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1 ! : :
F 000 i INITIAL COMMENTS F 000, Thisg E.*lan of C‘orre?t ion i
. ‘ ‘conatitubes our written :
i . . £ H ; 11
A Stendard Recertiflcation Survey was conducted j allegation ?f eemp 1’?mce §
£ 11/04/12 through 11/06/12. Deficient practice | : fox the deficiency cited, ;
. was identified and deficlencies were citedata | However, submission of this ;
i Scope/Severlty of an "E”, ! Plan of Correction is not ;
F 371 483.35()) FOOD PROCURE, PoFan i an admission that a deficiency

. exists or that one was cited |

ss=£ ' STORE/PREPARE/SERVE - SANITARY
I i correctly. This Plan of i

]

" The faciity must - . ,

I (1) Procure food from sources approved or : ' Correction is submitted
. considered satisfactory by Federal, State or local | | to meet reguirements

' eatablished by State and

Federal law. i
Fa7i
¢ It is the policy of this [

| authorities: and

(2) Store, prepare, digtribute and se%gﬂ foor Mw _—
 under sanitary conditions )t - % =iV ED

, ,
l DEC 11 72

! § § i campue tO ensure proper '
| B .. . ' senitation lsvela.
. This REQUIREMENT (8 not met a8 evidenced ; 1.The sanitizer dispenser
thy: ' . was replaced on 11-7-12 on
. Based on observation, interview, and review of | " the 3 compartment sink. :
H the facilfty.s PO“‘GY. é{ was detﬁfmlhed the fac”ity i l: The ganitizer manu’facmurer :
. falled to ensure food was stored, prepared, and ’ . , ;
' served under sanitary conditions as evidenced by | ; guidelines states , chat ,i

; © acceptable range is 100- ‘

i failure to ensure the sanitizer level was atthe | ;
Lappropriate level in the sanitizer buckets at food i 400ppm.The new dispenser :

j preparstion (prep) areas. } . was operating correctly ;
' upon replacement and checked by the

techrnician from GFS.The
dispenser was replaced by
the GFS trained service taehnig’::’.an whe

i The findings include:

i Review of the facility’s policy tited, 'Dining ' i
" Services”, undated, revealed the first sanitizer | ;

: bucket was to be prepared at 5:30 AM, then . ! provides service on the
. thecked at 7:00 AM and 9:00 AM and every two | i : . et i
1 (2) hours thereafier to enslre it met the i equipment in die §;y depa;‘":men:: c‘i
, appropriate disinfectant level of two hundred | . There were xo residents affect|
, by the deficient sanitation leyel.

+ (200} parts per million,

cr—

KB OATE

: i
WIDE%WPU ER ESENTATIVE'S SIGNATLURE TILE
A 3 = I <

Any deficiency statement ending with an asterisk (*) dencles a deficisncy which the misilution may be excused om corecting pmvldirsg' it l2 determmed Ihat
other safeguards provide sufficien] prolection to the patents, {See instructions.] Excep| for nursing homes, the findings stated above are disciosatie 80 days
forowing the date of survey whether or nof & plan of correction i pravided. For nursing homes, the above Badings and plens of corection are disciosable 14
days following the date these documents are made avaitabls to the fazillty. If deficiencies are cited, 8n approved plan of corvection is requisile to contimisd

