cit Director, to Inakiude but not Vimited too,
tha highest Scope and Severity of a "F" C} = IVE abuse vogistry and baskground chocks
Safety Code Sufvey was completad on Og£8/10. igr"nz""::;z“‘;ﬁ};ffgfﬂs wilt be o
F 228 483.1 3(0) DEVELOP/ IMPLMENT AUG - "Fmﬂ casures Or systems ohanges fo ;.:reveut
58=D | ABUSE/NEGLECT, ETC POLICIES occuronee:
- 1) Administrative staff have been
The facllity must develop and implement \B!Ytﬁ“é‘ﬁ ' e“““‘“"“““‘“} by “I‘"""“‘«“:m“"
policies and procedures that prohibit :;2;?&::2 abuge/ neglect policy ond
mistreatment, neglect, and abuse of residents © () Al abuse reglstry and background checks
and misappropriation of resident property. of now employecs will be checked and
obtained by the MR director and/or
. ndminigtrative staff hefore hire. The
abuse check and criminal b: d
This REQUIREMENT s not met as evidenced ahocle will ba verified for c:;“,ﬂ?ﬁ:‘;e
by by the Adminisiator/ D,ON. for
Based on intarview and record review it was compliance before the employee
determined the facility falled to follow their policy attends day one of oricntation,
related to screening employess. Two (2) out of : (3 New hire shock shoct will be completed on
g amployees qnd signel
elght (B)Qmployeas' files revealed the fac!"ly direator and Ai;minisfmtor to e.:sum
falled to obitain Abuse Registry chacks prior to compliance with nbuse/neglect palicy
employmant and one (1} out of aight (8) filas and procadure,
revealed the faclllty failed to obtein s criminal (4 HR diroctor il Euclc all mew hirc pACKED
. : wrckly for atuge checks an
background check prior to employment. bckground checks then report
findings to Administrator on wookly
The findings include: basis.
x%niltoring changes/systems to cnawre no
1, ' Emp! #B's personnel file clent practice: .
mvg;;lgz mre dgtg)gﬁ in 7!%8 ar?g thel abuse (1. Mm‘"'st:‘ator!HPEdtrﬁator will vovicw all
' neiv hire packet check sheet thi
registry check was o obtained until 09/02/09. for compliance. Fin;ingse:i‘:!?:n ’
mpor.tcd in quanterly QA mesting for
2. Review of Employee #7's personnal file ,ongoing evaluntion, revision,
reveated a hire date of 05/05/10.. The abuse and f:“;f::;?em:;‘;‘;““ nndfor
criminal records cheoks were not obtained until '
06/07/10.
LARORATORY DIRECTOR'E OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
' C MALLL Nt _AMministatar Bl03 /2010

Any defiolonty staterment endirig with a%aterlak (*) denoles a deficlancy which the Institution mey be oxcused from cartecting providing it Is datormined that
other safaguards provide suffictant protactlon to the patients. (See Inslructions,) Except for nursing homas, the findings sialed above ara disclosable 90 daya
followlng the date of survey whathér or not 8 plan of corraction Ja provided, For nursing tomes, tha ahove findings and plans of corraction ara dlacloaable 14
days fol?nwlng {he datd these dooumants are made avallable (o {he fuctily. If deficlenciss ara aited, an appreved plan of correction Is requisite to continued
pragram parllcipation, .

