}

i hl JAN -8 2006 |

PRINTED: 121182016

DEPARTMENT OF HEALTH AND HUMAN SERVICES ; '] FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID EERVICES 1 | I | 8 NO 0930 ,
STATEMENT OF DEFICInNCIES {X1) PROVIDERISUPPLIERICLLA Q) MULTIPLE CONSTAUGTIDH | {%3) DATE BURVEY
AHD PLAH DF CORREGTION IDENTIFICATION HUMDER: KTAILOING =, h | COMPMLETED
L 185066 B.WING §2003/2016
HAME OF PROVIDER OR SUPPLIER BIREETAUDRESS, CITY, STATE, 2IP CODE
308 WEBT MAPLE AVENUE
CHRISTIAN CARE CENTER OF LANCASTER LANCASTER,KY 40444
) iD SUMIARY STATEMENT OF DEFICIEHCIED D PROVIOER'S PLAN OF CORRECTION {EACH 5
PHEFIX {EACHDEFICIENCY tAUST BE PRECEDED DY FULL PREFDX CORRECTIVE ACTION SHOULD OE CRO3S- cavaETol
REGULATORY ORLAG IDENTIFYING [RFORLATION) TAQ REFERENCED TO THEAPPROPIATE bAIE
DEFICIENCY)
F000| INITIAL COMMENTS F 000! Preparation andfor execullon of this Plan of
Correction does nol constitute an admisslon or
A slandard healllh survey was conductsd on agreement by Clirlstlan Care Center of Lancaster
14/30-1210316, Oeficlent praclice was idonliied of tha truth of the facts alleged or concluslans set
vith the highost scope and sevarlly al "E" lavel. forth In the statement of deficlenctes. Christian
242 483.15(b) SELF-DETERMINATION- RIGHT TO Care Center of lancasier files this Plan of
58=E| M At.(li CHOICES Correction solely because It Is requlred to do 50
for continued state llcensure as a health care
The residsnt has the right lo clioose activities, :;:;:‘:::’nl h:';gf:a‘; . ;:ros r::r:.“d‘?::of:dn:: d::l::
schedules, and health cara consisient with his or nat adnilt that eny deficlency existed prlor to, at
her Interesis, assassments, end plans of caro; the thme of, or afler the survey, The faclity
Interact vilh membara of the communlly bath reserves all rlghts to contast the survey {indings
inalde and olisida the faclity; end meke cholces theough Informal dispute resolution, formol
aboul aspests of his or her lifs In the facliity thal oppeal and any othar applicable legal or
are sigalficant to the resldent. adminlstrative  proceedings. This Plan of
Correction should not be taken as establishing
any standard of care, and the fackity submits thal
This REQUIREMENT I8 nol mot &s evidenced the aclions taken by or In response 1o the survey
by: findings far exceed the stendard of care. This t
Based on obsarvalion, Intarview, racord review, document Is not latended to walve any defense,
and review of facllily policy, it was delermined the legal or equitable, In administrative, civil or !
facllily fallad to atlord lha right to choose criminal proceadings.
schedules, cansistent wilh his or her inlaresls, Cortectiva Actions for Tarealad Resldants
assesamenis, and plans of care and make E242|
cholcas about aspects of hia or her life In the Mesidents WA ond 113 and Resident A wera
facllily that ers slgnificant for hvo (2) of aighteen Interviewed Ly the Adminlstzative Staff on
{18} sampled residents (Resident #4 and 12/8/15 to Inquire of Resldents’ preferances of
Residont #13} end ona (1} unsampled rasidenl dally getting up time os well us whera they prefer
{Resident A). Resident iid, Residant #13, and 1o spend the morning. Results of these Inerviews
Resident Awere not alfordad tha epparlunily o ware communicated to the Director of Nursing
choosa when they got up in the moraing or where for front-ine staff asslgnments to Include
they spent the motning. rasldents’ wake up/get up Umes, per the
rosidents’ preferences, and whera tho residents
‘The findlngs Include: would like to spend the morning. Results from
these Interviews will be documented on the
Review of the facilly’s policy Wiled "Reatdonl Nurse’s Alde Care Plon [Kardex) lo ensure
Righls,” dalod 02109, revenlad the faciiity mast residents’ cholces are honorad.
pramole care for residents in a manner and in on
environment that promotes maintanance or
Continued

LABORATORY UIRECTORS OR PROVIDERISUPPLIER REPRESENTATINES SIONATURE TIFLE

Any dnllﬁancy slalemerit ending ﬁ&eﬂm‘) denotas a deficiency which tha Insikution may ko oxcusod fiom corracting providing U1y determinod dhat

oihsr eofaguords provide sulficlent prolection to the palanis.{Sea Inelructions,) Excopd for nursing homes, tho Mndings sislsd shove are disclosnbia 00 doys
foliowing tha dals of survoy whelhoror ol a pisa ol carreclion s provided. For ntiesing homas, the sbove findings end plans of corracllonare discloyabio 14

|/XJ/26IP

days {olkwin Lhe date theso documande are medo avallablelo the Inclily. I defcienclon aiw ciéd, sn App d plan of Gon Is requisiloto continued
progrom paiicpation.

—_—_—
FORM CMS-2052(02-09) Previouy Versions Obiolite Evant 1D:IHSEN Fadily 1D 109719

/872018 1




PRINTED; 12/18/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES I'OfIM APPROVED
CENTERS FOR MEDICARE & WEDICAID SERVICES OMB NO_0838.0391
STATEMENT OF DEFICIENCIGS {X1} PROVIOERISUPPLIERIOLIA {X3) MULTIPLE CONSTRUCTION (X3} DATE SUAVEY
AND PLAY OF 0ORRECTION IDERTIFICATION NUMBER: A SULOWNG COLPLRTROD
195065 BlyvRHO 120032016
HAMG OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODR
108 WEST MAPLE AVEHUR
CHRISTIAN CARE CENTER OF LANCASTER LANCASTERKY 40444
Ao BUINAARY STATEMENT OF CEFICIENOIES 10 PROVIDER'S FLAN OF CORREQTION {EAOH s
PREFIX [EACH DEFICIENGY MUST BE PRECEOED BY FULL PREFIX CORREGTIVEACTION S8HOULO BEOROES. couPLENGN
TAQ REOULATORY OR LSC [DERYIFYING MIFORMATION) TAG REFERENGED TO THE APPROFRIATE L1
DEFICIBNGY)
F 242
Continued . F243 41 ond group education for Nursing Stafl on
anhancemanl of each residant’s qualily of life and duty was initiated on 12/3/15 by the Execulive
sall-determination and padicipalion. The rasldanl Orector Tegarding the tmportance of honorlig
has tho dght to choosa aclivilles, schadules, and residents’ cholces of aspects of his or her life that
heallth care conslstenl with his or har interests, are significant to the resident, to Include the
assossmenls, ahd plana of care, restdents’ preferences for woke up/gel up times
' and where residents would prefer to spend the
Obsesvalion on 12/0215 sl 6:00AM revesled morning.
twelve (12) sesidenta were obgarved In (he Moin
Dining Room Including Residenl #4, Residant cation of O sllent: otentlal
#53, and Resldant A, Resldent #i4 was silllng ot & to be Affectod
table In a wheelchalk facing a wall. Resldent #13
was eliting In 8 whaslchalr al anolher table acsoss Current resddents have the potentlal to be
the room facing 2 wall sfumpsd over wilh hisfer affected by ihis praclice, Interviews were
heat bobbing up and down and wilh hisfer eyes conducted with faclllty Residents/Responsible

Party by Administrative Staff beginning 12/8/15
1o Inquire of restdents' preferances of dally pet
up tine a5 well as where the residenls waudd like
to spend the morning. Theso Inteiviews will be
complated by 12/24/15 by Adminlsirative Staff.
Results of thase Interviews will be commwunicated
to the Director of Nursing for front-line stalf

closed. Resident Awas at the same lable bealdo
Residenti13 wilh hisher ayes closed.

Revlew of Res!dent #4's medical recerd revealad
the faclbly admRied the resident on 07/08/15 with
dlegnosos of Bactaremla, Lower UTI,

Dshydrallon, Acula Kidney Injury, Fever, A
Seplsl‘camln and Alzhelm:i:'sn’l)znenlla. Reviow pssignments 1o Include residants’ wake up/get up
of lhe lnlllai Minimum Dala Set (MDS) Umes, as well as where the residents would llke
assessmeni daled 07/16/15, ravesied the Il:lcr,\?l:\:; ::";I :;:omh;:‘ dzi’u"r{::n:;:mo;hfﬁ
;::;::::,ﬁcﬁa:,%::z:lc;:::[:f;:“ #f:mb;u"“ AL Nurse's Alde Care Plan {Kardex}, A list of these
interviowable, The facillly has nssessed Resident preef: r:nceshwlll e
3 the DON.
#4's dally preferences as badime being e
somewhal imporanl. Residenl #4's aclivily Systemotic Chonges

profarencas wera as foliows: dolng things with
groups of paople, going outside, music, news,
reading, enlmals, and panlcipating In religlous
aatvices or practices.

During the Admisslon Process, the Soclal Service
Diractor will Interview the resident regarding
cholces significant to the resident, to include
time of getiing up dally and where the resident

Intorview with Residont #4 on 12/02/16 al 10:25 prelers 1o spend the morning,

AM roveafed (ha SRNAs gel the resldant up

sround 5:00AM avery morning, The rastdanl
sald somallmas he/she doasn't want {o gel up
the! early bt biesshe fefl ke he/she hed to Continued
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F 242 |Continued
becnuse sialf kept asking.

Revievs of Resident #13's madical record
revealad lhe facllity admilied the resident on
00131106 with diognosos of "Acute Kidney Injury
Prerenal, Concetn of Renal Vascular insulf, UTI,
HTN, Osteoartiullls, COFD, GERD, CKD Stage
V, Breast CAln the pasl, petipheral nauropathy,
advencing Demenlla, anemla SEC lo CHR
Kidney DZ, slp mastectomy.” Reviaw of the
annual Minlmum Dala Sel {MDS) assessmenl
daled 02/12/15, rovealed the raskient's dally
dacislon-making capabililles viare intact which
indloated Resldent #13 was Inlerviewable. The
faciBly assessed Residen! #12's dally preferencea
as choosing own bedlima as belng somewhat
important. Reskenl #13's aclivity prelerencas
ware as follows: going oulaide, musle, news,
reading, and snimals,

ntarviavs wilh Resldent #13 on 12/02115 al &:16
AM reveslad stalfl gals himshoer up avery morning
ol 5:00AM. Resiient #13 sald (hal he/she has
told staff in tha past thel he/she did not want fe
et up Lul slaff got him/er up anyway. The
raaldent sald that ho/she had fold etaff this
moerning hefshe did not want lo gel up because of
having pnaumonla end feoling really bad bul they
got hinvher up spyway.

Revlew of Reskient A's Briaf Intorviow for Menlal
Stalus (BIMS) masessment revealed the rasldent
scorad a 13 which meant (he resident waa
copnillvely {nfact and could bs Interviewed.

Interview with Residant A on $2/02/15 at 8:26 AM
teveaiad he/sha did not wanl to gat up eary (his
moraing and hed told The slell but sleff must have
Ihought "l was Just playing. 1gol up anyway."

F 242 Durlng the Quarterly MDS Assassment and/for

Querterly  Cere  Plan Meselings, the
Resident/Rosponsible Party will be asked by the
Interdisciplinary Team If there are any changes In
the resident’s cholces about aspecis of Wisfher
lite that are significant to them, \o Include the
time o get up dally and where the resident
prefers to spoud the moraing. The Director of
Nursing will update preference resulls from these
meelings for communication to the front-line
staif to refleck residents’ preferences significant
to them.

A Mandatory Staff Meeting was held by the
Executive Director for Facility Staff on 12/10/15
regarding the importance of honoring residents’
cholces of aspects of his or her Nife that are
significant to tha rasident, to Include the
residents’ preferences for dally wake up time and
whare the residents prefer to spend the morning.
This In-service wilt be repeated by the Executlve
Direclor on 1/14/16 to ensure Facllity Staff Is
educated, Newdy-hired Factily Stalf will be
educated by the Soclal Services Dirgctor durag
thelr otlentation perlod regarding the Importance
of honoring resldents’ cholces of aspects of his ar
her life that are significant ta the resident, to
Include the tesidents’ proferences for datly vwake
up times and where the rasldent prefers to spend
the mornlng.

Mewltoring

A monthly audit wil be conducted hy the
Director of Nursing by Interviewing resldents as
to thelr cholces of aspects of his or her Hfe that
are slgalficant to the resldent, lo Include the
restdents’ preferences for wake up/gal up times
and where rasidents would prefer to spend the
moring. The residents’ preferences will be
comparad to tie Information the facitity already
has for the residonts’ preferances to ensure

rastdent cholces are honored.
Caontinued
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" F 242| Continued

According Lo Resldent A, stalf roullnely get
residents up early and tokes them lo the dining
1oom whare most of the residonts sfepl.

Interviav: with Cartilled Medication Alde (CMA) #2
on 12/03/15 ravealad she knows {he Nurse Aldes
geal residents up around 5:00AM. Acconding to
CMA 112, she did not know why Lhey (Nurse
Aldas) gol residenls up thal early, The CMA
slaled Ihe Nurse Aldes usually teke lhe residents
to the dining rotm and she (CMA#2) vionded thal
a rasidont was golng lo fali out of a chelr end slalf
would not be around 1o see them. CMA 812 sald
she had sean rasldants In the dinlng room fall
forvsard becauss they are so sleepy, The CMA
sald she thought It was mostly for convenlance
because tho Nuree Aldos are so busy In the
mornings gelling averyone ready for breskfast.

Interviavs with Slale Reglslerad Nurso Alde (SRNA)
{13 on 12i03/15 af 3:08 PM revealed sopielimos
she would slart her shilt at 3:00AM. SRNA #3
slaled shn woukl gst realdenls up around 8:00AM
and lzke niost of them lo tho Dining Reom. SRNA
#3 geld somalimes the rasldenis do not want fo go
and she onoouraged them to go. The faclily has a
tist of who lhe SRNAs ara lo gel up every moraing.
The SRNA sald a ot of times residents fall asleap
In the dining reom bul nighl shift nikses gel mad I
you tio not get tham up. According lo the SRNA,
ghe fall iike Licansed Praclical Nurse {LPN} #2
teally pushad the SRNAs lo get residenis up early.
The SRNA said If the Nuree Aldas did nol gel the
tesidents up, Ihe LPN gels “ticked" and lhe
SRNAs fear They woull be fn (roulde; SRNA W3
works & splll shift somethnes,

Interviews with Slale Raglsteret Nuise Alde #4 on

F242| The resvits of this audil will be presented by the
0ON to the monthly Quallty Assurmance
Performance Improvement Committee for review
and recommendations until destrad threshold of
100% compllance Is mat for 3 consecutive
months; then quarterly. The QAPl Coramlilee
consists of The Quality Assurance Performance
improvement (QAPI} Committes consists of the
Exccutive Director, Medical Director, Direclor of
Nurstng, Asst. Dlrector of Nursing, Dlelary
Manager, Housakeeplng Supervisor, Medical
fecards Coordinator, Sochal Services Director,
Activitles Direclor, Business Offlce Manager,

Human Resources Mgznoger,
Director and Ralb Manager
Coordinatar.

