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F 000 | INITIAL COMMENTS Foao| P tion, snbmission an
implem tion of this Pian of
A standard health survey was conductad on a does not constitut
10/20-22/15. Deficient practice was identified admission ol or agrecment with the
with the highest scope and saverity st "D" level. [acts and couclusions set forth on the
survey report. Qur Plan of
An abbreviated survey (KY23848) was also Correction i9 prepayeq and executed
conducted &t this time. The complaint was 83 8 means to confinuously improve
unsubatantiated with no deficient practice tbe guslity of care and to comply
F 322 | 483.25(g)(2) NG TREATMENT/SERVICES - Fazz| regulatory requirements,
RESTORE EA Kl
S TING SKILLS F 322 NG treatment/services —
Based on lhe comprehensive assessment of a restore eating skills
- 1. Resident A was immediately
resident, the facility must ensure thal pssessed when alleged deficient
3 and no adverse
(1) A resident who has been able to eat snough practice occurred and
alone or with assistance is not fed by naso gastric outcome noted for m’d';';" G-tube was
tube unless ihe rasident* s clinical condltion properly in place. Immediste re-
demonsirates that use of a naso gastric tube was education of RN#2 regarding proper
unavoidable; and g-tube medication administration by
DNS. DCE to watch skills check off of
(2) A resident who is fed by a naso-gastric or RN#2 and correct any deficient
gastrostomy tuba receives the appropriate practice nated by 11/16/15.
treatment and ssrvicas to prevent aspiration 2. Facility residents that have a g-tube
pnieumonia, diarhea, vomiting, dehydration, have the potential to be affected. Five
metabalic abnormalities, and nasal-pharyngeal other residents which had g-tubes were
ulcers and to restore, if possible, nommal eating immediately checked 10/21/15 by the
skills. DNS/ADNS for proper g-tube
placement, Each of the residents were
found to have the g-tube in proper
placement. Facility nurses will be re-
educated with regards to proper g-tube
medication administration by DCE by
117/20/15. A Skills check-off to be
This REQUIREMENT is not met as evidenced completed with every nurse regarding
by:
Based on observation, inlerview, and facility
policy reviaw, the facility falled to provide
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENT, SIGNATURE -, Tme (8) DATE
e, Adrmuniiclr_ s

Any deficiency statement ending with an asierisk {*) dmoluadamwmmmmﬁmyhmdmmmpmuwﬂudmmw thal

alher sefeguands provide sufficient protaciion to the patisnts.
following tha date of sutvey whether or not e plan of

days fallewing tha daie these documents are made available (o the facility. if deficisncias ara cilad, an spproved plan of correction is raquisits to continued
program padicipation.
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F 322 | Continued From page 1 F 322 .
appropriate gastrostomy tuba (G-Tube) cere for D] CIEI A%ﬁgcb;dﬁgi;ﬂm by
one (1) of three (3) unsampled residents 3, The DNS/ADNS/DCE will monitor
(Resident A). Observation on 10/21/15 during medication administration via g-tube
medication administration revesled staff was by facility nurses X one week, then
observed to administer medication per G-Tube, lﬁic: a week X four weeks. The
without checking for ptacement of the G-Tube DNS/ADNS/DCE will m m;“m, the
prior to administration of the medication for pracess of three n for proper g-
Resident A. tube administration weekly X one
The findings include: ?ntlnqlh, then once every n'g):r week X
Areview of the faciiity's policy fitled "Medication 5;1?&%&‘:&';‘::&9’ five
Mm":ed t:fn foruElnleml Fee;ﬂrtng." {:o o b Facility nurses will complete l.
revealed siaff would verify G-Tube placement, by M
chacking gastric content for residual feeding, me_dlcaﬂnn administration competency
before administering any medications. :lw'geng:l:;DCE will present the
findings of the monitoring summaries
Observation conducted during medication . PP
adminisiration an 10/21/15 at 12:00 PM reveaied :’5? 3‘3’;’ '““’“’.:‘;“" "’T:;m“""
Reglstered Nurse (RN) #2 flushed Resident A's n‘:ec;nQ il e
E—Tube wilh ?ﬂ et subslangtinl compliance is achieved
#;f::: m‘:m:‘:d:wm' gl The QAPI committee will determine if
placement by checking action needs to be taken and
ga;triica cantents prior to flushing or administaring 'mine S:: l;onlin::o ediime ::;:d -
medicatians. for monitoring.
Interview with RN #2 on 10/21115 at 12:40 PM 5.Completion date 11202015 11}20}1{
revealed she was trained to check for placement
af the G-Tube, prior to flushing the G-Tube or
administering madications. RN #2 further
revealed she was nerveus aboul being cbserved
and fargot to verify placement of the G-tube.
Interview with the Director of Nursing (DON) on
10/22/15 at 3:00 PM revealed tha G-Tube should
always be checked for placement when
medications were going to be administered, She
further revealed she had not identified any
concarns with staff not checking placement of the
FORM CMS-2587{02-99) Previous Versions Otisolots Event ID: 0E2011 Factity |D: 100152 If continuation shast Page 2019
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The fecility must employ or oblain the services of
a licansed pharmacisi wha establishes a system
of recerds of recaipt and disposition of all
controliad druga in sufficient dstail fo enable an
accurate raconciliation; and detarmines that drug
records are in order and that an account of all
controlled drugs is maintained and pericdically
reconcied.