P T S TP E P PP P IV T T e S TR L T E S

If continustion shéet Page 1015

“=unnracmn

FORM CMB-2G8T7(02-89) Prauh:ms Voralons Obaolete Evant IN:K2VF1 Faclity 1D: 100381



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/03/2010

. FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03919
STATEMENT OF DEFICIENCIES {x1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING c
185141 a-ine 06/29/2010

NAME OF PROVIDER OR SUPPLIER
SIGNATURE HEALTHCARE OF GEORGETOWN

BTREET ADDRElSG. CITY, STATE, ZIP CODE
102 POCAHONTAS TRAIL

'"GEORGETOWN, KY 40324

This REQUIREMENT is not met as evidenced

The fscllity must ensure that the resident
environment remains as free of accident hazards
as |6 possible; and each resident receives
adaquate suparvision and assistance devicas o
prevent accidents.

by:

Based on observation and interview it was
determined the faellity failed to ansure the
environment was free from hazards.
Obgeervations and interviews revealed spring
loaded clip chains across all residents’' rcoms
doora. Interview revealad cognitively impaired
rasidents required staff assistance to exit thelr
raoms.

The findings include:

Observations on 06/20/10 at 3.35 PM, revealed
spring loaded clip chains across all rasidents'

(x4) D BUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (BACH DEFICIENTY MUAT BE PREGEDED BY FULL PREFIX (EAOH CORREOTIVE AGTION SHOULD BE GOMPLETION
TAG _REBULATORY OR LSG IDENT(FYING INFORMATION) TAG CRO8S-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 228 | Continued From page 1 F 226
Review of the facllity's policy revealed that ail new
hires.must be credentialed prior to employment
which Includes, OIG (Office of Inspeotor General) | | =5 : R
check, Abuse Reglstry Check and Sex Offender e e o Devices | 84062010
Reglstry. F323
intarview with the Director of Nursing and Nurse Correative Action for Realdents Affected:
Consultant on 08/29/10 at 1:46 PM revealed there (1) Residonu 42 ;“"tzzgg"ﬁmg:"g:mql
should always bie an Abuse and Criminal check o oniroomental hagards |
-prior to the hire date on all employees. (2) Regident#2 and #3 chaing acrass doors
F 323 [ 483.25(K) FREE OF ACCIDENT F 323 :rgﬁ (r)emoved by the Maintonance on
58-8 HAZARDS’SUPER\"SlON’DEWCES ldcitification ol‘r;zsidents with potential to he

affaand:

(1) All vesidents were aasessed by the D,ON
and SDC for potentinl hinzords related
to aceess of, entry too and cxit from,
individual roomas,

(2) Al resident room chalns will bo removed
by the Maintcnance Direator by
8/6/10, Mozh stop signs or door
guords fastened by Velero will he
placed on identificd raoms per
ragident/POA request,

Mensures or sysiom changos ta prevent

TCOCCUTaNCe:

(1) Al resident rooms will be assessed daily
during team rounding and by the
house supervisor on weckends to
ensure the resident cnvironment
remains {rec of nceident hazards.

{2.) Al staff wil! be educated on .
environmental hazards and appropriate
notification/reporting by the
$DC/Safely comimittes Ly 8/1/10,

(3.) Nursing staff and Housekeeping staff will
monitor daily for safety harards noting
any isgoeq on tha maintenance request
log sheet,

{(4) Mninienance diroctor/Assistant dircetor
will monitor maintenance rcquest log
sheot duily, report findings during
morning stand up moeting and correet
arty deficicneics noted,
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F 328,

F3an
88=E

‘Impalred residants out of thair rooms, as the

Continued From page 2

rooms doora, Review of the clinical revealed two
(2) of the three (3) residents’ rooms sampled,
reveaiad the facility had assessed the residents to
be cognitively Impaired in decision making skils.
Further observation revealed Resident #1 was
abls to urihook the spring loaded cllp. However,
Raaldent #2 and Resident #3 were not eble to
unhook the spring loaded olip.

interview on 06/27/10 at B:45 AM with CNA #1
(Certified Nursing Assiatant) rovealed the
cognitive impalred residents were not able to take
the cheins down and leave their rooms without
assaistance. |

Interview on 06/29/10 at 3:45 PM with CNA #4
revealatl a CNA would have to unhook the chain
for g confused resident.

Interview on 06/29/10 at 3:65 PM with CNA #2
reveslad the atdes had to essist the cognitive

resldents could not unhook the chains.