Maintenance

and MDS
1/15f16
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Conltnued

12103115 at 5:20 PM revealod she wotks night
shifl and usually starls essisling residenls to gel
up around 5:00AM. The facliily hes alis] of
resldents who stalf agalsts up and some
residants wit alt in the dining reom for hvo to
lhrae hours belare breakfast Is sarved around
8:00AM. SRNA 114 sald she had sean residenis
fall asfeep in he dinlng room. According lo
SRNA 24, the Director of Nursing complied the
list of rasidents who Ihe SRNAs oare to assist up
early Intho AM,

Interview with Licansad Practical Nurse (LPN) #2
on 12/03/15 al 5:28 PM ravealed SRNAs slarl
galting resldents up around 6:00AM and some
restdents wanled to gl up earller. LPN #2 sald
the offica ganeraled a fst of rasidenls elaff was to
gal up. According lo LPN #2, staff encouragad
yesidents lo got up bul did not force them to gel
up. The LPN sald mos{ of the rosidents "get used
to [ The LPN sald she did not Ihink i wes
apptopriale for a roaldent to sit in the dintag room
{rom 5:00AM Uil 5:00AM belore racelving a iray.
£PN #2 sald ahe understood thal Is a long tima to
alt there and “most of them don't have thelr right
mind.”

Interviaw with the Director of Nurging {DON) an
12103116 at 7:24 PM revealsd nigh staff usually
gets sone of the residants up al 6:00AM as
soma of the residsnls go lo bad toally eally and
wanl lo gel up early. Tha DON sald she did not
know vihoere "the list" of rasidenls 1o get up eatly
came from bul nurses are to assess reafdents
upon admission for thelr prefarred wake-up
{imesigel-up limos., The DON sald SRNAs
shonld nol get rasktents up If they do not want o
get up, According lo the DON, she was 1ot
aware ihal sialf wes gelling residents up when
they did not want to got up.

F242
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FF 248 | 483.15{1) (1) ACTWITIES MEET F248 e ¢
§8=E| INTERESTS/NEEDS OF EACH RES
Rasidents 4 and #13 were added lo the 1:1
. The faclity musl provide for an ongolnp program Activitfes Program on 12/3/15 by the Activities
of aclivilles designed to mael, in accordance wilh Dlrector, Resldent 4 and Rasident 113 vl recelve
1ho comprehenaive assessient, the litoresls and an Activitles Program with 1:1 activities hree
the physical, mental, and psychosocial wall-being times a week to meet hisfher individual needs of
of each realdent. belng visually Impalced. A nolse amplifylng devico
was ordered for Resident #15 on 12/4f15 by the
Acliilles Director, HResldent H15 Is belng
_ encouraged 1o particpate in Activities by the
This REQUIREMENT s nof mal as L Activitles Staff and Is seated near the aclivly to
The fachily falled o provide an ongoing program Z:S;it :':;c:e’ltf at i hearlng whan the resklent
of acliviles designed lo meel tha physical, participa
mentel, and psychosocialwell-belng of (hree (3) ] [a] asldans w
of elghtesn {18} sampled resifants {Residenl ¥4, tobe Alfectad
Resident #1413, and Resident #16). The facllity
falled (o consider Resident #4 snd Resident #13's Eum:nt testdents hava the potentlal to be affected
y (s praclice. Beglnning 12/7/15, facliity
: poor vislon when planning and provicing residonts’ inltfal comprehensive assessmenls are
acliviles, The facliity falled to provide acliviies belng reviawed by the Activity S1aff to ensure the
for Resident #15 with previsions made for the current Aclivity Program for each rasidant
residenl's hearlng loss, matches these assessments, This review will focus
on providing an Acllvitles Program for residents
The flindings Include: with vislon or hearing loss. The Activitles Director
was counseled on 12/9/15 by the Exocutive
Review of the facillty's policy filed, “Resident Direclor regarding the need far providing an
Activities,” which contalned a revislon dale of ongoing program of activitles designed to meet, In
Dacember 2013, revealed Individual achvillos accorifance with the comprehensive assessment,
would be provided for residents because all the Intcrasts and the physical, mental, and
rosidonts hiave n nead for personal Idenlily, and psychosoclal well-belng of each resldent, with
hecause some wore Unabie to participatain focus on the hearlng and viston impaeired.
group ectivity. Howevar, the policy did nol stematle
addiess developing aclivilias for residents with
. hearing or vision Impalrment. During the Quarterly MDS Assessment andfor the
Quartarly Care  Flan  Meellngs, the
1. Revlew of Resldant fid's medical racord ltesldent/Responsibie Party will be asked by the
rovealed the facillly admillsd the reskdent on Interdiscipiinary Teom If there are any changes in
tha resident’s activily preferences, 1o Include 1:1
activitles or special activity neads such as for
hearlng and vislon Impalred residents,
Continued
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F 2481 Confinued F248{ The Activitles Blrector wil update the resident’s

07/08/46 with disgnosos of Becleremle, Lower
Uslnary Trael infaction, Dehydration, Acule
Kidney Injury, Fever, Septicemia, and Alzhelmar's
Dementia. Revisw of the Intisl Minimum Dala
Sel (MDS) assessmenl daled 07/15115, revealad
tho-resident’s dally docislon-making capabiiiiles
ware inlaot which indicated Residenl #4 was
Interviewnble, The resldent’s vision was
assassed a3 moderalely Impaired. Reslident #d's
aclivity praferences were as follows: dolng things
with groups of pacple, going outside, music,
news, reading, ankmals, end paiticipaling in
raliglous savices orpractices. The activiiies
patiicipation log had (he follewing aclivilies listed
as sitended by Resldent #4: Blngo on 10102116
end 11/09/18; Games on 10122115; Group
Discusalon on 09/01/16, 10/0115, end 10/08/16;
One on One on 09103115, 09109115, 09114115,
14109415, 1113116, and 11117116,

Observalilon of Resident #4 on 12102115, at 10:25
AM, revealed the resident was observed lo ba
sliing on lhe slde of lhe bed with a somber
axprosslon,

Interviaw with Resident #4 on §2{02/16 at 10:25
AM revealsd he/she enjoyed having the Bible
reud Lo himvher or reading & Inege-print Blbla,
The rasident staled hefshe had difftcully with
hisfer vislon and had very lillle o do to keep
himihiee occupled and fall depressad. Resldent
iﬂtl also staled ho/she would love someona to visit
with hinvher. The resident revealed he/she was
not aware of what acllvitles ware providedIn the
facility. Resident #4 staled siaff ciid not provide
ons 1o ono aclivilles with himvher and he/shs
vsould fove for slall o come In hisher reom shd

vislt. The rosidenl etated hefahe did nol attend
any group aclivily due o hisher vision

Activity Program according to preference results
from these meetlngs/MOS  Assessmant  to
ensure resident’s preferences/necds are mel
and currant, with focus on the hearing and
visually Impalied rosidents. Facliily Staff,
tncluding Admialstrative Staff and Activity Staff,
was educated on 12/10/15 by the Exaecutive
Direclor regarding the need for providing on
ongoing prograin of activilies designed to meal,
in accordance wih the comprehensive
pssessment, the Interests and lha physical,
mentaf, and psychosoclal welk-being of each
resident, with focus on residenls who are
heating andfor visually Impalred. This in-service
will be repeated on 1/14/16 by the Exacutlve
Dlrector to ensure Facility Staff Is educated.
Newly-hired Activities Staff will be educaled by
the Activities Director during thelr orlentation
peddod regarding the neoad for providing an
ongoing program of oclivitles deslgned to meat,
In accordence with the comprehensive
assassment, the Interests and the physlcal,
mental, and psychasocial well-being of each
resident, with focus on residents who are
hearing and/or visually Impaired.

Monlloring

Acilvitles Director will conduct a monthly audit
to ehsure residents’ Aclivily Program remaing
appropriate for meeting the Individua! resident’s
needs and preferences. Aciivilies Director will
report the facliity residents’ general planned
attivities, modified activittes, or spectal Activities
frogram 1o the monthly Qualily Assursnce
Porformance  lmprovement  Commlltee  for
review and recommendations to ensure the
facllly 1s providing an ongoing program of
aclivitles deslgned to meet, In occordance with
the comprehensive assessmont, the Interesls
and tho physical, mental, and psychosoclal well.
heing of each vesident.
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2. Revisy of Resident #13's madical record
ravanted Lhe facility edmlited the resldent on
08/31/06 wilh dlagnoges that inchuded Stage IV
Braas| Cancar, Damanlla, apd Chronic Kidney
Disease. Rsview of lha annual Minknum Data
Set (MDS) assessment daled 0211216, reveeisd
the rasidenl’s dally decisfon-making capabllities
were [nlsct which Indlcaled Resldent #13 was
Intetviewabla, Tha MDS also revesled the
resldent had moderalaly Impaired vision. The
faciilly assessed Resident #13's activily
profarances as follows: golng outslde, music,
news, reading, and animals. Review of Resaldont
#13's aciivity paiticipation log dated November
2015, tevealad slall had enly read to Resident
113 lwo fimes, (he residant allended Bingo one
time, altsndad three roligious services, atlanded
one refigious siudy, and sight group discussions.
Roview of Resident #13's cars plan daled
0212015, revaaled no inlerventions had been
developed to address Resident #13's vislon
Impalnnent and activiiies,

Observalion of Resident #13 on 12/02/16 at G:16
AM revealod the residanl was cbserved o be
sitling In a whaalchalr In lhe dlnlng room awalling
hisihsr breakfast. The resident was observad fo
have n aombaor exproasion.

Interview \with Resldent #13 on 12/02/15 ot 6:16
AM revealed helshe did net have aclivilles to kaep
hinvier accupled. Tha resident staled he/she had
dilfoully vilth hisiher vision and the fachily did not
have aclivities devalopad vith consideralion of
Iiisiher vistonloss. Resldent 113 statad he/she
would lave for stail o read 1o him/her or to visil

Improvement {QAP) Committee consists of the
Execulive Director, Medicol Director, Director of
Nursing, Asst. Diractor of Nursing, Oletary
Manager, Housekeeplng Supervisor, Medical
Records Coordinator, Soclal Services Diractor,
Actlvitles Olrector, Business Office Manager,

Human Resources Manager, Maintenance
Director and Rehalh Manager and MODS
Coordinator,

I\vllh himher. Tho resident

1/15/16
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staled stall rarely read lo or visited with him/her,
and bacause he/sho lad diificuily sealnp, helsha
slayed borsd and depressad. The resident atalod
hofshe parlicipatatl In Bingo, games, and cliursh
sevicas at{imes.

3. Review of Realdant #15's madical record
tavaalad the facllly admilted {he residont on
10/27/43, with dlagnoses thal Incluted
Deprassion, Oateceithillis, and Peripheral
Vascular Disease.

Review of an annual Minimum Dala Sel (MDS)
assessmant completed by the facliity for Residenl
#16 daled 09/09/15, revealad the faclilly
assessed lho resident lo hava a Briaf Interview
for Mental Stalus (SIMS) scora of 14 which
Indicated the resident wan indepandent wilh
declsion-making and therefora Interviewable,

The MDS also revealad the facliily had assessed
fhe tesident's particlpation In religious services or
praclices lo be of some Importance to himier.
Review of the activitles parflelpation loy for
Resldent #115 dated Movamber 2046 rovesled fhe
tesident parlicipalad in Blngo Iwice and one to
ona visils with slalf efght fimes during the month,

Observailon of Residenl #15 on 14130/ 5 al 7:00
PM reveated tha resident wos cbsarved (o be up
In a rectiner with the {slavision voluma up vory
loud. The rasidant vas observed lo lower the
voluma and the surveyor had o speak extramely
loud for ha tesklant o hesr,

Intorview conducled with Reslident #15 on
12/03716, at 1:00PM, revaaled hefshe had
slopped golng to Sunday school et the facility
approximalely ond year ago because holshoe
coutd not hear well, Resldenti#15 reveatad

F 248
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hoishe had boon an pelive member of hisMer church
prior To the restdenl coming lo five nt the facllily and
missed hismer mvelvement In churchl. Residont #156
revaaled hafshe hed lold slelf el tho facllly ho/she
had diificully hearing.

Inlanviavr conducled with Resldant #{5's famlily
maember on 1210316 al 8:00 PM revealed she had
told facllly slafi Reeldant #15 had difficully heatlng
and they neodad o lalk lo the resident in hisfher
tight ear. The (emMy momber alaled Rasidenl #18
had hearing ¢ificully for approximately lon ycars and
liad hearing alds but ihe rasldant tafusad lo woar
them. The famiy member slaled Resident #15 had
bean vary Involved inchurch aclivilles piot to caming o the
factilly and fall Residanl #15 did not hava enough
acthilles and wished hefshe hed mase lo do.

Interview conducled with the Aclivily Direclor on
12/2315 01 6:05PM ravealed she was responsible for
coniplaling the assessments for Resldenl #4, Resident
#13, ond Rasidanl #1{6 rolated to tha recldents’
aclivily Inleresis. The Aclivily Direclor ravealed she
foH Rostdont #4 end Rasident #13 had enough
acilvities and was unawara bolh resldenis wanled
more fime wilh stail vielling and reading lo them. Tha
Aclivily Diroclor sloled ahie was unaware Resldent 24
ond Residenl #13 had vislon difficully. The Activily
Direclor slated Reslant #18 vas nol very lnlecasted in
church activilies, and had never lofd her why he/sho hed
slopped allonding Sunday achool. Tho Aclivily
Dlractor also stated she did recall Realdsn! ¥16%s
fomnlly member reporiing 1o slaff In & cara plan
meeling thal iha residapl had dilftcully hearing bul
sho was unawe of the dala of the mesling.