program participation,
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(X6 | SUMMARY STATEMENT OF DEFICIENCIES ; o PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FULL  PREFIX (EACH CORRECTIVE ACTION BHOULD BE | COMPLETION
TAR | REGULATORY OR LSC DENTIFYING NFORMATION) . TAG :  CROSS.REFERENCED 7O THE APPROPRIATE @  ONE
‘ 2 ! DEFICIENCY) ;
¥ i .
; ; i i 2. The PHS/ED completed an audis
F 37 : Commued From page 1 ' F371= of orders written within 48 hours pnor
5 | to and 48 hours follewing the i
Observat.on during the tour of the kitchen, on f \ manv;ﬁc:uon of :zz :::;;1:::; ;
H r prafstice to ensure € :
H11/08/12 3t 4: 07 PM, revealed Dretary Aide #1 ) ; werg diagnosed food boxpe illness.
lchecke_d the sanitizer level in the sanitation : ! This audit was completed on 12/7/12. |
bucket and the test strip did not change to the ; i There were no residents identified i
: a;ﬁpropriate color to indicate the sanitizer was at | ! to nave been affected by the !
. @n appropriate level. Interview with Distary Aide i | deficient practice. !
{#1 at the time of the check, revealed the ;' e eisenm W 12:15pm ;
j acceptable level was two hundred (200) parts per ! recorded daily by the designated :
' millien (ppm} or greater. Observation of the test i | cook. The levels
| strlp revealed the sanitizer level was not within i will Be checked svery two |
: twr:t huridred (200) parts per mililen (ppm}) rangs. | : Ahg;gﬁnﬁggéming at §:30am by the
 Interview, on 11/06/12 at 4:07 PM, with Dietary | anger the reagisTy inee :
. Aide #2 revealed he had changed the sanltizer : ! are not within scceptabls ;
bucket when he cama in after lunch. ! |  wange, the range will be i
: . recorded by the DFB/ADPE/Cook i
' Interview, on 11/06/12 at 5:12 PM, with the _! | adaneemix ;
; Distary Manager revealed the sanitizer leval in ; g izagfﬁgaﬁwﬁecmm i
. the sanitizer buckets was checked when filled at i | The Director of Food Sexvices condusted an
' approximately §:30 AM, then at 7:30 AM and 9:00 | i in-gervice with all dietary ;
| AM. She stated if the sanitizer level was notat | i skaff wegarding the ;
the acceptatle level of two hundred (200} parte | | fppropriate levels :*w o comoleted |
i per milllon then it was changed and checked | b e oLe e o o latad
~again to ensure # was acceptable. Then the ! | dietary staff. The daily FEM ,eadmg
| sanitizer buckets were checked againat 11:00 . will be veported in
i !
; AM, 1.00 PM, 3:00 PM, and after dinnsr. She : ! morning QL by the DFS/ADFE to emure
' stated Dietary Alde #1 should have checked the : i gtaggzrgg 3f§1b§§"§uﬁtmaom j
isanmzer level in the sanitizer bucket at 3:00 PM : | audits at a minimum of 3 Cimes per whek to ensube
: and obviously had not dore 80 as the ganitizar ' ! complisnce with levels and &ocumuntation
' did nct register on the test strip.  She stated this | i ] These weekly audits will be done fou _
- could harm a resident in that it could cause & food | | 1 month If 100¥ compliance is achieved, then auflits
! borne iliness. | i will be conducted Ix monthly. If at anytxme,lﬁc
i de? compliance is not achieved,
i then sudits will returs to 3 t;mes/wwak

F 431} 483, 60(b}, (d), (e) DRUG RECORDS, i
ss-—gl LABEL/STORE DRUGS & BIOLOGICALS

The facillty must employ or obtain the services of | |
a licensed pharmacist who establishes a system |

!
i

until 100% cempliance. ;
! |
{ H
‘ !

|
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NAME OF PROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, 21P CODE
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(X410 SUMMARY STATEMENT OF DEFICIENCIES ] [ ; PROVIDER'S PLAN OF CORRECTION ; (el
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFMX IEACH CORRECTIVE ACTION SHOLLD 88 | COMMLETION
TAL REGLLATORY OR L§G IDENTIFYING INFORMATION) [ Y- CROSS-REFERENCED rg&e APPROPRIATE |  OAME
' ! ! BEFICIE ;

! " on 100% compliance
F 431 Continued From page 2 F431! Uﬁ dit 1'311 ret to
of records of receipt and disposttion of all | then audits wi eturn 4
monthly as paxt of the |

' controfted drugs in sufficient detail to enable an : :
: &ccurate reconciliation; and determines that drug oaram i12/14/1
| ‘records are in order and that an accountof all i QR program. ] /14/
j controlled drugs is maintained and periodically ' | F431 |
reconcr!ed ! ;
i It ig the policy of this
; Drugs and biclogicals used in the facility must be facz_‘llty to properly store'
labeled In accordance with currently accepted | 1 is |
: profeselonal principles, and Include the e all drugs and biologicals
: appropnl-iate m:;ssery a?d gamicnawh i correctly.
Vinstructlons, and the explration date when !
.' app!icable. 1. The DHS/ADHS conducted an audit
! rof all medication carts an@
!n accordance with State and Federal laws, the '; i medication rooms to ensuref

facrlrty must store all druge and blologleals In : ; , i
; hocked compartments under proper temperature no further deficient practice.
controls, and permit only authorized personniel to | | There were no deficient !

 have access 1o the ke . C e
yﬁ i practices identified on |

‘l The facflity'mu;t provide separately locked, _ ; 11-7-12.The migplaced cont?ainer
: permanently affixed compartments for storage of | of Sani-cloths was moved at £ime

! controlled drugs listed in Schedule Il of the :
of deficilent practice as to

. Comprehensive Drug Abuse Prevention and ]
* Control Act of 1876 and other drugs subjectto | not be next to medications.