Interview on 08/29/10 at 4:00 PM with CNA#3

revealed confused cognitive impaired residents
have to be assisted to get out of their room, as
they can not undo the chain.

Intarview on 06/27/10 at 11:10 AM with the’
Maintenanoe Director revealed he had been
tooling for somathing to replace the chains. He
stated the chains had been here since had
worked there.

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

Tha facility must -

(1) Procure food from sources approved or

F 323|  {fonitoring chonges/systcms ta cnsure no

defeient practice:

(1) Administrator/Maintenance Director will
review dally team rounding sheets and
maintcnance log sheet monthly for
compliance. Findings will be reported
In monthty sofety mesting and
forwarded 1o quarterly Q/A meeting
for ongoing evaluation, revision,
educationfraining and/or
implemantation,

F 371
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(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT Is not met as svidenced
by: - :

Based on observation, and interview It was
determined the facllity falled to store, prapare,
distribute dnd serve food under sanitary
conditions as evidenced by hair not properly
covered , dishes stored wet and opened itams In
the refrigerator not dated when opened.

The findings include:

Observaticn of the kitahen on 08/27/10, at 10:00
AM, revealed bowis stored wet, when turned
upside down water ran out of the bowis.

interview with Dietary Aide #2, on 08/27/10, at
10:30 AM confirmed that water did run out of the
atorad bowls when tufned upside down, She
glated, "Dishes ere to be alr dried before put
away beoause bacteria can grow".

Obsarvation of the tray lina on 08/27/10, &t 1210
PM revealad Cook's #1's hair wes not properly
coverad. Her hair covering only covered the back
of her head. The Director of Nursing did bring
this to her attantion about half way through the
{ray line, this was correoted and the tray line was
rgsumed.

During an Interview with Cook #1 on 08/27M0, at

Corrcetive Action for Resldents Alfected:
(1) All residents were asscased by the D.ON,
~ nnd SPC for potential injury relnted to
storage, preparation and distribution of
food under sanitary conditions.

(2) 1tentified bowls werc immediately
rewashed and drled, halenct was
immodiatoly corrected, and undatad
food was discavded,

\dentification of Residents with potential to be

alfected:

(1) AN dietary ataff was immediately educated/
trained by the Dictician on appropriate
slovago, proparation and digtribution of
food undor sanitary conditions and
infection control policy and procedure
to Include but not imited too, halr
nets, appropriate drying of dishes
tbofore storage and dnting opencd
ftems,

{z) Sanitary rounds were canducted by D.ON
and intorim digtary manager on
6/30/10 1o 1dentify any other concems.
None were idontifled.

Mensures or system chanpes to prevent

yaoocurance!

{1y Tood sorvice/infection control rounds will
he done by the T.M./Designea daily
for 2 wecks, then 3 times a week for 2
weeks and then weekly for 2 months
then quarterly thereafter, Rounhds will
include but not limited too, the storogs
of bowels, dating of oponed food,

and the appropriate placsment of hair
nats,

2)  DM/Designon will vopoert compliance
during moming stand up meeting t0
address needed cvaluations, revisions,
gducation/ teaining andfor
jmplamentation,

STATEMENT OF DEFICIENCIES fX1) PROVIDER/SUPPLIERICLIA (%2) MUILTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
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: 185141 06/29/2010
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F 371 Continued From page 3 Fan 4833;) Food Procure, St rc;"Pre w’Ser-:e., ) ‘“‘;ID"I!"I;OI‘OF
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authoritles, and AN
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12:45 PM she stated, “All hair should be covered
at all times". -

Further cbservation of the kitchen on 06/28/10, at
5:00 PM reveated a container of sarambled egg
mix and a container of thicken dairy milk opened
but not dated.

