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F 000! INITIAL COMMENTS F ooo!l Preparation and execution of this plan of
correction does not constitute admission or
e . agreement by the provider of the truth of the
.A RegertlﬁcahonlAbbrewated Burvey facts alleged or conclusions set forth in the
investigating KY #20948 was conducted on [ tatement of deficiency. This plan of
11/19/13 through 11/27/13 to determine the Eorrection is prepared and executed solely
facility's compliance with Federal requirements. ecause it is required by federal and state
The facility failed to meet the minimum “uw
requirements for recertification with the highest )
scope and severity of an "E". KY #20948 was
substantiated with deficiencies cited.
F 167 | 483.10(b)(11) NOTIFY OF CHANGES F 157
58-p (RIURVDECLINE/ROBMERE) F 157 Notification of Change .
. , , , The facility shall immediately inform the 1/11/14
A facility must immediately inform the resident; estilenic m]fsi;: “::;]l the resi ds;nt’s
- . ) TR 5 ]
oopsal Wm_] L] reSId.enls physiclan; and if . physician; and if known, notify the residents
known, notify the resident's legal representative legal representative or an inferested family
or an interested family member when there is an et b when there jss an gecident nvolvhi
accident involving the resident which results in [thc vesidenbwhich I‘ESl'lltS in injury and hasg
injury and has the potential for requiring physician -lthe potential for requiring physician
intervention; a significant change in the resident's Enten’cntinny A significant change in the
. . ' |
physnlc ah r.ner]tal, o paychesacial stillis (l.e.,_a 'resident’s physical, mental, or psychosocial
deterioration in health, mental, or psychosocial fatus: A need fo alter (reatment
status in either life threatening conditions or ;." l.ii.’ lys or A de::‘ i :‘0 t"'msfe ;i
clinical complications); a need to alter treatment dliilflla:zime tﬁ; ?‘235 o tl:;?)"l th:faciliz 10
significanlly (i.e., a need to discontinue an Gharg = Y
existing form of treatment due to adverse
consequences, or to commence a new form of g e . ' .
treatment); or a decision to transfer or discharge Cif‘&“‘}l'ﬂ?‘ esident #1 is no longer a resident
the resident from the facility as specified in oL this fapility.
§483.12(a).
The facility must also promptly notify the resident gz ;:ae;:yiei:tial;?yd;ggeilﬁcb;f aﬁi ;)ltll;egreiieadents
and, if known, the resident's legal representative , x
or interested family member when there is a deﬁuen; prdt{)tu,e, the.laSt 3%‘1?; Uf,2_4 hour ¢
change in raom or roomimate assignment as g&%ﬁg ?S?)r?;:arﬁ}ﬁ;iazag;gﬁ;g 2/13
specified in §483.15(e)(2); or a change in Z ok
resident rights under Federal or State law or an?iggr 12/271'1{ 13 ézedle“;""“]‘et ﬂ;lat p(;aysm:an
regulations,as specified in paragraph (b)(1) of oATIcion fas-seel. Completaait
thigs’ ectidh. B paragraph (b)(1) roumentcd for all indicated changes in resident
LABORATORY DIRECAOR/ OR PROVISERSUPPLIER REPRESENTATIVE'S SIGNATURE condition. TITLE (46) DATE

AN U~ thate ChunAlar

Exerbrl Docedtn _J3)1{

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the instilulion may be excused [rom correcling providing it is determined that
other safequards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the dale 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. [f deficlencles are cited, an approved plan of correction s requisite to continued

program participalion,
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F 157 | Continued From page 1 F 157| Continued from page |

Criteria 3; The INTERACT 3.0 Change in
Condition andg Care Path Tool shall be utilized
by facility nurses as a reference for determining
the need for physician notification, along with
the facility’s Physician Notification pelicy. A
copy of the INTERACT 3.0 Change in
Condition and Care Path Tool shail be kept at
each nurses’ station. Licensed nurses bave
received in-service education on use of the
INTERACT 3.0 Change in Condition and Care
Path Fool and the facility’s Physician
Notification Policy as provided by the DON and
Staff Development Coordinator on 12/23/13,
12/24713, 12/27/13, 12/28/13, 12/30/13,
12/31/13, 172714, 1/3/14, 1/6/14 and 1/7/14,

The facility must record and pericdically update
the address and phone number of the resident's
legal representative or inlerested family member.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's policy and procedure it was
determined the facility failed to ensure the
physician was notified timely of a change in
condition for one (1) of twenty-seven (27}
sampled residents {Resident #1). Resident #1
was having difficulty ealing and drinking because
of nodules in hisfher mouth causing increased
pain, difficulty swallowing and coughing.
Registered Nurse (RN) #1 falled to notify the-
physician by telephone related to a change in

condition of Resident #1. Criteria 4: The CQI indicator for the

nonitoring of physician notification will be
ﬁltiiized monthly X 2 months and then quarterly
@s per the established CQI calendar under the
upervision of the DON.