Drugs and blologicals used in the facility must ba
labeled in accordance with currently accepted
profassional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with Staie and Federal laws, the
facllity must store all drugs and biologicals in
locked comparimants under proper tamperature
controls, and permit only authorized personnel 1o
have access to the keys,

The facility must provide separately locked,
permanently affixed compartments for storaga of
controfled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevenllon and
Contro! Act of 1978 and other drugs subjecl to
abuse, excepl when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detacted.
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F 322| Continued From page 2 Fa22 F 431 Drug Records, Iabel/store
G-Tube befare administering medications. drugs & biologicals
F 431 | 483.80(b), (d), (e) DRUG RECORDS, F431 1. lmmediate re-sducation of RN#2 in
ss=p | LABEL/STORE DRUGS & BIOLOGICALS regards to the safe storage of

medication by the DNS 10/21/15.
2. All other facility medication carts
were immediately checked 10/21/15 to

ensure the safe storage of medication
by the facility DNS/ADNS. Facility
medication carts wers found to be
locked properly and medications
secured.

3. Re-education to be campleted by the
DCE with all nurses in regards to the
safe storage of medications by
11/20/15. The DNS/ADNS/DCE will
monitor the medication carts daily X 1
week through daily rounds and will
immediately correct any deficient
practice noted, then weekly X 1 month,
then monthly X 6 months. Random
audits will continue to ensure best
practice, Nurses will complete &
medication storage competency twice a
year.

4. The DNS/ADNS will present the
results of the audits to the QAPI
meeting monthly for six months until
substantial compliance is achieved.
The QAPI commitice will determine if
further action needs to be taken and
determine the continued time schedule
for further audits if needed.

5. Completion date 1172072015

| ]/10[/!
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Continued From page 3

This REQUIREMENT is not met as evidencad
by:

Based on observation, Interview, and a raview of
the facility's policy it was delarmined the facility
failed to ansure medications were stored in
lacked carls during medicalion administration on
10/21115. Cbservation on 10/21/15 during
medication adminisiration on the South Hall
revealed stafl was observad to leave the
medication cart unattended and unlocked and
enter Resident A's room lo assess Resident A's
blood sugar.

The findings include:

Raview of the facility's poficy titled *Storage of
Medicalion,” (not dated) revealed medications
and biclogicals were stored safely, securety, and
properly, following manufacturer's
recommendations.

Observations on the South Hall on 10/21/15 at
12:00 PM revealed Registerad Nurse (RN) #2
entered Resident A’s room to assess Resident
A’s blood sugar without securing or locking the
medication cart.

Interview conducted with RN #2 on 10/2115
revealed as long as the medication cart was in
sight at all times the medication cart did not have
to be locked,

Interview with the Director of Nursing (DGN) on
10/21/15 at 3:00 PM ravealed any time the nurse
was away from the medication cart the can
should be locked. She further revealed If the
nurse could visually see the cart at all imes then

F 431
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

The facility must establish and maintain an
Infection Contro Program designed to provide a
safe, sanitary and comfariable environment and
io help prevent the devsiopment and transmissicn
of disease and infection.

(a) Infection Control Program

The facilty must establish an infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in tha fadliity;

{2) Decides what procadures, such as isolation,
should be applied to an Individual resident; and
{3) Maintains a record of incidents and comeciiva
actions related to infections.

{b) Prevanting Spread of Infection

(1} When the Infection Conirol Program
delermines that a rasident neads isolation lo
prevent the spread of infaction, the faciity must
Isolate the residarnt.