Inlervievs conducled with the Admintslrator on
12100115 al 0:16 PM revealed If & residant had
fearing or vision problems, aclivities should ba
|geered laward them snd adjusiments made to meet
Iha resldenl’s negds. The Adminisiralor sieled sha
had no! [denlifled any concams with residents not
receliving enough aclivillas or aclivitiea nol being
Iadluulled for sesidents wiih vision or hearing
almment,

Fadq

-]
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§5=0] ACCURACY/COORDINATION/CERTIFIED fesident #15's DS was madified on 13/3/15 by
the MOS Assessmant Nursa Coordinator to
The assessmenl must accuralely reflecl the reflect Resldent {i15°s hearing loss. Resident
residont's slalus. 115's care plan wes updated by the MDS
Assessment Nurse Coordinator on 12/3/15 to
A registered nuise must conduct of coordinale reflect Resident #15's hearing loss. Nesident
each agsessmenl villh the spproprlate #15's primary physiclan was notified by the
patlicipalion of heallh professionals, Charge Nurse on 12/3/15 regarding Resident
115's patemtlal hearing loss, Orders for a nolse
A registered nuise must slgn and certlfy thal the omplifying device were recelved for Resident H15
assessient Is complsled. and orderad by {he Actlvitics Director.
] {dents with Poleptial
Each Individual who compleles a portlon of the 10 be Affacted
:;;‘;::::::t;‘ﬁ: :lgg:ﬂ:::'::{llfy LI Lo ALY Residents with hearing loss have the potenilal to
be affected by this praclice. Beginning 12/3/15,
Under Modicars and Madicald, an individual who currenl: lm!f‘denlls "7 e :"’ '";e“"e"‘;" for
willfully and knowingly corlifles a malerial and polentlal hearlng foss by the MDS/PPS
false staternent in a resldent assessment le Relmbursement Clinictan & MDS Assessment
furse Coordinalor, These Inlorviews will be
subject to o civll money panally of nol more than completed by 1/14/16. Any residenls found with
$1,000 for each essessment; of an Individol wha hearing loss not coded on tha MDS during thesa
willfulty and knowingly causes another Individual Interviews will have thelr MDS medifled and the
to carlify a maleilal and false statement In a care plan updsted to reflect the resldent’s
resident nssessment Is subject 1o a civll monay learing loss by the MDS Coordinator. Resldent’s
panally of nol more then $5,000 for each piimary ghysiclan will be Immediately notfied of
agsecoment, these findings by the Charge Nurse.
Clinical disagreement doas nol constilute o Systemalic Clignges
malerial and false statament. Durlng the Quarterly MDS Assessment and
Quarterly Care Plan Meeting, the MDS Nurses
are lo Inquire from the Resident/Responsibla
Party of any potentlal hearing Joss and code the
MDS and update tha cara plan from the results of
this Interview. The restdenl’s primary physlcian
will be notifled for follow-up should any
vnaddressed hearing foss be discovered during
these Interviews.
Contlnued
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F 278 | Continued F278] education for Nursing Staff, including the MDS
Nurses, was condected on 12/10/15 by the
Excculive Blreclor regarding the need for nurses
This REQUIREMENT s nol mel & evidenced to nollfy the resident's primary physictan should
by: they become aware of a resident’s unaddressed
Baset on olservation, Intarvievs, racord raviow, hearing loss.Education also Includes the need to
and roview of facillly pelicy il was delermined the place this information on the 24-hour Repont for
facility falled lo complale & Minlmum Data Sel communication to  Administrotive Steff far
{MD5) assesemant lo nccuralaly raflacl one (1) of appropelate follow-up assossmants end carg
elghlsen (18) samplad residents’ (Rosldont #15) planning for these rasidents. This In-servica will
. slatus. Roview of Resldent #16's MDS revealad be repeated on 1/14/16 by the Execullve Director
ihe facillly had assessed ihe resldent (o have no to ensure Nursing Stalf Is educated. Newly-hired
difficulty In hearing. Howevar, ohservallona and Nursing stalf, Including MOS Nurses, vall be
Interviaws revealed Residen! #15 had difficulty educated by the Assistant Olrector of Nursing
hearing, regarding the need for nurses to notify the
resldent’s primary physiclan should they bacome
9 aware of en unaddressed hearing loss and report
LU I these findings to the Administeative Staff.
Intarview with the Direcior of Nursing {DON) on Monloring
12/03M86, at 7:26PM, revealed tho faclily follows
lhe Resident Assassment Inslrument (RAI) au':::“:‘;zu’:l"z‘;;“:':: d:f:;:':‘e'i :,1 n;h;::?:
x:::;?’:: Sﬁ:';ﬁ{;g:;mmuﬂg for the ensure accurate coding of the MDS is completed;
) as wrell as accurate documentation on the care
Ravisw of Realdent #95's madleal focord ::‘ann ;eesardlns hearlng Issues, Results of this audit
presepted by the MDS Nurses to the
. revealed Uhe faclity admilled {he resident on monlhly Quallty Assurance  Performance
10/27/13, villh dlagnoses that Included Improvement Commilten for review and
Deprogsion and Peripheral Vascular Dlsgase. recommendations untll desired thrashold of 100%
compllance Is met for 3 conseculive months; then
Reviaw of an annual Mininum Data Set (MDS) quarierly, The Quality Assurance Performance
assassmant for Resident #15 dated 00/09H 6, improvement [QAFI} Committee consists of the
revealad tha faclily had asssssed the resldenl to Execulive Directar, Medlcal Director, Direclor of
have a Brlef Inlervisw for Menla! Slalus (SIMS) Nursing, Asst. Direclor of Nursing, Oletary
score of 44 which Indicaled the residant was Manager, Housekeeplng Supervisor, Medical
Indspendant with declslon-making and therefore Records Coordinator, Soclal Services Dlrector,
Interviswabie, The MDS ravezlad the faclily had Activitles Dlrector, Bustness Office Manager,
assassed Residanl #15 to have no diifculty with Human  Resources Manager, Malntenance
|hearing. Director and Rehab Moansger and MODS
Coordinator, 1/15/16
FORM CIMS-2667{02-#1) PreviousVarslans Obaclele Event ID:AHE54Y Fatlhy 10+ 100110
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Obsarvation of Rasldent #15 on 11130115, &t 7:00
PM, revealsd the esident was observed lo be up
ina racliner with the televislon volume up vary
lowd, ‘The residant was observed lo lower the
volume and ihe surveyor hed to speak extremely
loud for ihe resldant (o hear.

Intarview conductad with Resldent #16 on
12/03/16, al 1:00PM, tevealsd hefsha had
expeilencad hearing difflcully for sbout ten yaars
and had lold facillly staff. The reskisnl staled
hafshe had hearing alds but dId net wear tham.

Interview with the MOS Coordinater on 12/03/186,
al 6:30 PM, revealsd she was not aware Resldant
{445 had any hearng locs, end if Resident #15
had henlng loss It should have been coded as
such on the D8, The MDS Cacrdinalor staled
shewas responsible for assassling and

completing the MDS for Residen) #46.

Interview conducled wilh the DON on 12/0315, at
7:25PM, reveaiod she reviewsd MDS
assessmanis only if lhe MDS Coordinalor was
not hare. The DON stated stie had not Idantiiled
any concams with MOS nccuracy In the facility.
483.20{d), 483.20() (1) DEVELOP
COMPREHENSIVE CARE PLANG

A facliily must vas Lhe rosulls of lhe assessment
{0 davelop, reviaw and revise the resident’s
comprehensiva plan of care.

The facitilymust devalop = comprohonslve care
plan for each residont that Includes measurable
objeclives and {imetebles to mest 8 resident's
inadioal, nursing, and mantal and payohososlal
needs Ihat are Idenlied In the comprehansivo

Fa78,

F 270|

v ons for Ta)
Restdent 115" MBS was madified an 12/3/15 by
the MDS Assassmant Nurse Coordinator to refiect
Resident i135's hearlng loss. Resldent H15's cary
plan was updated by the MBS Assessment Nurse
Coordinator on 12/3/15 1o reflect Resident #15's
hearing loss, Resldent H1S's primary physielan
was notified by the Chagge Nurse on 12/3/15
regarding fesident 115's potential hearing loss,
Ordars for a nolse amplifying device were
voceived for Mesident §1S and ordered by \he
Activities Director.
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The care plan mustdescribs he services thal ere
{o bs furnished to allain or melntaln the resldent's
highest praciiceble physical, mental, and
psychosocial vell-balng as required under
§483.26; and any services lhal viould olhervise
be required under §402.25 but are nol provided
dun lo the tesidenl's exerclse of righls under
§483.10, Including the right lo reluse trentnent
under §483.10 (b){4).

This REQUIREMENT Ia nol mel as svidenced
by:

Basad on ohservallon, literview, record reviovs,
and (acllly poficy review, the [acllty failed to
devalop a comprahansive plan of care for one (1)
of aighteon {18) sampled residonts (Resldent
#116) related lo hearing loss. Raview of the
coprehensive plan of cere for Resldent #16
rovealad no Intervenitonahad been developetl to
address the resident's hearing Impalement,

The findings Inctude:

Raview of a facllily pollcy Uilad, "Care Plens,” with
a revision date of July 2014, revealed a
proliminary and comprahenaive plan of cars
would ke developed Lhat Included measurable
objuctives and limetebles io meel tha resldent'a
medlcal, mental, rocreational, sphitual, and
peychosoclal noeds. The comprehensive cara
plan would be developed for each fasident using
an Interdlaciplinary teain n cooperation with the
resldanl and histher family or reprecentative,

Reviaw of the medical record for Rosident #15
revaaled the faclily edmitled the rosidonl on

(K40 SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION [BACH ny
PREPIX [EACH DEFIGIEHGY MUST BE PRECEDED BY FULL PREFIX CORRECTIVEACTION 510ULD BE CROSS. GoMrLEnGN
TAQ REGULATORY OR LSC IDENINIFYING (HFORIAATION) TAG NEFERENOED TO THE APPROPNIATE RAE
DEFICIENGY)
F279 ldantiflestlon of Qther Resldents with Polential
F 278{ Continued to be Atfectad
asagsament.

Residents with hearing loss have the patential to
be offected by this practice, Beginning 12/3/15,
current rosidents are to be Interviowed for
potentlel  hearing  loss by the  MDS/PPS
Relmbursemient Clinlefan & MODS  Assessment
Nurse Coordinator. These Interviews will be
completed by 1/14/16. Any resldents found with
hearing toss not coded on the MDS during these
Interviews witl have thelr MDS modlfied and the
care plan updaled to reftect the resldent’s hearing
foss by the MDS Coordinator. Resident's primary
physiclan will be Immediately notified of these
findings by the Charge Nurse,

Svstematic Changes

During the Quarlerdy MDS Assessment and
Quaiterly Care Plon Mesting, the MDS Nurses ara
to lnquire from the Resldent/Responsible Party of
eny patentlal hearing loss and code the MDS and
update the care plan from the resulls of this
Interview. The resident’s primary physician will be
notifled for follow-up should any unaddressed
hearing loss Dbe discovered during these
Interviews. Education for Nursing Stolf, Including
the MDS flurses, was conducted on 12/10/15 by
lhe Execullve Dicector regarding the need for
nurses to notily the restdent’s primary physiclan
should they bocome aware of a restdant's
unaddressed hoaring loss. Education also Includes
the need to piace this Information on the 24-hour
Neport for commanication to Administrative Staff
for appropriate follow-up assassments and core
planning for thesc restdents,

Conlinued
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10/27/13, with disgnosos lhat Included
Depression, Peripheral Vascular Disease, and
Osteonihrills,

Review of an annual Minimum Dala Sst (MDS)
assessmenl complated by the facilily for Resident
#16 doled 05/09/15, revealad the faclily had
asaossad the resident to have a Bilef Intarview
for Mental Stalus {8IMS) score of 14 which
Indicaled iho resident was Independent with
decislon-anaking and thorolore Interviewable.

Reviev of tha comprehensive plan of care for
Resldanlii6 dated 08724115, revaaled no
Inlerventions had been davealoped to address
Resldent #16's hearng loss.

Observation on 117306, at 7:00PM, revealed
Reskdent #15 wae observed to be up in & recliner
with (ha television volume up very loud, The
rasidant was obsaived lo lower tha volume and
ihe survayor had lo speak extramely loud for he
rasidenl o hear.

Interview conductad with Restdent #15 on
12/03/15, el 1:00PM, revaaled hefshe had lhe
leleviston up louwd becausse hefshe had difficully
heering. The resldant raquested lhe surveyer lo
sposk loudly so hefshie could hear. Resident #15
staled hefsha had slopped going lo Sunday
schoolal the faclllly approximealely one year ago
because hefsha could not hear wall. Residenl
#1156 revaalad helshe had hean an active mamber
ol hisflier church prlor to the resident caming lo
fivo at the facily and missed histher involvement
In church. Rosldent #18 tavealed hafshe had told
stalf al the fackity he/she had diificully hearing.

Interview conductad with the Aclivily Direclor on

the Execullve Direclor to ensure Nursing Staff is
atucated, Newly-hired Nursing staff, Including
MDS Nurses, will be educated by the Asslstant
Direclor of MNursing regarding the need for
nurses to notify the restdent’s primary physlcian
should ey become aware of an unaddressed
hearing loss and regort these findings to the
Administrative Staff,

Monitoring

A monthly audit vill be conducted by the MDS
Nurses focusing on unaddressedt hearing loss to
ensure accurdte coding of the MBS s
completed; as well as acturate documentation
on the care plan regarding hearlng fssues,
flesults of this audit will be prosented by the
DS Nurses to the monthly Quality Assurence
Yarformance Improvement Committee  for
ceview and recommaondations untl desired
threshold of 100% compliance Is mat for 3
consecutive months; then quarterly. The Quallty
Assurance Poerformance Improvement (QAPI)
Commlitea canslsts of the Executive Diractor,
Medical Director, Director of Nursing, Asst.
Director of Nursing, Dletary Manager,
Houscheeping Supervisor, Medicol Records
Coordinalor, Soctal Services Director, Activilles
Direclor, Business Offica Manager, Human
flesources Manager, Malmtenanca Director and
Aehab Manager and MDS Coardinator,

1/15/16
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Conlinuad

12102115, al 8:05F°M, revealed she was
responsibie for complating the assassmenl for
Rasident 715 relaled lo aclivily Interaals. The
Aclivily Direclor staled Resldanl #16 was nol very
Interasled In church wctivilles. The Acilvity
Director etelsd Resident #1156 hed never loid her
why he/she had stopped sitenting Sunday
school. Tha Aclivily Director slated she recalled
Resident #16's familly member repoiting lo stalf In
a care plan mesting Ihal the rasident had difficully
heailng,

Interview with the MDS Coordinalor on 12/03M18,
at 8:30PM, revealad she was nol aware Resldant
#16 had any hessing loas, and If Resldent #15 had
hearing toss, A caro plan should havo been
devaloped o address the rasldents heering foss.
The MDS Coordinalor etated she was responsibla
for davaloping (he comprahonalve plan of care for
Resident #16.

interview conducled wih Resident #15's famlly
membar on 120315, at 7;15PM, revealed she
had Informed facliily staif several times that
Restdent #i6 had difficulty hearing and they
nesded 1o 1glk to the reskieni in hisfher sighl eer,
The famlly member slated Residenl #16 had
heating difficully for approximately lan years and
had hearlng alds bul the resident had refused lo

waar thom.

Intervisw conducled with the DON on 12/03/15, at
7:26 PM, rovasled she reviewed core plans
randomly, and had not idenlified any concemns
with cate plans at e faclity.