The findings include:

Review of the facility's policy and procedure lilled,
"Management of Acute Change in Resident
Status-Recommended Protocol”, revised
01/15/11, revealed staff was to confact the
physician to notify himmer of findings and to
obtain orders when there was a change of
condition in a resident.

Criteria 5; 1/11/14

Record review revealed the facility admitted
Resident #1 on 01/31/13 with diagnoses which
included Acute Kidney Failure, Hypertension,
Gastroesophageal Reflux, Anemia, Dehydration,
Urinary Retention, Pressure Ulcers, Diabetes with
Perpheral Circulatory Disorders, Hypothyroidism,
and Renal Failure.
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Review of Nursing Notes, dated 10M17/13 at 9:10

AM and $1:30 AM, on 10/18/13 at 8:30 AM and
9:30 AM, and on 10/19/13 at 11:AM and 4:30 PM,
revealed Resldent #1 had difficulty swallowing
and was coughing with swallowing. In addilion,
the resident consumed less than fifty 50% of the
meats provided. The resident's condition
continued to decline to having to be spoon feed
liquids and increased difficully swallowing small
bites of food. Review of a fax sentto the
physician on 10/18/13 {no time) (a Sunday) fo the
primary care physician's office when the office
was closed revealed a request to send the
resident to the hospital. There was no caill made
to the on call physician resulling in a delay in the
resident being sent to the emergency room for
treatment. Further review of the Nursing Notes
revealed the physician was contacted on.
10/21113 and sent to the hospital.

An attempt to interview RN #1 was made with no
success.

interview with the Director of Nursing (DON}), on
11427113 at 11:40 AM, revealed RN #1 should
have placed a phone call to the on call physician
raiher than faxing a request to send the resident
to the hospital on a Sunday in an emsrgent
sHuation,

Interview with the facility's Medical Director and
Resident #1's primary care physician, on 11/27/13
al 11:30 AM, revealed there was no one in the
office on a Sunday to review fax messages and
there was no question a fax on Sunday would not
have been beneficial in notifying the Medical
Director or the on calt physician of a change in
Resident #1's condition. He added he would
have expected the facility staff to have acted

F 157
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differently and wouid have expected staff to call
the on call physician if the situation was

emergent,

F 252 | 483.15(h){(1 F 2562 ,

58=0 SAFE/éL)E(EA)NICOMFORTAsLE;HOMEUKE 7252 Safe, Clean, Comfortable, Homelike
ENVIRONMENT Environment The facility must provide a 1/11/14

safe, clean, comfortable and homelike
environment, allowing the residents to use his
or her personal belongings to the extent
possible.

The facility must provide a safe, clean,
comfortable and homelike environment, allowing
the resident to use his or her personal befongings
to the extent possible.

Criteria 1: The broken tiles and corner pieces
in the resident shower rooms have been repaired
or replaced by the mainfenance department.

This REQUIREMENT is noi met as evidenced
by:

Based on cbservation, interview and review of ;
facility poficy it was determined the facility failed Work was completed on 12/27/13 The toilet
to provide a safe, clean and comfortabie t'paper was immediately removed from the
environment related to resident shower rooms ieater.
throughout the facility with broken and damaged
files and coiner guards in disrepair.

The findings include: .
Criteria 2: An audit of shower rooms wag

ompleted on 12/18/13 by the Restorative
Coordinator to insure o paper products were
stored on heaters. An audit was performed on
11/27/13 of resident rooms and care areas {o
identify areas requiring the attention of
housekeeping or aintesance, Each item
identified was prioritized and scheduled for
comnpletion by 12/27/13 under the supervision of

A tour of the facilily premises, conducted 11/17/13 the Administrator.
starting at 8:10 AM, revealed shower rooms
throughout the facliity had hroken and damaged
tites in on the floor, edge of the walls and corners
as follows:

Review of an undated policy tifled, "Maintenance
Program”, revealed the facility was fo maintain
the physical plant and equipment so that it is in
proper repair and in good working condition at all
fimes. The policy additionally revealed "The
maintenance staff should keep all floors, ceilings,
walis, tite, carpet and wallpaper in gocd repair.