I abuse, except when the facility uses single unit | i , e
. package drug distribution systems In whichthe ; The staff identified as ;

| quanttty stored is minimal and a missing dose can' i { el deficient practice
| be readiy cetected . | practicing cient pract
! : | was educated at the time |
! ! by the DHS. i

!"ms REQUIREMENT is not met as evidenced | , 2. The ED/DHS conducted an
" | in-service with all {

by: i ;

; Based on observation, interview, and review of ' i !
facility's poticy, t was determined the facility failed | . licensed nurses to ensure,
i to store all drugs and biclogical in locked : i knowledge of proper §
| compartments and in accardance with current | ' location for storing i

I : i
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F 431 Continued From page 3
i accepted professional principles,

| The findings include

i

. Review of facility's policy, "Medication Starage In
! the Facility", revised 02/01/10, revesled

; mediestions and biological shouk! be stored

i storing potentially harmful substances, such as

Varea separately from madication.
i

. Observation on Legacy Lane (Memory Care Unit)
! of the facility, on 11/05/12 at 10:00 AM, revealed

+ & contalner of Sani-Cloth Plus Germicidal

. Wipes and botile of hand sanitizer. Warning on
I'top of Sani-Cloth Plus Germicidal Disposable

' cart gt that time,

! Interylew with Registered Nurse (RN) #1, on
, 11/08/12 at 10:10 AM, revealed if was not
| necessary to have a container on top of the

' contact with the germicidal cloths.

i

- Interview with Licensed Practicsal Nurse (LPN)

| #3, on 11/08/12 at 2:15 PM, on Legacy Lane

i revealed Sani-Cloth Plus Germicidal Disposable
! Cloths were used to sanitize the Glucometer to

j decrease possible spread of Infection. When

: asked where the cortainer of germicidal cloths

| was stored, LPN #3 unlocked the medication cart
| and opened the 3rd (third} drawer, revealing a

' contalner siiting directly next to liquid

. cleaning supplies, should be 1o stored in a locked 1

i medication cart due to residents could come into |

r

' safely, securely, and properly. The procedure for |

1

i
t

!
i
;

' Disposable Cloths sitting on top of the medication |
i cart, next to a container of Sani Hands Gel Hand i

 Cloths stated not a skin wipe, to be used on hard ;
‘surfaces. Staff was not present at the medication

'
|
'
'r
i
P
i
'
i
i
'
'
i
P
i
i
i
i

cdyugs and biologicals.
Fda’!Thig intservicagwas

; completed on 11/30/12

ity ensure that all

[ licensed staff ;

i grcperly. i

“The ED/DHE gid not !
identify any resident |
that was aflected by H
the deficient practice during |
the review of &ll QA Infectidn !
Control Logs and audita which
showed no trending with
; regaxds to storage of ;
‘biclogicals and medication. This
audit wag ¢ompleted by 12-7-12.;
3. The ED/DHS will :
conduct random audits 3x .
weekly to_ensure ) :
100% compliance with storing |
of drugs and biclogicals, :

i educated

I£ 100% compliance is achieved !
within 1 month, then :
audits will be moved

tc 2xX monthly as leng as
100% compliance is j
maintained, If 100% compliance
is not achieved, then audits
will return to 3x/week for

1 menth or unkil 100%
, compliance and will then return

i to 2x monthly. [Q_{Q»{Q

i

i

i

i i
i

)

'
'
'
)
P

i
H i
i !
i :
!

J
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F 431 Continued From page 4

"In this drawsr,
i

Interview with RN #2, Assistant Director of
' Nursing (ADON), on 11/06/12 at 2:55 PM,

. Cloths were used 1o sanitlze the Glucometer to
i asked where the container of germicidal cioths

' drawer of the {reatment cart, revealing a

; not be stored with medications.

! Interview with Director of Nursing (DON}, on
| 11/06/12 at 3:00 PM, revealed Sanl-Cioth Plus

{ cloths should be stored in the supply room,
,-' behind a locked door, or in the freatmen
- other medical supplles. The DON stated
: germicidal ciothe should be stored away frem

: specifically aboutthe Legacy Lane medication

| medication cart, away from medications,
F 441483665 INFECTION CONTROL, PREVENT

sssg! SPREAD, LINENS
' The facility must establish and maintain an

' of dlgease and infection.

r (a} Infection Control Program

i medicatlons. Oral medications were also stored

 revealed Sanl-Cloth Plug Germicidal Disposable
| decrease the possible spread of infection, When !
; was stored, the ADON unlocked and opened the f

i contalner with other medlcal supplles. The ADON j
, stated the container of germicidal elothe should |

 Sermicidal Cloths were not to be stored on top of |
' the medication cart. The DON stated germlcidal ;’

tcartwithf

| consumables such as medications. When asked '

; cart, the DON stated the comtainer of germicidal
' cloths should be stored in the bottom drawer of

 Infection Contre! Program designed to provide a
; safe, sanitary and comfortable envirenment and i
! to help prevent the development and transmission !

I raq1

?Et is the poliecy of this
 facility to maintain a

F441 sanitary environment.

i 1. All facility |
| staff in-serviced 5
gan proper handling of
. and preventing the spread |
; of infection. Training ;
! conducted by ED/DHS. f

!
' H
|
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! ; DEFICENCY) i
: ; [
!