Interview conducted with the Administrater on
12103716, at 8:16PM, revealed If o resldent had

hearlng or vislon problams, cara plan

F 279]
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F 273) Gonlinied e ftesident 1112 has show: I-alfeets fi ited
estden ias shown no Il-alfeets from cite
intervenilons nhould'have heen develepad to practice; and in fact, hos galned welght ot the
. vddrans he residant's heearing losa, facility. Certfied Medicatlon Alde who dellvered the
F 282] 483,20(k}{3){(1)) SERVICES BY QUALIFIED tray to Nesident #32 was counseled by Dirgclor of
§5=0] PERSONSIPER CARE PLAN Nursing on 12/4/15 regarding the appropriate
precedure for tray set-up during mesl sewvice, to
The services providad or arranged by tho facliity include cutling meat for residents unable to do so
must be provided by quailfied persons In themselves, State Roglstered Nurse's Alle #3 was
aocordance with each resident's wrillen plan of counseled on 12/3/15 by the Olrector of Nuising
. regarding the appropriale procedure and \ime-
‘ frame for performing incontlnence care, per
Resident #114's Care Plan.
This REQUIREMENT Is not met a5 evidencad 11 ond group educollen was lnltlated by
by: Adminlstrative Nurses on 12/2/15 for Hursiag Staff
Based on ohaervailon, Interview, record raview, regarding proper meal tray sel-up based on
and facliity policy reviaw, il was delermined lhe Individyat resident needs and per the resident's
facllity fafled to foow tha wiilten plan of care for Cara Plan, This education Included providing
Iwo {2) of elghlesn {(B) sampled residents {acontinence care evedy 2 hours for sesidents who
: (Residant#{2 and Resldent 14). Revisw of the are lconthent of udder andjor Bl per the
madlcal racard revealed Resldsnl #12 required e e
lray $elup for meal servica, Howaver, e s h Polentlal
cbaervallon of Residenl #12 en 1210315 et 1245 tohe Affected
PM revealod hafsha was altempling {o cut up the Resklents requidng assistance with meal tray set-up
meal onhisher plals. Record review revealad hiave the potentlal to be affeciad by this practice,
the faolity had assessed Resident #14 o be . Obsewvation of meal 1ray set-up will be conducted
Inconlinent of bowal and bladdat. The resident's an a daily basts by Adminlstrative Stalf assigned to
comprehsnsive care plen addressed (ho resldent’s the Dining Noom each day, Contultant Reglstored
tnconlinanes with intarvenllons for staff Lo olfer Dieticlan will obisesve the Dinlng Program as veell as
{ha resident assistance with talleting andfor hallway lray set-up at least monthly during her/his
provide Incontinanca care. Howover, the facilly compliance visits.
fafled to provide mcentlience cars for four end
fleskdents who are Incontinent of bladier andfor
°g;'la'a" (4 Y.) to five and one-half (5 ¥,) hours on bowel have the polentlal to be alfected by thls
12403715, pracilce. 111 and group education was Inltlated by
Admlnlsteativa Nurses an 12/7/15 for Nursing Staff
The findings Include: regarding joviiling lacontinence care every 2 hours
tor residents who are Incontinant of badder and/or
Review of faclilly policy tiled "Providing Care and bowael, per the restdent's Care Plan and per Faclilly
Samvicas According to Plan of Care” vilth a Palley.
revision dale of September 2008 revealed ihe
FOREA CMD-2547{02-33) Pravious Verslons Obsolets Event 10:1113541 Facifiy 10t {08710
1/8/2016 17




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 1214872016
FORM APPROVED
OMB NO 0038-0391

STATEMEHT OF DEFICIENCIES {X1) PROVIDER/SUPPUERICUA {X2) MULTIPLE cONBTRUCTION (X)) DATESURVEY
AND PLAR OFf CORRECTION IDENTIFICATION HUMBERE A BUILDING GOMPLETED
185065 0.WIKG 121032016
HAINE OF PROVIDER OR BUPPLIER BTREET AUDREGS, CITY, §TATE, ZIP CODE
300 WEST MAPLE AVENUE
CHRISTIANCARE CENTER OF LANCASTER
. LANCASTER,KY 40444
4o SUMMARY STATEIMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION {KAGIHE 145)
PREFIX (EACH DEFICIEHCY MUST BE PREGEDED AY FULL PREFIR CORAEOTIVEACTION BHOULD BH CRO$B. courenal
TAG REGULATORY OR LSCIDEHTIRYING (NFORKATION) TAG REFERENGED 10 THE APPROPRIATE oae
DEFCIENCY)
Svstematlc Chandes
F 282 Conlinuad F282)

facllity would provide effeclive care, treetment,
and servicas tomest each rosldent's neads
hollstically and according lo the Plan of Oara for
oare, troatinent, and services, Conlinued review
af faclily policy revealed basic naeds were
delarminad by wiitlen faclily policles and
individusiized cars plans In compliance wilh
currani regulations and physiclan’s orders,

1. Observalion of Realdent #12 on 12/02/15 st
$2:45 PM reveaiad Residenl 712 to be sltiing in
hieMar vheelchalr with hlaher el arm In a sling,
Continued obsarvalion of Realdenl #112 revealad
he/sha was attempling to cul up meat thal was on
hisfher plate with a fork wilh no success. Furlher
obsamvalion revealed a visilor of Residen! 12's
roounale camo ovar and cutup Resldenl #12's
meat for him/her,

Reviaw of Resldent #12'%6 record rovealed tha
facllly admilled Restdent #12 on 14/26M15 with
diagnosas including Dementla, Abnormal Welghl
Loss, Anermla, Proleln-Celarle Malnulrition, and a
Lafl Arm Fraclure, Review of Resldent #12's
Mures Alde care plan, undaled, ravealad Resldent
#12 1o be independant for ealing with lray selup
raquired, Review of Resident #12's Nulrlion Risk
Assessment datod 12/01/15 revealed Racldent
#12 10 have walght loss lrends. Continued ravievs
of Resldont #12's Nulrltional Risk Assessmen!
revoalad Resldent #12 hed a cuerent walght of
80.0 pounds and thet Resldent #112's Ideal
We'lght Range (WR} should be belwesn 89
pounds and 921 pounds. Furihar revlew of
Restdent #12's Nulitlon Risk Assessment
rovanled Rosidont #12 had beon assessed lo be
at high rsk for malnulrillonfvelght Joss.

interviewr with the Certified Medication Alde

Mandalory In-tervice was canducled for the
Mursing Slaff on 12/1C/15 by the Exccutlve
Dlrector and Director of Nursing regarding
providing care and services according to the
restdent’s plan of care. This Includes proper meal
teay sel-up based on lndividual resident needs,
1o Intlude cutting meak for resldents unable to
do so themselves, This education also Included
providing Incentinence care every 2 hours for
rasidents who are inconlinent of bladder andfar
howe!, per the raskient’s Carz Plan and per
Facliity Pollcy. This In-servico whl be repeated by
the ED and DON on 1/14/16 to ensure Nursing
Staff Is educated, Newly-hired Nursing Staff will
be educated by histher preceplor during thelr
orlentation period regarding providing care and
services according to he resident’s plan of care.
This Includes proper meal tray set-up based on
individual resident needs and per the resident’s
Care Plan. This education wili also Include
providing Incontinence care cvery 2 hours for
restdents who are Intontinent of bladder and/or
bowel, per the resident's Care Plan and per
Facllity Policy.

Monltoting

Director of Nursing will conduct weekly
observation audits of 10% of resident populatlon
for mosl tray set-up, based on the resident's
Individual needs and per the resident’s Care
Plan, Director of Nursing will conduct vreekly
observotion audits of stalf  performing
Incontinence care with focus on Lhe tme-frame
of this care being provided cvery 2 hours, per
tha resident’s Care Plan and per Facllity Policy.

Continued
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{CMA) on 120315 al 2:14 PM revealed she had
delivered Resident #12's mea! lray lo him/lier
duilng (he lunch meal service. Continuad
interview wilk the CMA revezled she had nol cut
up Resident #12's meal when she had dellvered
tive lunch meal tray. Further interviews vith the
CMA ravealed she had boen lrained to cut up a
residant’e meal when pesforming mesl tray selup
and forgot 1o do It whon she had passed Resident
#12's lunch tray.

Inletview with Reglstered Nursa (RN) #2 {who
was (he Unll Manager on Rasilenl 112 hall) on
12/0315 al 3:14PM revealed Caililled Nurse
Aldes/Cerllfied Madicallon Aldes were to look al
oach reskisnl's Nurse Alde cara plan daily to
delermine what lovel of assistance a residant
required for ealing. Conlinyad interview wilth RN
#2 ravaaled she would expect a stefl member
passing & meal Ity to cut up a residenl’s meal if
they required tray setup assistance, RN #2
staled thal she conducted & delly round to ensure
nurse aldes were providing proper cere lo
restdonta and had not Idantiilod any concerns,

Intarvievs with Licensed Praclical Nurse (LPN} /11
on 12/03/16 st 3:18 PM revasled Lhat the main
Ihing to ensure dusing resident lray selup was
thal (e residents' moals ware cul up. Conlinued
Interview with LPN #1 revaalod she would expecl
allnurse aldes to review each residont's Nurae
Alda care plan dally in order to dete:nine how
much assistance a resllent roquired for
feedingfealing, Furihor intervievs with LPN #1
revealed she conduclad checks dally In order to
ensuro lhat resldents ware recelving projiar care
ang had nol [dentilled any issues.

Interviow with Ihe facliity Direclor of Nursing
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F 2682| Conlinued F282 DON will present the results of thesa audits to

the monthly Quality Assurance Performance
Improvement Committee for review and
recommendatlons to ensure cara and services
are belng provided according to the resident’s
plan of care until desired threshold of 200%
compilance Is met for 3 consecutive months;
then monthly. The Quality Assurance
Performance Improvement {OAPI) Commlitee
consists of the Executive Director, Mudieal
Dlrector, Diractor of Nursng, Asst. Direclof of
Mursing, Dletary - Menages, ltousekeeplng
Supervisor, Medical Records Coordinator, Soclal
Sorvices Diractor, Activitles Director, Buslnass
Office Mansger, Human Resources Manager,
Maintenance Dlrector and Rehab Manager and
MBS Coordinator, 115/16
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(DOHN) on 12/03N5 at 7:40 PM revealad thal
nwso akies sliould ook of the Nuise Alde Care
plan in order to detenintue how much assisiance

g reslidant needs wih ealing. Coplinved Inlerview
with the DON revealad she would expect ta 6ee a
nuree slde providing tray setup lo remove fids,
opan drlnks, open eallng ulonsils, and cul up any
meats that neaded lo ba cul up. Further Inerview
with the DON reveaiod ahe did nol conduct audits
lo ensure ihal proper care was belpg provided,
bul the vnil managers did go behind the nurea
aldes lo ensure thal thay were providing proper
care,

2, Review of Residanl #id's medical racord
ravealed tha lacliily admitled the resldent on
06/07/13 wilh dingnoses of difficully In walking,
penoral symploms, matalge and faligus, Debllily
non oilier specifiod, olironle alnvay ohbsiruction,
Oslacarthrosis, and allled disorders.

Ravievs of the Comprehensive Care Plan for
Resldant #14, last reviewed end revised on
14123115, revealsd slaff was required to aaslst lhe
rasident with tolleling as neaded,

Inlerview wilh Resident #14 on 12/3/12 al 12:55
PM rovealad Ihe resident hed nol been changed
or assisted with tolleting slnce eprly (bl moming
around 7:00AM. Residont #14 elated, “l have
not asked to ba changed bul I should nol have

Interviswy with Stale Registered Nurse Alds
{SRNA) #3 on 12/03115 at 2:37PM revealed thal
liedshe Iast changed Resident #{4 around 9:00
AM during Wafher morning raunds and that he/she
ncrmatly will change tho rasident again dusing
shower Umo and If not Mhen hefsha will only
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Conilnued

changelchack on residents when Ilhoy raquest or
afier lunch, Futther Interviaw revealed lhat
residanls should be checkad evary two hours and
as noaded,

Intaviaw with the Assassmen{ Coordinalor on
12/03716 at 7:26PM ravealed they are
responalbls for devaloping/revising tha plan of
cars and that perineal care should he provided
with each incontinence eplsode and residents
should bo chacked on every lwo hours with
rounding. The Assesemsnt Coordinator slated
sha felt four and ona-hall hours i3 1o long to wall
(o ba toliolad/changed,

Interviaw wilh the Direclor of Nursing on 12/03H5
at 7:26 PM revaaled thet per faciiity polioy they
are to do routina rounding but it does not specily
how often resldenls should be checked on. "We
try {o chack on rasidents every lwo hours and no
more then threa hours should pass. Furiher
interviow ravealed Ihat she felt that four end
ona-hall hours was too long to walt lo be {olleled
or changed.

Intervisw with Uie Administrator on 12/03/16 al
8:45PM revesled Ihat por polley they have
rouling rounding and (hat the resident should be
checked on every liwo hours. Furlher
Investigation rovaaled that how long the msldent
walls o be changaditolisted depends on tha
resldent and the Adminiskralor could not state
whether or aot four and one-hall hours was too
long a wall for Resident #{4,

F 282
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A residant who is unabla lo corry out aclivilles of

delly Iiviag recalvas (he nacessary sarvices 1o maintaln
good nulition, grooming, snd personet and oral
hyglana,

This REQUIREMENT Is not met as evidenced
by

Based on observalion, tntervlew, record review,

and fachily polioy review Il was determined the
faclifly falled 1o provide lhe necessary assistence
for lwio {2) of efghleen (18) sampled resldenls
{Residenls #12 and i#14) related to meal tray
setup and inconlinence oare. Review of Residant
#12's medical record ravesied Reeldentii2 had
bean assessed by lhe facliily to require iay selup
lor meel sarvice, However, ebsarvallon of Resldent
#12 on 12/09/15 at 12:46 PM revealed faclily staff
fatfed {0 provide Iray sefup and cul upihe meal on
the residonl's medl lray. Resident
#12 vras allempting lo cul up the meat on hisher
plate vilhout success, Review of he medical
record for Resldent #14 revealed 1he tesident had
heen assassed by the {aclily to be incontinenl of
bladdsr and raquire lwe (2) persons for
asslstance for loieting. Howsver, chservation
and Interview of Restdenl #14 on 12/03415 al
12:56 PM revaslad faclllly ataff felied lo do totline
rounding and the resident had not been assisted
with {ofie¥ng of provided kicontinence cara since
7:00AM. Revisw of the faclity policy titled
*Patineal Care,” dated 00/08, ravealed |hal care
vl be provided as ieeded.