FORM CMS-2567(02-99} Previeus Verslons Obsclele Event ID:SOKR 1Y Faciity 1D: 1£0423 If continuation sheet Page 4 of 17




PRINTED: 12/13/2013

DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 6938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (XS) BATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING CDMPLETED
185124 B.WING 1112712013
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CCDE

851 KIMSEY LANE

REDBANKS
. HENDERSON, KY 42420
£y 0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH (X5}
PREF3X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTICH SHOULD BE CROSS- COMPLERICH
TAG REGULATORY OR LSC HDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 252 | Continued From page 4 E 252| Criteria 3: The housekeeping and

maintenance staff have received in service
education by the Director of Environmental
Services on routine jinspection of the resident
ooms and care #reas to determine that issues are,
identified and addressed in a timely manner was
rovided on 12/11/13, 12/13/13, 12/16/13 and
12/19/13. The nursing staff have received in
ervice education on Environmental Safety
including but not limited to no paper products
lace on heating units, reporting of broken or
issing tile) by the Staff Development
Coordinator and/or DON on 12/23/13,
12/24/13, 12/277/13, 12/28/13, 12/30/13,
12/31/13, 1/2/14, 1/3/14, 1/6/14 and 1/7/14,

1. The South Unit shower room #1 was observed
with a rolf of toilet paper sitting directly on the wall
heater which was on and blowing heat into the
room. Interview with the Health Care Sarvices
Group Account Manager (HCSGAM) at the time
revealed the toilet paper sitting on the functioning
heater was a hazard and should never be placed
on a heater,

2. The Central Unit shower room #2 was
observed with broken and missing comer tile
pieces. Interview with the HCSGAM at the time
revealed the sharp edges left by missing tiles and
the broken tiles could be hazardous to residents
that utilized the shower rooms as contact with the
sharp edges could cause injury.

Criteria 4: The CQI indicator for the

3. The Pier Unit shower room #1 was cbserved monitoring of the General Environment,
with missing file around an electrical outlet including housekeeping and maintenance issues,

located just oulside the open shower stall, The will be utilized monthly x 2 months, then
#2 shower room was also observed with a large Quarterly as per the CQI calendar under the
gap of missing file around an electrical outlet. supervision of the Housekeeping and

The #3 shower room had cormer trim that was Maintenance Supervisors.

lcose and sticking out.
Chriteria 5: 1/11/14
4, The Cove Unit shower room #1 was observed
with missing and broken lile af the wall corner,

5. The shower room located on the Marina Unit
{suile side) had the same open gap spaces
around the electrical outlet by the shower and
additionally had broken tiles at the edge of the
floor and corner of the shower stall. Additionally,
the shower reom across from room #514 had
tiles that were missing and broken tites at the
corners of the entrance door that residents pass
through to enter the shower room.

6. The shower room Jocated on the Harbor Unit
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was observed to have broken tiles at the edge of
the entrance door frame.

Interview with the Environmental Services
Director, on 11427113 at 10:00 AM, revealed staff
should submit a work order o maintenance when
they identify a need for any kind of repair to
residant shower areas. She additionally stated
maintenance staff should be doing a tour and
informing her of any areas of disrepair.

F 279 | 483.20{d), 483.20(k)(1) DEVELOP

85=b | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and fimelables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the sarvices that are
1o be fumnished to attain or maintain the resident’s
highest practicable physicatl, mental, and
psychosocial well-being as required under
£483.25; and any services that would otherwise
be required under §483.25 bul are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b}{4}.

This REQUIREMENT is not met as evidenced
by:
Based on interview, record review, and review of

F 252

F 279

1279 Resident Assessment The facility
shall develop a comprehensive care plan for 12/31/13
cach resident that includes measarable
objectives and timetables to meet a resident’s
medical, nursing, and mental and
psychosocial needs that are identified in the
comprehensive assessment.

Criteria 1: Resident #1 is no longer a
resident of the facility.

Criteria 2: To determine if any other
Eesidents were potentially affected by this
alleged deficient practice, an audit of the care
plans for all residents with a diagnoses of
iabetes was completed on 12/20/13 by the

DS nurses to determine that each had a plan of
are for diabetes manageinent.

Criteria 3: The MDS nurses have received
in-service education on development of a care
plan to include all diagnoses that may impact
esident care needs {using the TADD-X
pproach as per policy) as provided by the MDS
cordinator on 12/11/13

FORM CHS-2567(02-59) Previous Verslons Dbsolate Event ID:20KR 13

Faclity 10. 100423 If confinuation sheet Page 6 of 17




PRINTED: 12/13/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES ' OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAFION NUMBER: A BUILDING COMPLETED
185124 B.WING 1172712013
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, GiTY, STATE, ZIP CGDE

861 KIMSEY LANE

REDBANKS
HENDERSON, KY 42420
o) 1D SUMMARY STATEMENT OF DEFIGIENGIES 2} PROVIDER'S PLAN OF CORRECTION {EACH o
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETICH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED 7O THE APPROPRIATE bATE
DEFICIENCY)
F 279 Continued From page 6 ' £ 279| Continued from page 6

the facility's policy and procedure it was o e
determined the facility failed o develop a care Cg;te_x ia 4: The COI Int.:hcator for the
moniforing of comprehensive care plan

plan with interventions related to the diagnoses of Ed 1 nall be utitized Iy x 2
Diabetes Meliitus for one (1) of twenty-seven (27) #‘eve opment shall be u 1.1-ze maonthly x.
sampled residents (Residents #1). Resident#1 mnth.s and then every six months as per tl_\e_
was admitted with a diagnosis of Diabetes established CQI calendar under the supervision
Mellitus and no care plan was developed to of the DON,

address the residenl’s care.