Interview with the Acting Dietary Manager on
05/28110, at 4:50 PM revealed that all items were
to be dated when opened. Bhe further stated,
"Thase should have baen dated whan-opened, 1~
don't know why the AM cook did not date them".

on approptlate Food service delivery
wnd infeetion control  techniques on
2/02/10 by the dietician and D.ON.
All new staff will roecive
aducation/waining on approprinte food
sorvice deljvery and infeetion control
during oricntation,

Monitoring changes/systems Lo ensurs ho

doficient practice:

(1)  Administrator/D.M./Designes will reviow
doily food zervice/infaction contral
rounding sheets manthly, Findings
will be reported in menthly infection
control meeting and forwarded to
quarterly Q/A meeting far ongoing

. gvaluntion, revision, education/trainiug
and/or implementation

]

BTATEMENT OF OEFICIENGIES {%1) PROVIDERISUPPLIER/OLIA {X2) MULTIPLE CONSTRUCQTION {%3) DATE SURVEY
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71 i et
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K 000 [ INITIAL COMMENTS KOOO| k038 NFPA 101 Life Safety Code Standard 600
\ Corractive aotion for residents affected:
ALite Bafety Cede suwex_waa Initiated and (1) A regidenta weve aavoased for potential
concluded on 08-20-10. The fagliity was found to | hazards by the D.O.N, and SDC
not meet the minimal requirements with 42 Code related to exit accosn,
of the Federal Regulations, Part 483.70. The ' :}:::::de.nﬂon of residents with potential to be
higheat"solfjpe and severlty deficiency ’d.n“ﬂed (1) Al residents wero agseancd by the D.ON
wasa "F" and SDC for potentinl hazands related
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038 to access of, entry too and et from,
88=F : individual ronma,
Exit acoess Is arranged so that exits are readll (2.3 Al rc-mdnn}rnom chmp‘s will ba ramaved
\ . by maintenance divector by 8/6/10.
accesslble at all times in accordance with section _ Mesh stop signs and/or door guards
71, 1921 E ﬁ E &: faatened by Velcro will be plnced on
= o {dentificd rooms per rerident/POA
tequest.
& ja ’i 20 0 sures or system chanpea (o pravent re-
IWCNQCs:
All resldent rooma will be assessed dadly
BY: during tcam rounding to angure the
reatdent ahvirenment remaina free of
nccident hozards.
(2) Al staff will bo cdveated/trained on
) environemental hazards snd apprapriate
This STANDARD is not met as evidenoed by: notifloation/reporting by the
Based on observation and interview, it was §OC/Safety commiliee hy R/1/10.
determined the faoility falled to maintaln exit @) N"’i““ﬂgn“‘:gff d“::‘y‘g’r":ﬂ‘:‘;";"ﬁ :r‘g:fn‘:ﬂln
access according to NFPA standards. any issues en the mnmtennnce request
lng ghect.
The lindings !nclude: (4) Maintenence director/Assistant direcior
g wlll monitor maint t |
on1lor mamicnanco qu\.ll:.!ﬂ ng
Observation on 06/29/10 at 3:19 FM revealed the ::::1::2:.: ;‘d"f’[;‘j:‘:'i‘:f;:g:‘fnm
facllity had placed plastic chains acioss the any deficiencies noted.
residents' dotrs, Further observation revealed Monitoring changes/systems o ensure no
the chaihs were held in place on one slde with a doficient practive:
plastio breakaway look and the other side of the (1) N'm"'-'-?lmtgrf_?’"‘t?tcﬂﬂmcd?*mﬁ‘tﬂf S“ )
| - . FOVICW dally [eam rounding sheets an
chaln was held I place with a spring loaded clip. maintenance log shoat monthly for
compliance, Findings will be reported
Intarview on 08/28/10 at 3:19 PM, with the in monthly safety meeting and
Director of Hougekeeping, revealed that the iﬂrw&rdcd to quarterly Q/A maoting :
facility had used been using the plastic chains for ‘:1' °“t'-5°“}'-‘ ev ‘."“““";,' revision.
he past five (5) years. The Director of ecuattion/iraining and/or
the p y implementation.
Housekeeplng stated the chaing were requestad
LABDRATQRY orHEcTon's OR PROVIDERVSUPPLIER REPRESENTATIVE'S SIONATURE TITLE + (¥6) OATE
Hi Administatry $p2je00