The findings Include:

{, Review of faclily policy tillad "Nursing
Daparlmenl Responsibiiies al Masitime,”

Resldent #32 has showan no ll-effects from cited
practice; and In fact, hos galned welght at the
facllity, Cerlified Madlzation Alde who dellvered
the tray lo Resident 12 was counseled by
Olrector of Nursing on 12/4/15 regarding the
appropriale procedure for tray set-up during
meal service, to Include cotling meat {or
residents unabla to do so themselves. Stale
Repistered Nurse's Alde H3 was counseled on
12/3/15 by tha Rlrector of Nursing regarding
the appropriale procedure and Ume-frama for
performing Inconlinence care, per Resident
1114's Carg Man.

11 and group oducation was Infifated by
Administraliva Nurses on $2/7/15 for Nursing
Staff ragarding providing \he necessary services
for residents dopendent on staff for activittes of
dally lving to malntain good outrition,
grooming, and personal and oral hyglene, This
Includes meal tray set-up based on Individual
resident needs and per the resident’s Care Plan.
This education included providing Incontinence
care every 2 hours for residents who are
inconlinont of Yadder andfor bowel, per the
resident’s Care Plan and per Facllity Policy,

on of 7 R

Potantial to ba Affected

Resldents who are unoble to carry out activities
of dally living to maintaln good notrillon,
grooming, and pessonal and oral hyglenae have
lhe potentlal to be affected by this practice.
Observation of meal lray satup will be
conducted on a dally basls by Administrative
Stofl assigned to the Dining Room each day.
Consultant Reglstered Dletlclan will observe the
Dinlng Program as vell as hallway tray set-up at
least monthly during her/his compliznce vidlts,

ugklaled December 2010, ravealed [l vas the Conlinved
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F 312 Conlinued

responsbllity of the Nursing Deparimen! (o
disliibule moal lrays lo resident rooms.
Conlinued raview of (he faclily poticy revealed it
was llye rasponsibiiily of the Nursing Doparkmani
to asslstresidanis who were unable to feed
Ihameeives. Furlhar reviay of faclity policy
ravoplad the nursing staff wes (o cut up meat,
bulter bread, and aasist whera needed during
meal service.

Observallon of Raskient #12 on 120315 al

12:46 PM revaaled Rasident#{2 lo be sliling In
hisfher whaelohalr with hister laft arm In a sling.
Conlinusd chservailon of Resldent #12 revealed
ha/she was allempting lo cul up the meat that

was on hisiher plale with a fork with no success,
Further observation rovesnled a visilor of Rasldenl
12's roommale came over and cul up Resident
1H2's mest for himfher,

Raview of Rasident #12's racord revealad lhe
facilly admitied Resldent #12 on $1/26/15 with
diagnoses including Damenila, Abnormal Welght
Loss, Anamila, Prolsin-Calerle Malnutrition, and a
Lal Arm Fraclure, Review of Resldenl #12's
Nurse Alde care plen, undatod, ravealod Residont
#12 1o be tnapendent for ealing with lray setup
requirod. Review of Reslidenl #12's Nutdlion Risk
Assessment daled 12/01115 revealed Resident
#12 to have welght fose tronds and te nead
assislance with dinlng. Conlinusd seview of
Rosldenl #12's Nutritional Risk Assessmeni
raveslad Rasidont #12 had a current weight of
80.9 pounds end thal Resident #12's |deal
Waight Range (IWR) should hs behveen 99
pounds end 121 pounds, Furlhet revievs of
Resldent #12's Nulrlion Risk Assessment
ravoniod Rosldont #42 had beon assossed to be
at high rsk for malnuldtionfwaelght loss.

F 312

Rosldents who are Incontinent of bladder
and/or bowel have tho potontlol to be affected
by this practice. 3:1 and group educallon was
Inftlated by Administrative Nurses on 12/7/15
fer MNursing Stalf regarding providing
Incontinence care every 2 hours for residents
who are Incontinent of bladder and/for bowal,
per Use resident’s Care Plan and por Facillty
Pafiey.

Systematle Changes

Mandatory In-service was conducted for the
Nursing Staff on 12/10/15 hy the Exccutive
Director and Director of Nursing regerding
providing the necessary services for residents
dependent on staff for activitles of datly living to
ralntaln  good nutrition, grooming, and
persortal and oral hyglena. This Includes proper
meal tray set-up based on Individval resident
needs, to Include culting meat for restdents
unabla to do so themselves. This education also
included providing Incontinence care every 2
hours for rosidents who are Incontinent of
bledder andfor bowel, per the resident's Care
Plan and per Facllity Pollcy. This In-service will
be repeated by the ED and DON on 3/14/16 t0
ensure Nursing Stalf Is educaled. Newly-hired
Nursing Staff will be educated by histher
preceptor durng thelr orlentallon period
tegarding providing the necessary services for
sesldents dapendent on staff for sciivities of
dally fving to malnteln good nulrition,
grooming, and personal and oral hyglene.

Monitering

Direclor of Nurslog will conduct weakly
observation audits of meal tray sct-up In the
Dinlng Room and on the haliway to ensure
compilance based on lndividual resident needs.

Continued
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F 312| Continusd Faqs) Director of Nursing will conduct weekly
observation audits of 10% of nursing staff
Interview wilh the Cartiied Medicallon Alde (CMA) T e
on 12/03/15 ot 2:14PM revazled she had hours, pee the resident’s Core Plan and per
defiverod Residont #12's mes! lray to himiher Facility Policy. DON vall present the results of
durlng the lunch meal service. Conlinuad these gudits to the manthly Quality Assurante
Inferview with tha CMA revealed she had not cut petformance Improvement Committee for
up Resldant #12's mesl when sha deliverad the veview and recommendations- to ensure the
tunch meal lray. Further Inlarview vith the CMA facility Is providing the necessary services for
revealad she had bean tralned lo cul up a rosidents depandent on staff for acivitles of
tesident's meal when perfcrming meal lray eatup dally living to malnteln good nutsitlon,
and forgot 1o do it when she had prssed Resident grooming, and personal and oral hyglene- untll
#12's lunch tray, dosired threshold of 100% compliance is met
for 3 consecutive months; then monthly. The
Interview wilh Regislered Nurse (RN) #2 (who Quality Assurance Performance Impravement
vzas (ho Unit Manager on Resldent #12's hall) on {QAPI) Committen consists of the Executive
12/03/16 at 3:44 PM roveeled & it 8 would expact Directer, Modiesl Direclar, Director of Nursing,
a slalf mamber pessing ameal lray toculup 3 Asst, Diraclor of Nursing, Dietary Manager,
recidents mest If they requlred (ray setup Housckeeping Supervisor, Medical Records
assistance, RN #2 stated that she conducted a Coordinator, Socfal Services Plrector, Actlvities
dally round lo ensure nurss aldes were providing g:::t:?:'es :;::::::r &Tl‘:e:::::g:; “Hn""_‘:::
) Y
::;p:::: ::“l:_ residents and had nol Kentified Rehab Manager and MDS Coordinator. 1/15/16
Interview wilh Liconsed Praclical Nuisa (LPN) #1
on 1240315 at 3:18PM revealed Lhat the main
Ihing to onaure dusing resident lray selup was
thal (e residanls’ masls were cul up. Further
Interviaw with LPN #1 revesled sha conduclad
chiscks dally [n order to ansure lhat residents had
racelved proper care and hed not Idenlified any
Isaues.
Intarview with the facilly Director of Nursing
{DON) on 12/0N\6 8l 7:40PM ravasaled she
axpectad Lo ses a nurse alde providing lray selup
to remove lids, open drinks, open eating utenslle,
and cut up any meals thel noedad to be cul up.
Further Interview with \he DON teveslad she did
not conduct auditsirounds 1o ensure that propsr
FORM CIAS-2667{01-99) Pasviovs Verslens Obsolelo Evenl {0:(H5E11 Faclly 10; 100713
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cara was belng provided, but tho unit managers
want behind the nurse aldes lo ensurs thal they
had provided proper care.

2, Raview of the facliily policy titled "Perinoal
Care,” daled OB/08, revealed lhal care would be
(provided a9 nesded,

Revlaw of Reskient #14's madical racord
revaaled the facilty admillad the resldent on
08/07/13 with dlagnoses of diiicully In walking,
goneral symptoms, malalen and faligue, Debility
non ollier spacilied, chronle alvvay obatruclon,
and Oslaoarihrosla, Review of the MDS dated
§1/04/16 reveslad thal the resident requirad the
exlensivo asslatance of two persons wills lolleling
ant was fraquently Inconlinent of bladder,

Raview of the Comprehensive Care Plan for
Resldanl #14, tast reviewed and ravised on
11723115, revealad staff was required to assist the
resldent with toilaling s needed.

= Interview wilh Realdent fi14 on 120312 al 12:65
PM revealed the rasidant had not bean changed
of assislod with tolleting since eatly that morning
around 7:00AM. Resfdanl #14 staled, " have
nol asked lo be changed, but 1 should nol have
‘u.ll

Inforview wilth Slate Raegisterad Nurse Akio
(SRNA) 13 on 12/03/15 8t 2:37PMrevealad that
she had provided Inconlinence cara for Resldent
#14 around 5:00AM durlng morning rounds,
SRNA #3 seld she normelly would chenge the
residani again during shower {ime. According 1o
the SRNA, if sha did nol chengo (he resldent
duilng shower time then ehe would only

= changelcheck on residents when thay reques! of

F 312
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after luach. Fuilher inlerview revealad rasidents
ghould ba checked avary two hours and as
needed.
Interview vith {he DON 12/03/16 at 7:26PM F a2 or Tarzaled Resldants
ravealad \hat per facllily pofey slallf was lo
condug! roullne rounds but (he potioy did not Malntenance Director removed  unlocking
spaclfy how oftan residents should be chacked mechanism from key pad lock for the cited
on. The DON staled, “Wa iry io check on DME cleaning room an 11/30/15, Frayed pull-
: rd In the bathiraom at OME cleaning area was
residenls every lwo houre and no more than thies ::Pﬂlm d by the Maintenance Director on
"
:;:r:mﬂ:::d!oﬁs:;‘ d s:::‘;:;ll ?::ﬁﬂ;:‘:::‘;:l 12/4/15. Malntenance Director instatled o store
) 0 room fack on the ¢lled Central Supply Room
to wsait (o be tolleled or changad, door on 12/5/15,
Interview will the Administrator on 12/03/16 al [dentification of iber Resldents with,
8:45 PM revanlad per pollcy stalf was lo compisle Potentlal to i Alfected
rouline rounds with sleff checking on residents Maintenance Direclor removed  unlocking
evory [wo hours. The Adminisitator atated how machanksm from all key pad locks throughout
'oﬂg {ha resident walls loba d‘ﬂ.ﬂgﬂdﬂﬂ"ﬂlﬂd the 'lc"“v on 11[30,15- Areas with kev pad
depends on the resident end the Administrator locks ean now only be accessed by codo or key
could not say whather or not four and one-haif and doors sutematically lock vien clased,
hours was (oo long & walt for Rasident 1#14.
F 212 403.25() FREE OF ACCIDENT Systomatic Changes
§ HAZARDS/SUPERVISION/IDEVICES FacHity Staff was educated on 12/10/15 by the
Executiva Director regarding the procedure for
The {ackly must ensure that lhe rasidenl notlfylng Malntenance Department of any
onvironment remalns as free of accldont hazards faulty backs found In the facility. This In-service
as Is possihle; and each resldent racsives vill be repeated on 1/14/16 by the Executive
adequeale supervislon and asslstance davices to Director to ensure Facllity Staff Is educeted.
pravont eccldents, Newly-hlredt Facllity Staif will be educated by
the Malntensnce Director regarding  the
pracedure  for  notlfylng  Malntonance
Department of any faulty locks found I the
facility. Hazardous AresfSupply Room doors
This REQUIREMENT fa niot mel as evidoncad will be checked dalfy by lousekeeplng Staff
by: durlng routina dally cleaning, Any door lock
Based on obsarvation, Inlervievs, and faciily Issues will be reporled to the Malnlenance
policy raview It was deletmined the facilly fated Diractor Immedlately.
FOR GMS-2687{02-89) Pravieus Varslens Obsslite Evant 10: 8611 Faulthy 10; 100748
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enause the residents' envirenmanl was free from The Execulive Director will complote weekly
accllenl hezards, Observallon on 11/30/15 and audits of the Hazardous Arca/Supply Roam door
12/03/15 ravosled lwo (2) often {10) storage to ensura securlly, Tho rosulls of these autits will
araos which conlalned llems hazardous lo be presonted by tho ED to the monthly Quallty
rasidents (o be uniocked. These areas woro Assurance  Performance  Improvement
) accessibie lo mlgianls. The DME cleaning room - Commilttee for ravievw and recommandatlons
{Cenlral Supply) on the HSC Hak was obsetved until desired) threshold of 100% compliance is
to b Unlocked on 11/30/16 at 7;08PM and on miot for 4 consecutive weeks; then quazterly. The
1203116 ol 12:5% PM, This room contained Quallly Assurance Parformance Improvement
numerous syrinpes with neadias and a resiroom {QAPI) Committee conshsts of the Exacutive
with oxposed wirse, Observallon of tha janlior Director, Medlieal Director, Director of Nussing,
closel on tha EUC hall on 11/3015 revealed the Asst. Director of Nursing, Oletary Menager,
door was unlocked and Yils room contained Housekeeping Supervisor, Medlcal Records
chamicels lhat could be hazardous o resldents 1If Coordinator, Soclo) Services Director, Activitles
Ingasted, Dlrector, Business Offlce Manager, Human
Resources Manager, Maintenanca Direcler and
Rehab Manager and MBS Coordinator., 1/15/16

The findings {nclude:

Revisw of the faciiily policy {iti=d
"Procaultons-Canlral Supply/Stockroom,” wilh a
revised dats of July 1999, revealad the Central
Supply door should be locked at ol limas,

Review of lhe feciity's polley Uled “Chemical
Slorage and Dlaposel,” revealed, "Many liazerds
can occur from chemleals stored Improperdy such
as unatthorzed dccess to chemicals,
incompalibla chemlcals, laniparature sensllve
chenicals, conlalner corroslon, ale, Itis the
policy of tha faciily lo ensurs hazardous
chemlcals are properly stored, malntalned and
disposed of in an epprovad manner.”