The findings include: Criteria 5:  12/31/13

Review of the facility's policy and procedure titled,
"Development of a Care Plan”, (no date),
revealed "Care plans are lo be created by the
interdisciplinary care plan team." All pertinent
diagnoses from the face sheet, Accumulative
Diagnosis List, History and Physicals, Discharge
Summaries, and Constits are to be care
planned." "Don't forget the labs associated with
these medications."

Record review revealed the facility admitted
Resident #1, on 01/31/13 with diagnoses which
included Acute on Chronic Renal Failure,
Hypertension, Gastroesophageal Reflux, Anemia,
Urinary Retention, Pressure Ulcer, and Diabeles
Metlitus.

Review of the comprehensive care plan, dated
0212413, revealed no care plan for the
management of Diabetes Melitus and HGBA1C
labs.

Raview of labs, dated 08/17/13, revealed an
HBGA1C Jevel of 8.1 with normal range being 4.5
ta 6.2, The physician acknowledged the fab wilh
ne new orders to follow.

Review of the Registered Dietician's progress
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Continued From page 7

note, dated 09/11/13 at 4:30 PM, revealed labs
with an increased A1C level with no medicalions
or other treatment for diabetes in place as well as
Resident #1 receiving a regular diet.

Further review of the care plan revealed there
was no care plan developed to address the labs
indicating increased A1C levels and no
interventions for the monitoring of levels or of
signs and symptoms of a low or high blood sugar.

Resident #1 was admitted to the hospital on
10/21H13 with a diagnosis of Hyperosmolar
Nonketotic Coma and a blood sugar level of
1,035. Review of the hospital history and
physical, dated 10/2113, revealed a diagnosis of
Type Il Diabetes.

Interviews with Minimum Data Set (MDS) Nurse
#1, on 11/22/13 at 8:40 AM and 11/26/13 at 2:12
PM, revealed she would not have implemented a
care plan for a diagnosis if it was not signed by
the physician and if the diagnoses were not
signed the care plan wauld not have been
updated until the diagnoses list was signed by the
physician. However, further interview revealed
she should have implemented a care plan for
Resident #1 refated to the diagnosis of Diabetes
Mellitus due to the abnormal Hemoglobin (HGB)
A1C labs (Test to measure hemoglobin in the red
hlood cells that have bleod sugars atlached to
them) because the labs indicated the Diabetes
Mellitus diagnosis active.

Interviews with MDS Nurse #2, on 11/22/13 at
8:50 AM and on 11/26/13 at 2:17 PM, revealed
she would have put a care plan in place if there
had been an active diagnosis for Diabeles
Meilitus. She stated she should have put a care

F 279
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plan in place relaled to the abnormal HGBAIC
labs.
Interview with the Director of Nursing, on 11/26/13
at 2:30 PM, revealed the MDS Nurse should have
implemented a care plan relaled to Diabetes
Mellitus.
F 281 483.20(k){3}{i} SERVICES PROVIDED MEET F 281
T 281 Professional Standards of Quality
=0 | PROFESSIONAL STANDARDS
55D The services provided or arranged by the 1/11/14

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews and record
review, it was determined the facility failed to
abtain an order for oxygen {02) for one (1) of
iwenty-seven {27).sampled residents {Resident
#8).

The findings include:

Areview of facility policy titled, "Respiratory Care
Services, Oxygen Therapy” undaled, revealed all
patients requiring oxygen will receive oxygen
therapy in the prescribed manner, as dictated by
the physiclan's order and the clinical needs of the
patient,

1. Record review revealed the facility admitted
Resident #8 on 11/10/12 with diagnoses which
included Congested Heart Fallure, Heart Disease
and Hyperiension.

Observations of Resident #8 on 11/25/13 at 3:25
PM, on 11/26/13 at 2:00 PM and on 11/27/13 at

facility must meet professional standards of
'‘quality and be provided by qualified persons
’in accordance with each residents wriiten
plan of care.

Criteria 1: Resident #8's chart was
reviewed/revised on 11/26/13 by the Unit
Manager to determine that a physician order for
current oxygen use is present.

Criteria 2: An audit of all medical records of
residents utilizing oxygen was completed on

12/20/13 by the Unit Managers to determine that
current physician orders addressed oxygen use.