(2) The tacifity must prohibit empioyees with a
communicable disease or infected skin leslons
from direct contact with residents or their food, if
direct contact will iransmit the disease.

{3) The facility must require staff to wash thelr
hands afler aach direct resident contact for which
hand washing is indicated by accepled
prafessional practica,

immediately re-educated regarding the
proper clesning procedure of the
accuchecks by the ADNS 10/21/15.

2, All residents have the potential to
be affected by the alleged deficient
practices. if deficient practice is
identified, corrective action in the form
of re-education will take place with
the employee involved.

3. All staff will be re-educated by the
DCE/DNS/ADNS in regards to
infection control procedures, to include
having the proper PPE when entering
isolation rooms by 11/20/15. Nursing
staff will be re-educated regarding the
proper cleaning of accuchecks by the
DCE/ADNS by 11/20/15, The
DNS/ADNS/DCE will conduct daily
audits of isolution rooms during
rounds to ensure staff have the proper
PPE when entering isolation rooms,
and that all isolation equipment is
stocked properly X 1 week, then
weekly X one month, then bi-weekly
X two weeks, then monthly X six
months until substantial compliance is
achieved . The DNS/ADNS/DCE will

STATEMENT OF DEFICEENCIES {X1) PROVIGER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: N COMPLETED
c
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GOLDEN LIVINGCENTER-GREEN HILL, GREENSBURG, KY 42743
X410 SUMMARY STATEMENT OF DEFICENCIES ) PROVIDER'S PLAN OF CORRECTION o
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
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F 431 | Continued From page 4 F431| F 441 lafection control, prevent
it was acceptable to leave the medication cart spread, linens
unlocked. However, If a nurse entered a ll!;:DCE immediately carrected State
resident's room then the medication cart should g]i!lered Nurse Aide (SRNA) #4, as
be locked. Sha further revealed she had not “';‘ as the Activities Director (AD),
identified any concems with the medication casts wham were noted in the alleged
being left unsecured. deﬁcwn? practice of entering a resident
F 441 | 483.85 INFECTION CONTROL, PREVENT F441| Foom without the proper personal
§Ssp | SPREAD, LINENS protective equipment. RN#2 was
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F 441 | Continued From page 5 F441| conduct daily audits of nurses
performing accuchecks to ensure
(c) Linens proper cleaning is occurring. Audits
Personnel must handie, store, process and will occurring daily X 1 week, then
transport finens sa as to pravant the spread of weekly X | mooth, thea monthly X 6
infection. months until substantial compliance is
achieved. . Staff will also complete
infection control in-servicing annually
by the [acility DCE.
4. The DNS/DCE will present the
results of the aundits 1o the QAPI
This REQUIREMENT is not met as evidenced committee for six months, The QAPI
by: committee will determine if further
Based on observation, interview, record review, action needs to be taken and determine
and faclity policy review it was detarmined that the continued time schedule for further
the facility failed to heve an effective infection sudits,
control program in order to prevent the spread of
infections for ona (1) of twenty-ona (21) sampled 5. Completion date 1172012015 Hﬁo/j(
rasldents (Resident #5) and one (1) of three
(3)unsampled residents {Residant A). On
10/21/185, stafl was chserved to go into the room
of Resident #5 (who was on contact precautions)
and provide cara without wearing the appropriate
personal protective equipment (PPE). In addition,
on 10/21115 during medication pass cbservation
siaff was observed to not property sanitize the
blood glucose monitor aler chacking the blood
glucosa lavel for Resident A.
Tha findings include:
Review of the facility policy titled “Isolation -
Categories of Transmission Based Precautions,”
revised August 2012, revealed when & resident
was placed on conlact precautions staff should
wear gloves and a disposable gown when
enlering the resident's room,
1. Observation on 10/21/15 at 9:24 AM reveated
thal Stale Registered Nurse Aide (SRNA) #4 and
FORM CMS-2547(02-0U) Provious Veraions Obsolete Event (D): DE201% Facty I0: 100182 If continuation shast Page 8 of



DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEPICIENCIES
AND PLAN OF CORRECTION

PRINTED: 11/05/2015
FORM APPROVED
OMB NO. 0838-0381

{%1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

185257

(%2) MULTIPLE CONSTRUCTION

A, BULDING

{%3) DATE SURVEY
COMPLETED

B, WING

C

1012212018

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER-GREEN HILL

STREET ADDRESS, CITY, STATE, ZIP CODE
213 INDUSTRIAL ROAD
GREENSBURG, KY 42743

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
AEGULATORY OR LSC IDENTIFYING INFORMATION)

10
TAG

PROVIDER'S PLAN OF CORRECTION 3}
(EACH CORRECTIVE ACTION BHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE oare
DEFICIENCY)

F 441

Continued From page @

the facility Activities Director (AD) entered the
room of Resident #5 and did not apply a
disposable gown ar gioves when enlering the
room. Continued observation revealed SRNA #4
and the facility AD made contact with Resident
#5's bed and bed {inens as they repositioned
Resident #5 in tha bed so thal he/she could be
fed. Further observation revealed SRNA #4 sat
down next to Resident #5 and fed the resident
without a disposable gown or glaves.