1. QGbservalion of the DME cleaning room
{Centrol Supply} op 11/30/15 at 7:08PM revealad
tha door lo be unlocked and the folloviing sharps
Hems fo be prasent and accessible lo wandering
residents: 22 bload colleclion needlas, one
Hubsr neadle se! (neadle used (o access porls
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implanted under lhe skin of chronloatly Il
pallents), tvo baxos of 100-count Insulln ayringes
witlh noadtes, one Lox of 100 tubaroulin safely
syringes with neadles, threo boxes of 100-counl
tubsrculin hypodermic syringes wih needles, twe
boxas of 100-count varlous slzed syringes with
neadles, tvo boxes of 100-count hypodenvnic
syrnges wilh neodles, and fivo boxes of
100-count varlous sized safoly naedles.
Continuad observallon of the DME cleaning area
sevealad a reslrooim with an emergency pull cord
hanglng from the wall with vies exposed,
Observatlon on {2/003/15 at 12:61 FM revealad
Ihe door lo the DIME cleaning room (Cenlral
Supply} (o ba unlocked and acceasible (o
wandering residenls.

itarviow with the Meintenance Diraclor (MD) on
12100115 al 2:20 PM revealad he hed leht the doar
unlocked on 12103445 pior lo lhe observallon
mage at 12261 PM. Conlinued Inlerview with the
MO revoaled he had beon doing o walk-lhre with
anoiher stala surveyor and had forgollen o make
gure What the door was lacked. Furher Interview
with the MD revealed the door should have bean
locked and Ihat il Is {0 bo lockad at all imes,

Interview with Stale Registerad Nurse Alde
{SRNA} #1 on 12/0216 ol 3:04PM revesied lhe
BRNAa do not have access to (he DME cleaning
room (Central Supply) and that i they naed
supphes from lhe room they have lo conlact fhe
nursa or aupply cleik In order lo get supplles,

Interview wiih SRNA #2 on 12/00/16 at 3:08 PM
revealed she did nof have access to tho DME
tloaning room {Cental Supply) nad that il she
nesded lo got supplies the Malntenance Diractor
and Ihe supply clerk have keys aid could let her

F 823
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in to get supplles.

{ntarviaw wvith Reglstered Nurse (RN} #1 on
12103116 ol 3:08PM revealad the DME clsaning
toom (Conteal Supply) wae lo be locked al ali
times antl sho was not aware of {he door ever
baing uniocked. Contlnuad Inlarview with RN #4
tovoalad she had observed reaidents (o wander
dovin the HSC hallway where {he OME cleaning
room (Central Supply) reom was localad,

Interview with the Direclor of Nursing {DON) on
12103415 al 7:35PM revealad the DME cleaning
room (Central Supply) room door should never be
unlocked when unallended. Gonlinuad Intorview
with the DON revealed she had observed
rosldents towander down the HSG halhway.
Further intervisw will the DON revealed the
supply clerk and Housekesplig both check the
DME cleaning room (Conlral Supply) deor to
ansura It Ia lockad, The DON sald she was nol
awnre of the door keing unlocked. Futther
Interview wilh the DON revaaled that the door
belng unlocked could heve heen a polentlal
hazerd {c tho facllty's wandering resldents,

Interviev wilh the Adminlstrator on $2103/5at
7:40 PM toveeled the door to the DME clennlng
room (Cenlrai Supply} should be lockad al all
imas. Continued Interview wilh the Administralor
ravealad efie contuclod weekly safoly checks
Ihroughout the facility lo Include checklng the
DME claaning roont (Ceniral Supply) (o ensure il
was locked and had not identified the door {o be
loft unlockad In the pasl

2, Observafion conducled on 11130A5 al 7:03
PM rovealed a Janltor Cloast door on the ECU
unit was found lo be unfocked; the closol

FORM CMS-2687(02-03} Pravious Vassloas Qbaolele Evantioesyf Pacliuy $0; 196740
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a1 all imes. Sha sald thol someone must have
bismped Iho iock on tho Inside of the door and
unlocked it, but thia Is the only ime ehe had
obsewvad it untocked.

Intarview conducled with the Malntenanca
Diractor on 11130715 at 7:30PM revealed he had
never saon lhe Janltor Closel door unlocked bul
lie waa removing the fock switch on all the closat
» doors 8o thay could nol be accldeatly unfocked

ngain,

An Interview conducled wih the Exacttive
Diraclor on 12/03116 at B:17PM revealed thal he
Janilor Closet doore ahould nevar be unlocked,
gnd did not knov? why il would have heen
unlockad, .

F 371 | 483.35()) FOOD PROCURE,

§S=E| STORE/PREPARE/SERVE- SANITARY

The faciily must-

{1) Procure food from soufcas approved of
considared salisfaclory by Federal, Stalo o local
avihoritlos; and

' {2) Slote, prepars, disiribule ond setva food
tnder sanlary condilions
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DEFICIEHOY)
I 323 Conlinued F 323
contafned four 1-gatlon conlainers of plass
cloaner, lemon sanllizer, blsach, and floor
L cloaner,
Interview conductad with the Direclor of
Environmental Seivices on 11/30/16 at 7:06 FM
tevealed that she was unaware thal the Janltor
Closel was unjocked, il Is supposed to be locked F 371 Corrgelive Acttons (or Targeted Restdents

Facllity residents have shown no ill effects by
this practice, Cited Robot Coupe Bfixer was
disassembled and sanitized by Malntenance
Director ang Dletary Manager on 13/30/15.

Dietary Managar s counseled on 12/8/15 by
tha Execttlve Director regarding Lhe nead to
malntaln Kichen equipment, Including cleaning
pnd  sanlktlzing, per manufacturar’s
recommendations,

Identiflcation of Othar Residgots with,
Potentlal o be Affetiad

Curfent resldents have the polenlsl to be
affected by \his practice. Back up blade
recelved and used in rolation with currant
blade assembly beginning on 12/4/15. Tool to
cnable sasler blede disassembly of Rohot
Coupe Bllxer artived at facity on 12/2/15.

Systemalic Changes

Robot Coupe Blixer is belng disassembled and
cleaned/sanitized dally, per manufacturer’s
recommendations, by Dletary Staff beginning
11/30/15. Dally cleaning and sanitatlon of the
Rohot Coupe Bllxer Is documented on o datly
cleaning/sanitatlon log by Oletary Stafl
beglaning 11/30/15.

Continued
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F 371] Conllnusd F371| oletary Stafl was educated by the Dletory

Tils REQUIREMENT |3 nol met a3 evidencad
by:

Based on obaervatlon, inlaiviews, and review of
faciily policles, it was detormined the facllity
falled lo sloro, prepare, disiebute, and serva food
under sanltary condltions for aighly-liva {85) of
olghty-eight (68) residents of tha facilty who
racelvod nutsition from the Kiichen, Observatlon's
on 11/30/15 revealed the kiichen slaff waa nol
¢leaning the *Rohol-Coupa Bllxes {2 food
processer used lo puras and grind food) blade
per mantifacturer recomniondatlons.

The findings Include:

Interview with the Dielary Manager (OM) on
12/03/15 ol 4:07 PM ravaaled that the facliity
does nol heve a policy for cleaning lhe
Robol-Coupe Blixer,

Review of the “Operalion Manual for Robot Coups
Biixer,* dated 08/2009, ravaaled, "The blade
assembly should ba taken completely apart and
washed afer each day'a use for eanllery
reasons,"”

Obsarvation and Interview on 14/30/5 al 6:51
PM with the DM revealad tho faclilly had a Robol
Coupe Bliixer. The DM atated that slaff weshed
the Robot Coupe Blixer evary day aflar sach use.
Tha DM staled the Malntenance Director ook the
devica o his olfice, look H apart, and cleaned It
ahout onco a motith, Tha Malntenance Diroclor
took the blade assambly apoit por request and o
grey, green, and black substance slowly flowed

Manager regarding following the
manufscturer’s racommendations for cleaning
and sanltizing the Robol Coupa Bllxer beghnning
12/2/15. This education was completed on
12/11/5 to ensure Dietary Stsff 1s aducated.
Contracted fegistered Distictan will conduct
sanitatlon Audlls, to Include cleaning/sanitizing
ktchen equipment per  manulaclurer's
tecommendations, with each compllanca visit,

Newly-hired Dietsry Staff will be educated by
the Diotary Monager during thelr orlentation
perfod regarding following the manufacturer’s
recommendalfons for cleaning and sanithing
Kitchen equipment, to Include the Robot Coupe
Blixer,

tor]

An audit of the cleaning and sanitallon of the
fohot Coupe Blixer, s woll as compliance of
documentation on the dally cleaning/sanitation
log, will be conducted by the Dletary Manager
vicckly. The results of these audits will be
presanted by the OM to the monthly Quality
Assurance Petformance Improvement
Committee (or revievy and recommendollons
untll dosired threshold of 100% compllance is
mel for 4 consecutive waeks; then monthly.
The Quality Assurance  Performance
Improvement {QAP1) Committer consists of the
Excoutive Director, Medical Diroctor, Dlrector
of Nursing, Asst, Olrector of Nursing. Dletory
Manager, Housekeeping Supervisor, Medical
Records Coordinatos, Sockal Services Dlreclor,
Activitles Director, Business Offica Manager,
Human Resources Manager, Malntenance
Director and Rehab Maneger and MDS

aul of the essembly. Fuilhor obeervation Coordinator. 1/15/16
FORRK CMB-2447{02-90) Praviaus Verslons Obiolsle Reant 1O 0RE61L Fadlly | 100110
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ravaaled athick coaling of food paillclss on the
walls of the cenler assembly.
Interview wilth the Malnlenanco Director on an
12103/15 a17:30 PM revesled he look the blada F411|  Comeclve Actions for Targalod Resitients
assembly aparl eboul once & month, cleansd, ftesidents #12, #6, #8, and Resident #15 have
and sanlifzed it. The Maintanance Olrectorsald prasented with no Issues concerning his/her
he was not aware (ha maching should be laken oral cavity and will recelve a dentol avalualion
apail overy day. on 1/8/16 by contracted dental service.
Jentification of Other Residents with.
Intervlew with the Dielary Manager on 12/03/15 al Polentlal to ba Affactad
4:07 PM revealed she was nol aware the Robol . .
Cowpe Blado asssmbly should ba teken aparl Residents who have not had an annual
every day. The Dialary Manager sialed she had evalvallon by a dental service have the
not road the Instruction manuel, potenilal to be affected by this practice. A list
F 411 | 483.65(s) ROUTINEIEMERGENCY DENTAL fobrm Aivartphicive s g it
o CES ental was developed by
e LA tha Social Service Olrector an $2/22/15. Theso
residents will be evalualcd by the dentol
:::lhl:dg::ig::: o':;ﬂ:;imt’::: dI: n?:‘:]:::n provider with thoir next scheduled viskt to the
) faciity,
A facllity must provide or oblaln from an oulside e 1
resource, In accordance with §403.75(h) of this
parl, routine and emsrgency deniel Barvicas 10 Soclal Services Director will malntain a
meol the nesds of ach resident; may chorga a running list of residents due for an annual
Medicare resldanl an additional amount for Lol R du?“;" This l.t’s ! 1s to remaln
; current to ensura facllity rosidents recelve a
rouline and emorgoncy dental sorvices; must If dentol evaluation t lesst annually,
noocessary, asalst Vie rasident In making
oppolniments; and by arranglig for (ransportatlon Monitoring
to and from tha dentiet's offica; and promgily refer During the Quarterly MDS Assassment and
residents with losi or damaged denlures to a Quarterly Care Plan tecting, Soclnl Services
dentlst. Diractor Is to audlt the medicat record 1o
ensure cach resident has received a dental
evaluatlon within the last year.
‘This REQUIREMENT 18 not mst as avidencad
Basotl on interview and record roview and review
of facliily polley, It was determinad the fachily Continued
FORK GMO-2087(02.09) PreviousVersions Obaolste Evenl In:HEY1 FaulEiy 10z 100749
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F 411| Conlinuod Faitl  The results of this sudit whl be presented by
fafled lo ansura four (4) of sighteen (18) sampled the Soclal Services Director to the monthly
residents (Resident #2, Resklent #8, Resldant #8, N el e
and Rosident #15) had lhe opportunity to recelve Improvement Committea for reviaw 2n
roulina dente! services. Review of the medical recommendations untll deslred threshold of
recoids for Resident #2, Residant 48, Resfdant 1°°“| Cﬂmgﬂﬂnm Is meil for 3T;:nsecnt“1w:e
#8, and Rasident #15, revealed no evidenca the L) m'; q"“'w] v tuua Pl"
residanls received an annual evalization by a Assurance Pecformance Inipravenient (QAP)
B Comnmitiee consists of the Executive
anilsl Clrector, Medical Dirzctor, Dlrector of
R Nursing, Assl. Director of Nursing, Dietary
The findings Include: Manager, Housckeeping Supervisar, Medical
N flecords Coordinalor, Soclal  Services
g::;‘:".’" :h;e':ﬁgﬁfzg‘;ﬂwr;::?;a::’:;“ Oiraclor, Activitles Director, Business Office
J J Manager, Human Resources Manager,
tosldent would recelve rouline dente! caroas Malnto.n;ncu Director and Rehab Manage;
l:eodadlhnn;l the ﬁwgs w::ld be documentad In and MDS Coordinator. 1/15/16
Iite resideni's m racord,
1. Review of Reslidenl #2's medical racord
revesled ihs faclily admilied the resident on
06/22/12, with diognoses thel Included Anoxic
Breln Injury, and Chionfe Systelio Heait Fallure.
Review of a slgnlflcant change In condition
Minimum Dale Sel (MDS) assessment datad
0916115 rave=led no concerns had bean
Identifiad by the facliily related to Resldant #2's
ora} cavily. There was no avidance Residenl #2
had received ah annual dental evaluation by a
denlist since lhe raskdenl's admission by the
facHity.
Obaorvallon of Resident #2 on 12/01/15, al 9:46
AN, rovealed the residenl was ohservad [o be
lying on histher back In bed and was recaiving
Isosowce 1.5 (lquid nulritton) al 65 millliters per
minuto by gastroslomy lube,
2. Rovlew of Residenl #6's medical racord
revealed the facllily admilled the rasldent on
40401105, vith dlagnoses thal included Mantal
PORRS C18-286T(02:9%} Provtoxs Vatslons Oltolele Evant ID:0IE811 FactinylO: 100718
1/812018 k]
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Continuad

Retarcation and Selzuras. Review of an annual
MDS assessmaont daled 05/43/16, ravealed no
concerns hiad beon identified by Tha facility
ralated lo Resldent #6's oral cavily. Thera waa
no evidenca Resident #8 had an annual dental
evalvalion by a denlist slnce the resldent's
admisslon by ths faciiity.

Observation of Residepl ¥6 on 12101116, af 12:25
PM, tovaalad Lhe resident was observed In the
dining room being fed a pureed dlel iray by siall,

3. Reviaw of Resldenl #8's medlcal record
revealad Lhe faclilly admiited the rasldent on
10/18/14, with dlagnoses thal Included
Alzhelmer's and Detnentle, Roviaw of an annual
MODB daled 08/16/18, vavealed the faclily hed
identifled no concems wilh Resident #8's oral
cavlly. There was no evidence Resldent #8 had
recelved an annual denlal exam by a denllst
sinca (ha resident had baen admitted by the
faclily.

Cbservalion of Realdent #8 on 12/61/16, at 12:20
PM, rovenied Whe resident was observed 1o bo up
In e dinlng room feeding him/Mersell & ragular
no added aplt diet tray.