Criteria 3: Licensed nursing staff received in-
service education on obfaining and documenting
hysician orders for all treatments (including
ut not limited to oxygen use) on 12/23/13,
12/24/13, 12/277/13, 12/28/13, 12/30/13,
2/31/13, 142114, 1/3/14, 1/6/14 and 1/7/14 as
rovided by the DON/Staff Development
Coordinator.
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9:15 AM revealed the resident was receiving 02 L ;
at three (3) liters/minute per nasal cannula. C'r:tt‘u ia d: The.CQI Indicator for
monitoring the medical records (N-13) shall be
A review of the resident's November 2013 utilized on a sample of current residents
physician orders revealed there was no order for monthly x 2 months and then quarterly per
oxygen. However, review of the November 2013 established CQI calendar under the supervision
Treatment Administration Record {TAR) revealed of the DON.
to administer O2 at 3 liters/min via nasal cannula.
An interview with the DON on 11/27/13 at §:50 Criteria 5 1/11/14
AM, revealed the resident should have a current
order for axygen therapy. It is the responsibliity of
the charge nurses to review the new orders for
acouracy. .
F 323 | 483.25(h) FREE OF ACCIDENT Fazs} 323 Free of Accident
$5=p | HAZARDS/SUPERVISION/DEVICES Hazards/Supervision/Devices Ui

The facifity must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
the facility's policy/procedure, it was determined
the facility failed to provide an environment free of
accident hazards related lo the storage of oxygen
{02} cylinder fanks when not in use,
Chservations revealed two (2) O2 cylinder tanks
were stored in room #508 unsecured by any
device,

The findings include:

The facility shali ensure that each resident
receives adequate supervision and assistant
|devices to prevent accidents.

Criterin 1: The oxygen fank in the therapy
room is Bow properly secured, as completed by
{he maintenance department on 11/26/13. The
oxygen tanks noted to be in an empty resident
room and bathroom during the survey process
was removed and placed in proper storage rack
on 11/26/13 by the Unit Manager.

Criteria 2: An audit of all resident care areas
pid resident rooms and restrooms was
completed on 12/16/13 by the nursing
departinent to determine that alf oxygen tanks
are property stored/secured.
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F 323 | Continued From page 10

Review of the facility's policy and procedure
entitled, "Oxygen Tank Storage”, no date,
revealed the unused O2 cylinder fanks were to be
secured by a chain or device fo secure them in an
upright position; the device could be a carrier,

cart or sleeve designed to secure the tank lo the
back of a resident’s wheelchair or geri-chair.

Observation during the initial tour, on 11/25/13 al
11:15 AM, revealed two (2) poriable O2 cylinder
tanks in room #508. One {1} 02 cylinder tank
was stored standing beside the toilet and one {1}
was laying on it's side on the sofa. Both 02
cylinder tanks were unsecured by any device nor
in a storage carl. Further observations, on
11/25/13 at 2:30 PM, on 11/26/13 at 9:30 AM and
4:00 PM and on 11/27/13 at 3.30 AM, revealed
the two (2) 02 cylinder tanks remained
unsecured in room #508 in the same positions as
noted above,

Interview, on 11/27/13 at 9:35 AM with Marina
Unit Manager, revealed she was not aware ihe
two (2) O2 cylinder-- fanks had been stored
unsecured in room #508, after the resident who
resided in that room had been transferred to the
hospital, on 11/18/13. The Unit Manager stated
the O2 cylinder tanks should have been taken to
the medication room and secured in a carrier or
cart when not in use. She had no explanation as
to why the unsecured O2 cylinder tanks were left
in room #508 for 7 days.

F 384 | 483.35(d){1)-(2) NUTRITIVE VALUE/APPEAR,
ss=p | PALATABLE/PREFER TEMP

Each resident receives and the facilly provides
food prepared by methods that canserve nutritive

F 323 Conitnued from page 10

Criteria 3: Therapy, housckeeping, nursing
Cnd maintenance staff members received in-

ervice education on proper storage of oxygen
tanks on 12/23/13, 12/24/13, 12/27/13,
12728713, 12/30/13, 12/31/13, 1/2/14, 1/3/14,
1/6/14 and 1/7/14 as provided by DON and/or
the Staff Development Coordinator,

Criteria 4: The CQI indicator for Life Safety
shall be utilized monthly x 2 months and then
quarterly as per established CQI calendar under
the supervision of the administrator.

Criteria 5: 1/11/14

£a64| Dietary Services: Each resident receives
and the facility provides: feod prepared by 1/8/14
ethods that conserve nufritive value, flavor,
bind appearance; food that is palatable,
attractive and at the preper temperature,
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value, flavor, and appearance; and food that is
palatable, attractive, and at the proper
{emperature.

This REQUIREMENT is not met as evidenced
by:

Based on observalion and interview, it was
determined the facility failed o honor resident
food likes/dislikes for one (1) of twenty-seven
{27) sampled residents (Resident #13).