Review of Resldent #5's medical record ravealed
the facility admitied Resldent #5 on 10/15/13 with
diagnoses including Urinary Tract Infection,
Flatulance Eructation (Belching) and Gas Pain,
and Skin Infection. Further review of Resident
#5's record revealed that on 08/14/15 Resident
#5 had several locse stools that ware light brown
in color with yellow mucus present. Further
raview of Resident #5's medical record ravealed
on 08/15/15 a stool sample was oblalned from
Resident #5 and sent to the 1ab to check for a
Clostridium difficile (C. diff) infection. Resident
#5's madical record revealed that on 09/18/15
Resident #5 was diagnased with a C. diff infection
and was placed on contact isolalion precaulions.

Interview with State Registered Nurse Aide
(SRNA) #4 on 10/21/15 at 3:27 PM revealed she
had been trained to put on gloves and a gown
before entering the room of a resident on cantact
precautions. Continued interview with SRNA #4
ravealed she knew to wear gloves and a gown,
but forgot because she was "nervous.”

interview with the facility AD on 10/21/115 at 3:48
PM ravaaled she had been trained to wear gloves
and a gown when entering the room of a resident
that was on conlact precautions, Continued

F 441
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Cantinued From page 7

interview with the faciiity AD revealed she “just
forget” to put on her PPE when she entered
Residant #5's room,

Interview with the facility Director of Clinical
Education (OCE) on 10722/15 at 5:30 PM
revealed all staff had been tralned o wear a
gown, gloves, and possibly a facemask when
praviding care for a resident thal had been placed
on contact precautions. Continued inlerview with
the faciiity DCE revealed she had trained all staff
on contact isolation precautions upon hire,
annually, and as needed. Fusthar interview with
the facility DCE revealed she conductad weekly
Infection conirol ebservations that she reporied to
the Administration. The facility DCE revealed she
had conducted dally observations to ensure
Isolation precautions were being followed and had
Identified a concem with the staff not following the
Isolation precautions fast month and as a result
had conducted an In-servica in Seplembar 2015
to reeducale faciiity siaff on the proper use of
PPE.

Interview with the facitity Direclor of Nursing
{DON) on 10/22/15 at 6:15 PM ravealed all staff
had been (rained on contact isolation precautions
at least twice a year and as needed. Canlinusd
interview with the facility DON ravealed staff
should have put on gloves, gown, and possibly a
facemask when entering a room where a residant
had been placed an conlact precautions. Further
interview with the facility DON revealed she
conduclad daily rounds o audil the FPE carls
and to observe for staff following isolatian
precautions and had not idantified any concems
related to conlact isolatian pracautions to date.

2. Review of the facility's poficy titled "Blood

F 441
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Glucose Monitor Decontamination,” {not dated)
revealed the facility would use a wipe that was
Environmental Protection Agency (EPA)
regisierad as tuberculocidal and effective against
Human Immimedeficlency Virus (H1V), Hepatits
B (HBV), end a broad specirum of hacteria to
clean the blaed glucose monitor,

Observation dusing the medication pass on
10/21/15 al 12:00 PM revealed aflar Registarad
Nurse (RN} #2 checked Resident A's blood sugar
with the facility's glucomater, sha cieaned the
glucometer with an alcohol pad.

Interview with RN #2 on 10/21/15 al 12:40 PM
ravealed she was trained to clean the glucometar
with an alcohal pad.

Interview with the Director of Clinical Education
revaaled the glucometers were 1o ba cleaned with
a 1:10 bleach solution. She further revealed she
did spot checks at different imes and needed 1o
walch the nurses clean the glucomaters more
often.

Interview with the Director of Nursing (DON) on
10/29/15 at 300 PM revealed the glucometsr
should be cleaned with bleach wipes. She stated
she had not identified any concems with
sanitizing the glucometsr.