4, Review of Restdant t15's medionl record
revealad Ihe facliily admlited 1ho tesldent on
10/271 3, with diagnoses thal Included
Depression end Osiecerdhritis. Review of an
annual MDS assessmenl deted 08/09/15,
ravaalod the facliily had not identiled any
concerns vilh Rosident #15's oral cavily. There
was no evidence Resldont #15 had recelved an
annual denfal axem by a dontlsl since the faclity
admilled 1he resldenl

F 41|
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F 411 | Comtlnuad F A1l
Ohsevallon of Resldent #15 on 12103116, al 1:00
PM, rovaaled tha rasldenl was observed lo be
siiting up In a rocking chalr walching lelevision,
Interviaw viih the Soclal Warker on 1210315, at
3,65 PM, revealed sha was responsible for
schedufing dental appolntinenls for residants.
The Soclal Worker staled sha had not been
wwara until racantly that residanls wera required Fan 8 onls
to have an annuat dental exem. The Saclal
Woiker staled the denlist hed only seen residents :f‘::;z’:el"_:.’:::}’:r:':’mgl:;?:“g:‘:m‘g::
praviously if they had (asuranca or(f they pald on 12/2/15 by Administrative Nurses and
privately for ihe service, The Soclal Worker .
slated the denlists were now planning lo ses all Dietary Manager for Nursing Staff and Dietary
facility reslkdents unless the residents refused Stalf tegarding Infection Control practices
' related to tray set-up and covering all
Interviewr conducted wilth he Administralor on LI JELE UL
12403116, ot 4:10PM, revealed H was the [o]1} swit
rosponsibilly of Ihe Soclal Warkar o ansure Fotentlal to be Affected
residents rocslved routlne dentel exams. Current residents have the potentlal to be
F 441 |403.65 INFECTION CONTROL, PREVENT affected by this praclice. Properiy-filting lids
$S=E | SPREAD, LINENS for cupsflasses were oltained on 12/3f15,
Untll Rds oblained, glassas and cups were
The faclily musl eslabiish and malnlain an covered with plastic wrap by Dietary Staif for
Intaclion Contre) Propram desgned lo provide a transporling meal troys, starting 12/2/15.
safe, sanllery and comfortable environmant and
o help pravent tha devalapment and transmission Svstematls Changes
of disease and Infaction, Observation of menaf tray set-up and balhvay
tray pass will ke conducted on a dally basis by
{a) Infacllon Conlrol Program Administrative Stalf asslgned to the Dinlng
The faclity must establish an Infeclion Conlrel floom aach day to ensura all food/drinks are
Program undar which I - ¢ covered during mieal tray transport, Consultant
(1) Invesligates, contiols, and provents Infections Registered Dleticlan will ohserve the Dinlng
In the facilily; Program at least monthly during her/hls
{2) Dacldes what procedures, such as Isclallon, compliance visits to ensure all food/drinks are
should be spplied o an Individual resident; and covered for meal tray transport
(3) Malntalns a racord of Incldenle end carreciive
netions solated to Infectlons, Continued
FORM CIMS3-2887(02-93) Frevlous Vatstens Obaclile Tvent IDINESTS FasiliyiD; 100713
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F A41] Continued

{b} Prevaniing Spraad of Infection

{1) When lhe Infection Coalro] Program
datetminas lhat a realdent naede Isclation to
provent (he spread of infecllon, The facilly musl
isolalo lhe residant.

(2) The fachlty must prohiblt employees with a
communicable dizease or Infeclad skin laslons
from direct cenlact with restdents or thelr food, IF
direcl contect will franamil the disease,

(3) The fackily musl require sloff to wash thair
hends alter each diract resident conlact for which
hand washing I8 Indicatad by acceplad
professlonal praclice.

{c) Linens

Personne] must handle, elore, process and
transporl linens so as 1o prevant the spread of
Infeclion,

This STANDARD Is not niel as evidencod by:
Based on obaawvalion, Inlarviewy, and facllty
pollcy reviaw, it was determined the faciiity failed
lo establish and malntaln an effactive Infeclion
control program dssigned lo provide a safe and
sanitary environmen! lo prevent the tronsmission
of disease and infaction, On 12/01/15, nursing

7 441] Mandatory In-service was conducted on
12/10/15 by the Executive Director for Dletary
and Nursing Staff regarding the need to follow
infectlon Control Practkes of covering 2l
food/liquid containers when transporting meal
trays. This In-service will be repealed by the ED
on 1/14/16 to ensure Diatary and Nursing Stafl
Is educated. Newly-hired Nursing ond Dietary
Stalf vl be educated during thelr orlentation
period by hisfher preceptor regarding \ho noed
to fallow Infaction Controf Praclices of covering
all foodfliquid contalners when transporting
meal trays.

Monltoring

Ofrector of Nursing will copduct woekly
observation audlts of 10X of resident
population for meal wray set-up and meal lray
transport In the Dinlng Room and on the
fallway to ensure complance with Infection
Control Practices of food/drinks belng covered.
Results of this audit will be presented by the
DON to the montily Quallly Assurance
Performance Improvement Commitlee for
teview and recommendations uatll desired
threshiold of 100% compllance Is met for 3
consecutive months; then quartedy, The
Quality Assuranca Performance lmprovement
[OAP]} Committee consists of the Executive
Dicactor, Medical Directoy, Director of Nursing,
Asst. Director of Nursing. Dlefary Manager,
Housekeaping Supervisor, Medicat Records
Coordinater, Soclal Servicas Direclor, Activities
Director, Business Offlce Manager, Human

slaff was observed transporting food uncovered Resources Manager, Malatenance Cirector and | 1/15/16
inthe facility hellways, Rohab Manager and MDS Coordinator.
The Mndings Include:
Roviaw of the facity's pelicy *Feod Transporling,”
ne date, revaaled if lrays ware golng lo the floor,
of
FORI CM3-256202.0%) Pralou Venlons Obsoila EvenlIDANSS1 ¥y J0: 100710
1/8/2018 a8




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

BTATENMEIT OF DEFICIENGIES %1) PROVIDERISUPPUSIOUA
AND PLMI OF CORRECTIOH FOEHTIFIOATION ITIABTR:

PRINTED: 1211812015
FORMAPPROVED

OMS NO_0938-0301_

185065

(X2} JAYLTIPLE COHSTRUCTION (X3) DATE SURVEY
ABLILDING

n.wio

QOMNPLETED

12/03/2015

HANE OF PROVIDER OR BYPPLIER

CHRISTIAN CARE CENTER OF LANCASTER

STAEET ADDRESS,CITY, STATE, LiF SODE
208 WEST MAPLE AVENUE
LANCAETER,KY 40444

P4y
PREFIX
TAG

SUMMARY STATELAENT OF DEFIOIUNCIES
{EACH DEFICIENCY IUBT 85 PRECEDED DY FULL
NEQULATORY OR LEC [DENTIFYVING INFORMATION}

1]
PREFIX
TAG

PROVIDER'S PLAN OF CONRECTION {EACH x5
CONRECTIVEE ACTION SHOVLD BE CROSS. cotirLETIoN
REFEREHCED TO THE APPROPRIATE LLL

DEFICIENGY}

F 441

Conlinued

alt o mus! be coverad unless |he lray was
transportad direclly to the resldent’s room,

Ohsarvations on 120116 at 12:42 PM during the
woon meal service rovealed Corllflad Medlcatlon
Techinlclan {CMT) #2 waa Iransporling uncovered
drinks In the hallway up lo 40 fest from the moal
cail 1o rosident rooms, The GMT was absarved
lo ransport uncoverad drinks al leas| fivo Umes
dusing this meal service observation,

Interviay with CMT #2 on 12/03/16 &l 1:25 PM
revealed Lhal she shoult not have {ransporied the
difnks down the hall uncovered, The GMT sald
she uld nol realize some of them were uncovarad
and did nol know why soms glasses wero
covorad and soms were not.

Intorview with the Dlatary Manager on 12/03H5 al
2:64 PM ravaated she did not know why some of
lhe gtasses had lids and some dikl nol, but they
were changlng supply companles. Tha Dletary
Manager sald the (sclily did nol have lids for al)
cups and glasses.

Intorviews with (he Regletered Diefillan on
12102015 al 3:16 PM reveslad CMT #12 shoutd not
hava baen {raneposiing trays wilh uncovered
dilnka In the hellvays.

F 441
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ATATEMENT OF DEFICIENCIES 1%4) PROVJDEAISUPPLIER/GLIA {%2) MULTIPLE COHSTAUOTION {%X3) DATH SURVEY
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185085 a,\who 1210242016
NAME OF PROVIDER OR SUPPLIER BTREETADDRESS, CITY, STATE, Z2IP CODE
300 WEST MAPLE AVENLE
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LU ER LANCASTER, KY 40444
1%4)10 SUMHARY STATEMENT OF DEFICIENCIES 10 PROVIDIR'S PLAN GF CORRECTION [EAGH. e}
PREFIX {EACHDEFICIEHCY MUST DE PRECEDED BY FULL PREEN CORRECTIVEACTIOH BHOULD DE CROSS: - colFLENGH
TAQ REQULATORY OR L.8C |DEHYIEYING INFORMATION) TAG NEFERENGEDR TO TIEAPPROFAIATE bATE
DEFICIENQY]
T 456 | 400.70(c)2) ESSENTIALEQUIPMENT, SAFE F 4661  Corrogliva Actions for Targeted fesidants

s8 E| OPERATING CONDITION
' The inclity musl malntain ail sssentlal
machanical, elecitical, and patient care
squipment In safs operaling condilon,

No residents hove shows Il effects from chied
practice. When Inappropriate temperature of
reachvin cooler was reported, all food was
removed fram this cooler and disposed of on

This REQUIREMENT Is nol met as evidenced 11/30/15 by the Dietary Staff. Coclor was
by: serviced each day untll propor temperature was
Based on observation, Interview, and recard malnlalned, Reach-In cooler was placed back In
favievs, 1t wos delermined Use faclily falled to aoperation on 12/6/15,
ensura thal a reach-in reliigeratorvay nsafe opereling . 5
condiffon. Obsorvalion on 11/30/48 rovesled @ {denlfication of Other Residonts with Potentlal
renchn refrigesalor ol was inuse that vias nol in tobe Affectgd
safo operoling condition. Curcent residents have the potenllal to be
., affected by this practice. No il effects have been
Tha Endings Includa: nated from facllity residents. Dlelary Manager
was counseled on 12/8/15 by tha Executlve
nlamlw wilh the fachly Administrator on Dlrector ragarding tha need to malataln kltchen
130716 at B:17PM revealad the faciily did not agulpment!n safa oparating candition,

have a pollcy regarding equipment.
Svstomatlc Chanees

Daginning 12/7/15, Diatary Steff was In-serviced
by the Dletary Manager on sale cooler
temperatures, maintalning dally Temperalure
logs, and notification of the Malnlenance
Director If Inappropriate temperatures are
observed. This education was ongolng untll
12/13/15 to ensure Dietary Stafl Is educated.
Contracted Reglstered Ofeticlan whI check all
coolerffreezer temperatures, n adldition ta the
Temperature Log for this equipment, during
Iifsfher complianca visis.

Observalions revoaled a reachin refdgaratorin the
kilchen had tha following lemperelures: 66 dagrees
Fahranhell on 11/30/16 al 6:61 PM, 52 degraos F on
19730415 al 7:30PM, 45 degreas F an 12/01146 ot
11:35 AM, 46 degraea F on

12i01745 ot 12:41 PM, and 44 dogrees F on
42102116 at B:63AM.

Interviey with Cook #1 on $2/01/15 al 12:69 PM
ravaated (ha! eho hed not noticed the reach-n
cooler nol malntainlng & sala lemperatura,

Intendow wilh tho Maintenance Diveclor on

12102116 a! 3:40 PM ravanled ho had not Monhorlog

tocelved o work order for [he reach-In cooler prior An audit of coolerffreezer temperatures, as well

lo 1173018, as appropriate temperalures documented on
the dally Temperatirs Logs, will be conducted

Intarview on 12/03116 st 4:07PM with the Dislary by the Dletary Manager wackly to ensure

Mnanagier revealad Lhot she wes not aware there had compliance of equlpment Is betng malntalned in

besn a problem with tha reach-in cooler not safe operating condition.

maintainiag a eafe lemperature, The DM stalod the
lamporalure logs hed racorded lemperaturas all
willlin the safs zons. Conlinued
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NAME OF PROVIDER OR S8UPPLIER OTREETADORESS, CITY, STATE, 2IP CODE
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(X410 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (EACH : )
PREFIX {EACHDEFCIENCY MUST BE PRECEDEDBY FULL PREFIX CORREGTIVEACTION SHOULD BE CROS3- COMPLENGH
TAG REGULATORY OR LBC IDENTIFYING INFOIRIATION) e REFERENCEOTO THE APPROPRIATE DATE
DEEICIENGY) |
F 458 | Confinued F 458| Results of this audlt will ba presented by the
DM to the monthly Quality Assurance
Perlormance Improvement Committee for
review and recommendations until desired |
thrashold of 100% Is met for 4 consecutive
weeks; Uhen monthly, The Quality Assurance
Performance Improvement {QAPH) Commitiee
consists of the Executive Director, Medical |
Dlrector, Director of Nursing, Asst. Director of .
Nursing, Oletary Manager, Housekeaplng
Supervisor, Madical ltecords Coordinator,
Soctal Serviees Dlreclor, Activitles Dlrector,
Dusiness Office Manager, Humen Resources
Manager, Matntenanca Director and Rehab *
Manager and MDS Coordinater. 1/15/16
H
1
i
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building

185065 v1 |B. Wing v |1715/2016
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

CHRISTIAN CARE CENTER OF LANCASTER

308 WEST MAPLE AVENUE
LANCASTER, KY 40444

This report is completed by a qualified State surveyor for the Medicars, Medicaid and/or Clinical Laboratory Improvement Amendments

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
corrected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on

the survey report form),

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix F0242 Correction | ID Prefix F0248 Correction | ID Prefix F0278 Comrection
Reg. # 483.15(b) Completed |Regq.# 48315(M1) Completed | Reg. # 483.20(9) - O Completed
LSC 01/15/20186 LSC 01/15/2018 LSC 01115/2016
ID Prefix Fo279 Corraction | 1D Prefix F0282 Cormrection | ID Prefix F0312 Correction
483, 3 3 3 i 2
Reg. # 83.20(d). 483.20(k)(1) Completed |Reg. # 483.20kK3)1 Completed | Reg. # 483.25(a)3) Completed
LSC 011512016 LSC 01/15/2016 LSC 01/15/2016
ID Prefix F0323 Correction |ID Prefix F0371 Correction | ID Prefix F0411 Correction
Reg.# ‘0223(N) Completed |Reg.# 223%() Completed | Reg.# 2355 Completed
LsSC 01/15/2016 LSC 01152016 LSC 01/15/2016
ID Prefix Fo441 Correction | ID Prefix F0458 Correction | ID Prefix Correction
483, .70{c)(2