The findings include:

Review of the facility's policy titled, "Food
Preference Record”, undated, revealed it was the
poticy of the facility to ulilize a dietary cardex
system lo identify resident's individual diet orders
and resident food preferences or special needs.
The dietary cardex is designed to provide a ready
source of relevant information about the resident,
and provides the dietary manager and registered
dietitian with a permanent and quick reference on
individual information needed to provide
nuftritional care to each resident. Basic
information may include food likes/dislikes.
Preference cards should be used to make
resident tray cards for meal service and should
be updated as necessary.

Record review revealed the facility admitted
Resident #13 on 05/06/13 with diagnoses lo
include Down Syndrome, Vitamin 812 Deficiency
and Diabetes,

Observation of the breakfast meal for Resldent
#13, on 11/26/13 at 9:30 AM revealed the
resident was served catmeal. Review of the

hreakfast meal card revealed oatmeal was a

Criteria 1: Resident #13 is receiving meals ing
aecordance with his/her dietary likes/dislikes
list,

Criteria 2: All residents have the potential to
be affected by this alleged deficient practice,

Criteria 3;: The dietary staff members
received in-service education on following each
residents likes/dislikes when preparing meals on
12/16/13, 12/19/13. ‘The mursing staff members
received in service training regarding following
the tray card including but not limited to
preference for likes and dislikes) on 12/23/13,
12/24/13, 12/27/13, 12/28/13, 12/30/13,
12/31/13, 1/2/14, 1/3/14, 1/6/14 and 1/7/14 as
provided by the DON and/or Staff
Development Coordinator,

Criteria 4: The CQI indicator for manitoring
tray accuracy shall be used 3 x per week for 4
weeks and then monthly as per established CQI
calendar under the supervision of the Dietary
Director and/or Registered Dietician,

Criteria 5:  1/8/14
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restdent dislike,
An intervigw with the Unit Manager, on 11/26M13
at 10:21 AM, revealed meal fray items that are
listed as a dislike should be removed from the
tray and dietary should be notified to change the
item. Staff should the trays match the meal cards
when passing trays out,
Interview with the Dietary Director, on 11/27/13 at
8.15 AM, revealed Resident #13's mea} card for
breakfast was not followed by the distary staff
and included oatmeal that was listed as a dislike.
The Director stated the dietary department
received an updated order form to take off the
caimeal as a dislike,
F 371 483.35(i) FOOD PROCURE, F a71%
55=E | STORE/PREPARE/SERVE - SANITARY

The facliity must -

(1) Procure food from scurces approved or
considered satisfactory by Federal, State or locat
authorities; and

(2) Store, prepare, distribute and sewve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation and Interview it was
determined the facility failed fo ensure focd was
prepared and served under sanitary conditions
related to dishes with food debris observed silting
on the food preparation counter during resident
food tray preparation as well as observation of a
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F 371 | Continued From page 13 £ 379 F 371 Dietary Sanitation: The facility
must store, prepare, distribute, and serve 1/11/14

food cart coming in contact with a housekeeping

cart as it was being delivered for distribution. food under sanitary conditions.

Criteria 1: The dirty dish was removed from
the meal preparation area and taken ta the area
for dishwashing for re-cleaning and re-
sanitizing. The meal cart was wiped down with
cleansing wipes prior te distributing of the food
trays.

The findings include:

1. An observation, on 11/27/13 at 8:20 AM during
the breakfast meal service, revealed a dirty dish
sitting directly on the preparation counter as the
food service staff prepared breakfast trays for

residents. L . .
Criterin 2: All residents have the potential to

Interview with the Dietary Manager, on 11/27/13 be affected by this alleged deficient practice.

at 8:30 AM, revealed the dirty bowl should not be o i
in contact with the food preparation area and Criteria 3: The dietary staff members
should have been removed. She stated the Eecewed in-service education on dietary

debris on the bow appeared to be cheese from ‘ anitation {including but not limited to ensuring
another meal and had not been adequately dishes are adequately cleaned and sanitized, and

cleaned and sanilized by the dishwasher. food cart delivery) on 12/23/13, 12/24/13, and
Addilionat interview at 10:45 AM revealed there 12/26/13 by the Dietary Manager, Dietary
was no policy that addressed actual steps staff Director and/or Registered Dietician.

should take to ensure dishes were adequately
cleaned and sanitized and were not used,
Dishes that were not adequately cleaned and
sanitized were {o be recycled through the
cleaning and sanilizing process to ensure
adequate sanitation,

Criteria 4: The CQI indicator for Infection
Control General shall be used monthly x 2
months and then quarterly per established CQi
calendar under the supervision of the Infection
Control monitor. The Dietary Department Audit
will be utilized monthly per established CQI

2. QObservation, on 142713 al 8:40 AM, reveated calendar under the supervision of the Dietary
staff delivering the breakfas{ meal car to the Manager and/or Registered Dietician,