F 441
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Exit access Is arranged so that exits are readily
accessible at all imes in accordance with section
71. 1921

This STANDARD is not met as evidenced by:

Based an observalion and interview, the facility
failed to mainlain exiis in accordanca with
National Fire Protection Agancy (NFPA)
standards. This deficient practice affecied two
(2) of nina (8) smoke comparimenis, staff, and
approximately sixieen (16) residents, Tha facility
has the capacity for 108 beds with a census of 99
on the day of the survey,

The findings include:

During the: Life Safety Code tour on 10/20/15, at
10:30 AM, with the Assistant Maintanance Staff
(AMS), an exil door leading from the front
entrance of the facility was observed to have a
stop sign stlached with Velcro across the door.
There should be no obstructions on egress doors.
Delayed egress signage was nol clearly visible
due to a wreath hanging on the oulside of the
door. Exit signage must be clearly visible at all
times. An interview with the AMS on 10/20/15, at
10:30 AM revealed he was not aware that thare
should not be any obstruction across an exit door.
The AMS also staled he was not aware the
delayed egress exit signage was not visibls. At
10:40 AM on $0/20/15, a gate in the courtyard
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K 038} Continued From page 1 K038| 3. The facility staff will be re-educated

regarding keeping the egress doors free
from obstructions and the delayed
egress fimctionality of the courtyard
gate by 11/27/15. The maintenance
director will audit the facility egress
doors weekly X | month, then monthly
X 6 months to ensurs they continue to
be ftee of obstructions and the delayed
egress finction works properly.

4. The maintenance director wifl
present the findings of the audits
related to the egress doors to the QAP
committes monthly meeting for six
months for review until substantial
compliance is achieved. The QAPI
commitiee will determine if further

FORM CMS-2587(02-99) Provious Vesslons Obsolela

Event I0: 6E2021

action needs to be taken and determine

the continued time schedule for

monitoring.
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was observed lo have a magnetic locking device
with no obvious method of operation to release
the lock. Access to exils must be readily
avellable at all times. An interview with the AMS
on 1072015, at 10:40 AM revealad he was not
aware the gate should be accessible at all times.

The findings were ravealad to the Administrator
upon exit.

Reforenca: NFPA 101 (2000 Edition).

7.1.10.1*

Means of egress shall be continuously
maintained free of all obstructions or
impediments to full instant use in tha case of fire
or other emergency.

7.10.1.7* Visibliity.

Ewvery sign required in Section 7.10 shall be
localed and of such size, distinctive color, and
design that it is readily visible and shall provide
contrast wilh decorations, interior finish, or other

that Impalrs visibility of a sign shall be pammitted,
No brightly #luminated sign (far other than axit

vision of the required exit sign that could detract
aftention from the exit sign shall be permitted,

7.2.1.8.1 Delayed-Egress Locks.
Approved, lisled, delayed-egress locks shall be
ordinary hazard contents in buildings protected

fire detection system in accordance with Section

signs. No decorations, fumishings, or equipment

purposes), display, or object in or near the line of

permitted to ba installed on doors serving low and

throughout by an appraved, supervised automatic
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9.6, or an approved, supervised automalic
sprinkler systemn [n accordance with Seclion 9.7,
and where permitiad in Chaplers 12 through 42,
provided thal the following criteria ara mel.

(a) Tha doors shall unlock upon actuation of an
approved, supervised automatic sprinkler system
in accordance wilh Section 9.7 or upen tha
actuation of any heat detector or activation of not
mare than two smoke detactors of an approved,
supervised aulomalic fire deteclion system in
accordance with Saction 8.8,

{b} The doora shall unlock upan loss of power
controlling the lock or locking mechanism,

{c) An irrsversible procass shall release the lock
within 15 seconds upon application of a force to
the release device required In 7.2.1.5.4 thet shall
nol ba required to exceed 15 Ibf (87 N) nor be
requirad to be continuously applied for more than
3 seconds. The initiation of the release process
shall activate an audible signal in the vicinily of
the door. Onca the door lock has been released
by the application of force to the releasing devicea,
relocking shall be by manual means only.

(d)* On the door adjacent to the release davice,
thera shall be a readily visitle, durable sign in
lefters not Jass than 1 In. (2.5 cm) high and not
laas than 1/8 in. (0.3 cm) in stroka widthon a
contrasting background 1hat reads as follows:

PUSH UNTIL ALARM SOUNDS
DOOR CAN BE OPENED IN 15 SECONDS

Excaplion: Where approved by the autharity
having jurisdiction, a delay nol exceeding 30
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