Reg. # 83.85 Completed |Reg.# 483.70(c)2) Completed | Reg. # Completed
LSC 01/15/2016 LSC 01/15/2016 LSC

ID Prefix Correction | ID Prefix Carraction | ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOD DATE

STATE AGENCY INITIALS, -

L N A2 DY SR OV 114

REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO | (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON ] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

121312015 UNCORRECTED DEFICIENCIES (CMS$-2567) SENT TO THE FACILITY? C3Jves 1 nNO

Form CMS - 25678 (09/92) EF (11/08)

Page 1of 1

EVENT ID:

INS512



STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building

100719 v1 |B. Wing y2 | 1/15/2016 v
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

CHRISTIAN CARE CENTER OF LANCASTER 308 WEST MAPLE AVENUE

LANCASTER, KY 40444

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such
corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and the
identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey
report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix NO114 Correction | ID Prafix N0O125 Comrection | 1D Prefix N0144 Correction
902 KAR 20:300- 2 KAR 20:300-8(5 802 KAR 20:301
Reg. # S(2xe) Completed |Reg.# %0 300-6(5%a) Completed | Reg. # (p)2a, 0-87) Completed
LSC 01/15/2016 LSC 01/15/2016 LSC 01/15/2018
ID Prefix N0185 Cormrection | D Prefix N0187 Correction | ID Prefix NO194 Correction
a0 20:300-7(2 802 :300-7(3 902 0:300-7(4
Reg. # 2IAR (2Xe) Completed |Reg. # KAR 20:300-7(3)=) Completed | Reg. # (C)Z_KAR 2 @ Completed
LSC 01/15/2016 LSC 01/15/2018 LSC 01/15/2016
ID Prefix N0207 Correction | ID Prefix N0220 Correction | ID Prefix N0283 Correction
902 KAR 20: 8(1 902 KAR 20:300-8(7)(b 902 KAR 20:300-10(8
Reg. # 20:300-8(1)c) Completed |Reg.# 0:300-8(7)(b) Complsted | Reg. # 20:300-10(8)®) Completed
LSC 01/15/2018 LSC 01/15/2016 LSC 01/15/20168
ID Prefix NO303 Correction | ID Prefix Correction | 1D Prefix Correction
02 KAR 20:300-13(1
Reg. # ® 0:300-13(1) Completed |Reg.# Completed | Reg. # Completed
LSC 01/15/20186 LSC LSC
1D Prefix Comection | ID Prefix Correction | ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg.# Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY DA SIGNATURE OF SURVEY DATE
INITIAL
STATEAGENCY ] | ¢ s) aN DIZI//(O /} { ) Ql/zl///o
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO 1| (INIMALS)
FOLLOWUP TO SURVEY COMPLETED ON [ CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
121312015 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [ Yes O no
Page1of1 EVENT ID: INS512

STATE FORM: REVISIT REPORT (11/06)
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CENTERS FOR MEDICARE & MEDICAID SERVICES 'l : DMB NO 0938-0391
STATEMENT OF DEFICIENCIES {X5) PROVIDER/SUPPUERICUA \ o*a 1 ‘i} {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; T A. B G 01 -MAIN BUILDING 1 COMPLETED
Care
185085 ] 0O = Reanch 1203/2015
NAME OF PROVIDER OR BUPPLIER 50! 11 e |_-€|‘HEEI‘J\DDRES§' CITY,STATE, ZIPGODE
308 WEST MAPLE L
CHRISTIAN CARE CENTER OF LANCASTER LANGASTER K: :zl: ;
{(X4HD SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION L]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVEACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE D
DEFIGIENCY)

Kogo  Preparation and/or exacution of this Pfan of

K000 INITIAL COMMENTS Correctlon does not constitute an
admission or agreement by Christlan Care

CFR: 42 CFR §483,70 {(a) Center of Lancaster of the truth of the facts

alleged or conclusions set forth in the

BUILDING: 01 statement of deficlencies. Christlan Care

Center of Lancaster fles this Plan of

PLAN APPROVAL: 1966 Correction solely because It Is required to

do so for continued state lcensure as a
SURVEY UNDER: 2000 existing health care provider andfor for
particlpation in the Medicare/Medlcald
program. The facllity does not admit that
any deficiency existed prior to, at the time
of, or after the survey. The facllity reserves
all rights to contest the survey findings
through Informal dispute resolution, formal
appeal and any other applicable legal or
administrative proceedings. This Plan of

FACILITY TYPE: SNF/NF
TYPE OF STRUCTURE: One slory, Type 1 (332)

SMOKE COMPARTMENTS: Six

COMPLETE SUPERVISED AUTOMATIC FIRE Correction should not be taken as
ALARM SYSTEM establishing any standard of care, and the

facllity submits that the actlons taken by or
FULLY SPRINKLERED, SUPERVISED (DRY In mt:ponm to the survey ﬂndingsvfar
SYSTEM) exceed the standard of care.  This

decument Is not Intended to walve any
EMERGENCY POWER: Type Il Diesel generator defense, legal or  equitable, In

administrative, civil or  criminal
A lifa safefy code survey was inillaled and proceedings.

concluded on 12/03/15, for compliance wilh Tille
42, Code of Federal Regulations, §483.70 (g).
The facllity was found to not ba In compliance
with NFPA 101 Lifa Safely Cade, 2000 Edition,
The facliity is licensed for ninsly-six (96)
resldents, with a census of ninely-ons (91}

residents on the day of the survey.
Daficlencles were Identified during this survey at
D" level.
LABORATORY DIRECTORS ORPROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TTLE
"
> ; (52 000 e Dieacfouy 12123/}

Any deficloncy slatemeni ending wilth an a Q onofes o deficlancy which the [nstiutian may be excused irom corracling providing it Is delermined Ihal
other safeguesds provide sulliclent proteclionlo Ihe pallents. (Saa Inslryctions.} Except for nursing homes, the Nndings sieled abova are disclosable 90 days
follov/ing the date of suvey whether or nol a plon of coirection ls provided. For nwsing homes, tho above findings and plans $fcorrection era disclosable 14
days fellowlng the dats these documents nre mado svallable fo the faclbly. [f deficlencles ate clled, an opproved plan of cotrection [s raquisite lo cantinuad

Program parilctpation.

— R e e e —— T e —— — i . —_—
"
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES DMB NO _0938-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICUA {X2] MULTIPLE COMSTRUCTION {X3)DATE SURVEY
AMD PLAN OF CORRECGTION IDEHTIFICATION NUJMBER: A.BULDING 01 -MAIN BUILDING 4 COMPLETED
185065 R WING 12/03/2015
NAME OF PROVIDER OR SUPPLIER STREET AODRESS, €ITY, BTATE, ZIP CODE
CHRISTIAN CARE CENTER OF LANCASTER 308 WEST MAPLE AVENUE
LANCASTER,KY 40444
4)iD SUMMARY STATELENT OF DEFICIENCIES ] PROVIDER'S PLAH OF CORRECTION . o
PREFIX {EACH DEFICIENGY IAUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ) coupLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CRO29.REFERENCED TO THE APPROPRIATE BATE
DEFICIENGY)
K 03g | NFPA 101 LIFE SAFETY CODE STANDARD K038 Correctlva Actlon for Targeted Area
S On 12-7-15 the Malntenance Director removed

Exil access Is arranged so that exits are readily
accessible af all limes in accordance with section
7.4, 19.21

the secondary locking device on the two doors
leading Into the kitchen, With the remaval of the
secondary locks on the kitchen doors there was
no longer a lock located above 48 Inches from the
floor on the doors leading to the kitchen doors.
On 12-7-i5 the Malntenance Director relocated
the lock on the storage room door in the service
arca at a height no greater than 48 inches from

This STANDARD Is not met as evidenced by:
Based on observalion and interview, It was
determined the facility failed to ensure exit access
was malntained actording {o Nalional Fire
Protection Assoclalion (NFPA) sfandards. Thae

daficiency had the poteniial to affect one (1) of six the floor.
(Cur Rl SCE LR Identification of Area with Potentlal to be
The findings Include: affected
On 12-4-15 the Maintenance Director inspected
Observation on 12/03/15 at 11:38 AM with the facllity doors for compllance with latches bepl'ng no
Maintenance Direclor revealed two locking higher than 48 Inches from the floor and needed
davicas on the two doors leading infe the IGtchen. repalrs were made and completed on 12-28-15 by
Further observatlon revealed two of the locking the Malntenance Director.
devices waps located 80 inches above the floor.
Interview wiilh the Malnlenance Direclor at the Systematlc Changes
time of observalion revealed he was lold the
locks needed (o be on the doors fo prevent Measures to ensure compllance Include a
resldents from entering the kilchen area. quarterly audit conducted by the Malntenance
Director of the faclity door lock placement for
Obszeivafion on 12/03/15 at 11:48 AM with the compliance with NFPA 101,
Maintenance Direcior revealed a lock mounied at
a height of 60 Inches on a storage room door in Monitoring
the servica area, [nlerview with the Maintenanca
Direclor at the fime of observatlon revealed he Results of these audits will be reported quarterly
was not aware the Jock could not be mounted by the Maintenance Director for one year to the

Quallty Assurance Performance Improvement
Commitiee for Revlew and Recommendations.
The findings \?ere acknowledged by the Adminisirator The Executive Director and Malntenance Director
during lhe exit confarence. will follow up on recommendations from the QAPI
Committee to assure compllance.

grealer fhan 48 inchas from the flocr.

Reference: NFPA 109 (2000 Edition).

Continued
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CENTERS FOR MEDICARE & MEDICAID SERVICES DB NO_0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPUERICLIA {X2) MULTIPLE CONETRUCTION {X3} DATE SURVEY
ANDFLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING 01 MAIN BUILRING 01 GOMPLETED

185065 B.IVING 12/03/2015

NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, 21 CODE

08 WESTMAPLE AVENUE
CHRISTIAN CARE CENTER OF LANCASTER
G i LANCASTER, KY 40444
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAH OF CORREGTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COoM TION
TAG REGULATORY OR LEC IDENTIFYING INFORIATION) TAG CROS8-REFERENGED TO THE APPROPRIATE OATE
DEFICIENCY)
Ko3s Continued
KO38| The quality Assurance Performance

7.2.1.5.4* A laich or other fastening device on a
door shall be provided with a raleasing device
having an obvious method of operation and that
Is readily operated under all lighting conditions.
The releasing mechanlsm for any lafch shall be
located not less than 34 In. (86 em), and not more
than 48 in. {122 em), above the finished floor.
Doors shall be operable with not more than one
releasing operation.

Excepfion No. 4:*Egress doors from individual
living units and guest rooms of residential
occupancles shall be pamitied to be provided
with devices that require nof more than one
additional releasing operation, provided that such
device is operable from the Insiie without the use
of a key or {ool and Is mounled al a height not
exceeding 48 In. (122 em) abova the finished
floor. Exisling securily devices shall be permifted
lo have two additional releasing operations,
Existing securily devices olher than automatic
latching devices shall not be located more than
60 in, (152 em) above lhe finished floor.
Automalic lalchlng devices shall nof be located
more than 48 in. (122 em) above the finished
fioor.

Exception No.2: The minimum mounilng height
for the releasing mechanism shall nol be
applicable {o exisiing installations.

Improvement {QAPI) Committee consists of the
Executlve Ditrector, Medical Director, Director
of Nursing, Asst. Director of Nursing, Dietary
Manager, Housekeeplng Supervisor, Medical
Records Coordinator, Social Services Director,
Activitles Dlrector, Business Offlce Manager,
Human Resources Manager, Malnlenance
Directer and Rehab Manager and MDS
Coordinator, 1/s{16
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The findings include:

lMumination of means of egress, Including exit
discharge, is arranged so that fallure of any single
Lighting fixture (bulb) will not Ieave the area in
darkness. (This does nol refer {o emergency
lighting in accordance wilh seclion 7.8,) 19.2,8

This STANDARD is not met as evidencad by:
Based on observation and interviaw it was
determined Ihe facllity falled lo ensure
lllumination of emergency exlis was according to
National Fire Proleclion Assoclation {NFPA)
slandards. The deficlency had the polential to
affect two (2) of six (6) smoke compartments,
iwenty-six (26) reslidents, staff, and visitors,

Observation on 12/03/15 at 12:32 PM wilh the
Maintenance Direclor revealed the exerlor exiis
at the Chapel and Short Hall were not equipped
with a two-bulb light fixlure Mluminaling the axil
egress. Inferview wilh the Mainfenance Direclor
al the time of observalion revealed he was not
aware the light fixtures at the emergency exits
neaded {o ba equipped with two light bulbs.

The findings were acknowledged by tha
Administrator dtring the exit conference.

7.8.1.4+ Required illumination shall be arranged
so that the fallure of any single lighting unit does
not result in an illumination level of less than 0.2
lt-candle (2 lux} In any designated area.

STATEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIER/CLIA (X2) BULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANDPLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILOING 01 -MAIN BUILDING 01 COMPLETED
185065 B.WIHG 1210312015
NANME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
308 WEST WAPLE AVENUE
CHRISTIAN CARE CENTER OF LANCASTER
LANCASTER, KY 40444
(4)oD SUMMARY STATEIENT OF DEF|CIENCIES 0] PROVIDER'S PLAN OF GORRECTION ¢ xs)
PREFIX {EACHOEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICH
TAG REGULATORY OR LBC IDENTIFVING INFORMATION) TAG CROSS-REFERENCED TOTHE APPROPRIATE DATE
DEFICIENCY)
K 045| NFPA 101 LIFE SAFETY CODE STANDARD Ka45 Corrective Actlon for Targeted Are

Cn 12-16-15 the Maintenance Director replaced
the exterlor lights at the Chapel and Short Hall
exits, with a 2 bulb light fixture.

dentification of Area with Potential to be
affected

On 12-4-15 the Malntenance Dlrector inspected
exterlor egress lighting and found no other
areas affected.

Systematic Changes

Measures to ensure compliance Include a
monthly audit conducted by the Malntenance
Director of egress lighting lllumination and
compllance with NFPA 101.

Monitering

Results of these audits will be reported
manthly by the Malntenance Director to the
Quality Assurance Performance Improvement
Committee for Review and Recommendations.
The Executlve Director and Malntenance
Director will follow up on recommendatlons
from the QAPI Commitlee to assure
compliance. The QAP! Committee consists of
the Executive ODirector, Medical Director,
Consultant Pharmacist, Director of Nursing,
Assistant Director of Nursing, MD5 Nurse
Coordinator, Soclal Services Dlrector, Activities
Director, Dietary Manager, Malntenance
Director, Housekeeping / Laundry Director,
Business Offlce Manager, Admissions Director,
and Therapy Manager. 1/5/16

FORI CMS-2567{02-99) Previous Varslons Obyolsie

Event ID; INS521(

Facilliy 10: 100719

76