Harber Unit. The meal catt was observed lo pass

a housekeeping cart just prior to passing through Criteria 5: 1/11/14

the double doors and the cart came in contact
with a bag of trash hanging on the side of the
housekeeping carl. The food cart came in
contact with the bagged trash from the front right
side of the cart across the entire cart to the left
side which included the doors and handles of the
doors. The staff delivering the cart continued on
to the Harbor Unit and left the cart with the
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The facilily must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection,

{a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

{1) Investigates, controls, and prevents infections
in the facility;

{2} Decides what procedures, such as isolalion,
should be applied to an individual resident; and
{3) Maintains a record of incldents and correclive
actions related to infections.

{b} Preventing Spread of Infection

{1} When the Infection Gontrol Program
determines thaf a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident,

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPELIERICLIA (¥2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND BLAN OF CORRECTION IGENTIFICATION NUMBER; A SUILDING COMPLETED
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¥ 371 | Continued From page 14 F 371
Harbor Unit staff without informing them the cart
had been contaminaled.
interview with kitchen staff #1, on 11727713 at
8:42 AM, who delivered the meal cart {o the
Harbor Unit, revealed she was unaware she had
moved the meal cart Inte contact with the frash
bag on the housekeeping cart just prior fo
delivering the cart and should have noticed.
Interview with the Dietary Manager, en 11/27/13
at 8:45 AM, revealed she felt the feod carl coming
in contact with the housekeeping cart was an
infection control problem.
F 441] 483.65 INFECTION CONTROL, PREVENT F 441
ss=n | SPREAD, LINENS
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(2} The facilily must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or thelr food, i
direct contact will transmil the disease,

(3) The facility must require staff fo wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional praclice.

{c) Linens

Personnel must handle, store, process and
transgport linens so as to prevent the spread of
infection,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, review of the
facility's policy and procedure it was determined
the facliity failed to ensure infection control
practices related to handwashing and handling of
a medication container were followed during a
medication pass for one {1} unsampled resident
(Resident A). Certified Medication Aide (CMA) #1
wasted a medication in a sharps container
touching the lid of the conlainer and then returned
to the medication cant without washing her hands
and proceeded to pass medications. During the
medication pass she placed the lid {o an eye drop
container on the bed side tabie open side down.

The findings include:

Review of the facility’s policy and procedire
titled,"INFECTION CONTROL,* {no date),
revealed "It is the policy of the facility to provide a
safe sanitary and comfortable environment. The

facility will investigale, contrel, and attempt lo

F 441 Infection Control: The facility must
establish and maintain an infection control
,ﬁprogrum designed to provide a safe, sanitary
tnd comfortable environment and to help

revent the development and transmission of
discase and infection.

Criteria 1: Residenis are receiving their
nedications under proper infection control
practices.

Criteria 2: All residents have the potentiat to
be affected by this alleged deficient practice.

Criteria 3: All Hcensed nurses and certifted
medication aildes received in-service education
on proper infection control practices during
medication administration on 12/23/13,
1224713, 12/27/13, 12/28/13, 12/30/13,
12/31/13, 1/2/14, 173714, 1/6/14 and 1/7/14 as
provided by the Staff Development Coordinator
and/or DON. All licensed nurses and certified
medication aides will participate in a med pass
skills review upon hire and annually thereafter,
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F 441/ Continued From page 16 F 441| Continued from page 16
prevent the development and transmission of o o .
infections. . P Criteria 4: The CQI indicator for monitoring

ass shall be utilized weekly x 4 weeks, then
onthly x 2 months and then quarterly as per
established CQI calendar under the supervision
of the DON,

gfection control practice during medication

Observation of a medication pass, on 11/26/13 at
8:25 AM, revealed CMA#1 passing madications
o Resident A. She pulled a narcotic that was not
due to be passed and had to wasle it. She
crushed the pill and placed It In a medication cup,
teok the medication to a sharps container where
she lifted the lid and proceedad to put the
medication cup in the container causing her to
have to lift the sharps container lid several times
to get the cup to go down Into the container. She
then returned to the medication cart without
washing her hands and began to pull other
medications to be given. Additionally she was
administering eye draps to Resident A and when
she took the lid off of the eye diops container she
placed in on the bed side table with the open end
of the container on the table,

Criteria 5: 1/11/14

Interview with CMA #1, on 11/26/13 at 9:00 AM,
revealed she should have washed her hands
afler disposing of the medication in the sharps
container and she should not have placed the lid
to the eye drop conlainer open side down on the
bed side tahle because it was against infection
control practices. -

Interview with the Director of Nursing (DON}, on
11/26/13 at 2:30 PM, revealed CMA #1 should
have washed her hands after handling the lid of
the sharps container and she should not have
placed the lid to the eye drop container open side
down an the bed side table. Additionally she
stated CMA #1 acted against policy and
procedure for infection control practices. :

FORM CMS-2567(02-89) Pravious Varsions Obsclale Event ID: 9OKRH Fadfity 1D; 100423 If conlinuation sheet Page 17 of 17



PRINTED: 12/13/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
186124 B. WING _ 11/127/2013
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
REDBANKS 851 KIMSEY LANE
HENDERSON, KY 42420
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH w8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVEACTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPRCPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)
BUILDING: 01.
PLAN APPROVAL: 1975,

SURVEY UNDER: 2000 Existing.

FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Type 11}
(211).

SMOKE COMPARTMENTS: Seventeen (17)
smoke compariments.

FIRE ALARM: Complete fire alarm system
installed in 1967 and upgraded in 2013 with one
hundred and forly-seven (147) smoke deteciors
and three (30 heat detectors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system installed in 1975 and upgraded
in 2013.

GENERATOR: Type Il generator installed in 2011.
Fuel source is Diesel.

A standard Life Safety Code survey was
conducted on 11/26/13 and 11/27/2013,
Redbanks was found in non-compliance with the
requirements for participation in Medicare and
Medicaid. The facility is certified for Two-Hundred
Twenty-Two (222) beds with a census of
One-Hundred Seventy-Nine (179) on the day of
the survey.

21/
LABORATORY, RWO PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TE s
M - Exronhe r/)f-fbfé/ 1227 |13

Any deficlency statement ending with an asterisk (*) denotes a deficiency which the institulion may be excused from correcting providing it is determined that

other safeguards provide sufficlent proteclion lo the palients . (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 decuments are made available to the facilily. If deficiencles are ciled, an approved plan of correction is requisite 1o continued

program participation.
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The findings that follow demonstrate correction (luesI not confstltut? z}dm:.ssmn l(~)r 1114
noncompliance with Title 42, Code of Federal pgreement by the provider of the {ruth of the
Regulations, 483.70(a) et seq. {Life Safety from acts alleged o co.nclusmns .set forth in the
Fire). Ftatement of deficiency, This plan of
Lf;)rrection is prepared and executed solely
Deficiencies were cited wilh the highest ecause it is required by state and federal
deficiency identified at "E" level. aw.
K 052 NFPA 101 LIFE SAFETY CODE STANDARD K 052
s8=£ ILife Saftey Code Standard: The facility

A fire alarm system required for life safely is
installed, tested, and maintained in accordance
with NFPA 70 National Electrical Code and NFPA
72. The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA70 and 72. 9.6.1.4

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure the buiiding fire alarm system
functioned as required by NFPA standards. The
deficiency had the potential to affect eight (8) of
seventeen (17) smoke compartments, staff, and
one-hundred twenty (120) residents. The facility
is certiffed for Two-Hundred Twenty-Two (222)
beds with a census of One-Hundred
Seventy-Nine (179) on the day of the survey. The
facility failed to ensure four (4) doors closed

hall install, test and maintain a fire alarm
ystem functioning as required by NFPA
tandards.

Criteria 1: The Environmental Service

irector contacted Vanguard to repair mag

olders on 2 of 4 doors on 11/26/13. Repairs
were completed and doors tested functioning
correctly on 11/27/13. Two new mag holders
kvere ordered for doors on 200 and 300 halls.
t;hey were instatled on 12/10/13. Door stoppers

ere installed 12/23/13 behind doors on 600
‘hall to control distance between openings of
doors close to rails in hallways.

Criteria 2: All doors were inspected on
12/13/13 following first shift fire driil at 1pm by
anironmenlal Service Director. All doors were
found functioning properly.

Criteria 3: The Maintenance Supervisor

eceived in-service education regarding Fire

E)oor Inspection procedure on 12/26/13 as
rovided by the Environmental Service Director
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properly when electricity was cut to the door
holders.

The findings include:

During the Life Safety Code tour, on 11/26/13 at
10:30 AM with the Director of Environmental
Services, revealed a power failure revealed four
(4) firefsmoke barrier doors would not close when
the fire alarm was activated and cut the electricity
to the mag locks for the doors.

An interview, on 11/26/13 at 10:30 AM with the
Director of Environmental Services, revealed she
was not aware the firefsmoke barrier doors would
not refease when the eleclricily was terminated to
the electronic mag locks.

Reference: NFPA 72 (1999 Edition).

3-96.3

All door hold-open release and integral door
release and closure devices used for release
service shall be monitored for integrity in
accordance with 3-9.2,

|Administrator.

Criteria 5: 1/11/14

Criteria 4: The Preventive Monthly

aintenance Checklist will be completed
monthly and General Environment CQI
ndicator will be completed monthly x 2 months
and then every six months as per established
CQ1i calendar under the supervision of the
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