Any deficlency slatement ending th)an asteriak (*) denotas a deflalenay which the instilution may ba excused fram aorregiing providing It Is datormlned that

other sateguatds provide sulllclent Brotection to the pallants. {8ea inslructiona.) Except for nuralng homes, the findinge etated above are disolosable 90 days
tellowing tha date of survay whether or not a plan of correction I8 provided. For hursing homes, the above findings and plans of carreciion are diaclosable 14
days lofiowing the date these documents are muda avallnbla 1o the tacility. ¥f deficlondles ara cited, an approved plan of corraction is requiaite to continused

program parigipation,

‘
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PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
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DEFIGIENGCY)

{X5)
GOMPLETION
DATE

K 038

K080
- 88=D

Continuad From page 1 .

by the resldents to keep residents from wandeting
Into thelr rooms. -

Reference: NFPA 101 (2000 edition)

19.2 MEANS OF EGRESS REQUIREMENTS
19.2,1 Geneéral. :

Every aisle, passageway, corridor, exit discharge,
exit location, and accessa shall be in‘'aceordance
with Chapter 7. T

Exceptioh: As moditied by 18.2.2 through 19.2.11.
NFPA 101 LIFE SAFETY CODE STANDARD

Fire drills are held at unexpected times under
varying conditions, at least quarterly on each shift.
The staff ig famlllar with procedures and is aware
that drills are part of established routine. .
Responsibllity for planning and conducting drills is
assigned only to competent persons who are
qualified to exerclse leadership. Where driils are
conducied between 9 PM and 6 AM a coded
announcement may be used instead of audible
alarms. 19712

Thia STANDARD g not met as evidencad by:
Baged on record raview and interview, it was
determined that the facility failed to ensure fire
drills were conducted according to NFP
standards. '

The findings Include:;
Record review on 06/29/2010 at 2:18 PM,

rovealed that the faclllty had falled to conduct any
3rd or 41h quarter fire drhis for 3rd shilt In

calendar year 2009,

K 038

K 080

K 050 NFPA 101 Life Safaty Code Standard
: 201200
Corective action for residents nffected;

(1) Al residents werc assessed for potential
njury by the D.O.N. and SDC ralated
1o Fira drill discrepancy.

ldontification of residents with potentie to be

affected:

{1.) Maintenance diraator and nasfatant director
were educated/trained on Life Safety
Gode— NFPA 101 section 19,7.1.2 by
the Administrator 7/20/10. .

Measures or system ohangos 10 prevent

feoccmences:

(1.} Muintenance diractor/Assistant divector
wiil conduat yequired fira drills and
maintan log book, Sufaty aormmives
will monitor log books on menthly
basis {o enaure compliance.

Monitoring shenge/system to ensure ho defiolent

practice:

(1) Maintenance direstar/Assistant dirceter
will report findings from fire drill log
book to monthly safety mecting and
forwarded to quarterly Q/A meeung
for ongolng evaluation, revigion,
cdueation/training and/or
implemantation,
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‘| unsure of why there ware not'any fire drills
conduoted during those quartars,

Heferenqe NFPA 101 (2000 edilion)

that drills are part of established routine.

alarms, 19.7.1.2

Interview on 06/268/2010 at 2:16 PM, with the
Maintenance Direotor, revealed that he was

' Fire drlits are held at unexpected times under
varying sonditlons, at least quartarly on each shif,
The staff is tamiliar with protedures and Is aware

Responsibiiity for ptanning and conducting drills ig
assigned only to competent persens who are
Qualified to exercise leadership. Where drllls ars
conducted belween 8 PM and 6 AM a coded
announcement may be used instead of audible
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