F 441 ' Continued From page 5 F 441 f’ 2. ED/DHS will conduct
{ The facility must establish an Infection Control i random monthly audits i

i Program under whlch it - * ; : iar with '

(1) Investigatss, controls, and prevents infections ! f to ensm.:’e compliance h
o ; prevention of spread of .

Linthe facility; . i ‘
; (2) Decides what procedures, such as isolation, i ; disease during meal service/

' should be applied to an individual resident: and ! A ) ) :
i (3) Maintains & record of incidents and corrective ; handwashing/direct pat:.ent;
’ ~care/ice pass/linen pass/.;

actions related to infectlons. :
! i
: | If 100% compliance !

(b) Preventing Spread of Infection i : ':
(1) When the Infection Control Program .’ | is not achieved at time of
i determines that a resident needs isolation to ; . audits, then audits will ;

i Prevent the spread of infection, the facitty must S
“ be conducted weekly until

" igolate the resident. ‘ ' ! '
' (2) The facllity must prohibit employees witha ! 100% compliance is achi evad
and then audits will retu#n

j communicable dizease or infected skin lesions
from direct contact with resfdents or their food, if

1 direct contact will transmit the disease, j to monthly, These audits |

- (3) The faclity must require staff to wash their ! Lo :

! hands after each diract resldent contact for which i will be part of the QA program.
i hand washing is indicated by accepted : ' 112/14/32

. professional practice. , |
| i

' (¢) Linens
- Personnel must handle, store, process and {
 transport linens $o as to prevent the ¢preadof | ! :
: infection, } ‘ ;
i
i

!
| This REQUIREMENT iz not met as evidenced i
by: _ !
! Based on cbservation, interview, record review i '
; and review of the facility’s policy, It was
; determined the facility fafled to maintaln an f
! infection control program designed to providea |
! sanitary environment and to help prevent the
| development and transmission of disease and :
; i | '

1 :
H

!
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1
'

)
'
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PREFIX
TAG |
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CROSS-REFERENCED TO THE APPROPRIATE
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COMPLETION
DATE

" gtill in the cart,

'
t

Practitioner (ICP),

i it In thera”,

i sometimes”,

F 441 Continued From page &
Linfection. Observation on 11/04/12 around 10:00
: AM, revealed the Activity Director (AD) passing
"ice to the residents and leaving the ice scoop in
! the ice chest, Observation on 11/05/12, during
the lunch meal on hall (200), revesled the dormed !
| plate cover lids fell out of the bottom of the tray
, delivery cart, onto the carpet, and staff pick the
“Mds off the floor and put them back on the hottorn
i of the cart with undelivered re

' The findings include;
i

' Review of the facility policy entitled *Infection
* Control- General Policy Staterment”, no date,
i revealed all employees were in serviced on the

. prevention and control of Infections before being
| assigned to resident care, annually and as

. deemed necessary by the Infection Control

i

‘ Observation, on 11/04/12 st 1000 AM reveazled
i the AD passing ice on the (200) hall to the
 Tesidents and leaving the ice scoop in the ice
fchest. The Director of Nursing Services (DN8)

, Was observing this writer observe the ice pass
+and stated that she (AD) didn't know to "not leave

 Interview with the AD, on 11/05/12 at 9:45 AM,
. revesled she was aware the ice Scoop should rot
¢ have been left In the ice chest, Further interview
-r‘ revealed she had infection contral training but it

 had been awhile and she "just got distracted

, Interviews with State Registered Nurse Aide :
:(SRNA) ¥4 and #5, on 11/06/12 at 225 PMand |
1 H

sident food trays

r

)

Fadt

i
i
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F 441 | Continued From page 7 ' OF441

: 2:30 PM, revealed the ice scoop should be stored |
*in the holder because it was an infection control |
 5sue to leave it in the ice. Both SRNAs stated |
‘they had Infection contral training on the

i computer and in-services yearly and 83 needed.

i Observation, on 11/05/12 at 12:20 PM, during the '
*lunch mesl on hall (200), revealed the domed i
; Plate cover lids fell out of the botfom of the tray |
: delivery cart, onto the carpet, and staff pick the
i lids off the fioor and put back on the bottom of the |
| cart with undelivered resident food trays still in the |

i cart, k
: i
| Interviews with SRNA#6, on 11/04/12 at 12:50 '
'PM, and Licensed Practical Nurse (LPN) #2 at |
i 12:55 PM, revealed the lids should not have been °
 put back in the food cart with undelivered resident |

i trays because It was an infection control issue. ;

i Interview with Kentucky Medication Aide (KMA)
‘#8, on 11/04/12 st 1.00 PM, revesled it was an
; infection control issue for her to have put the :
| contaminated lids back in the food cart with :
: Undelivered resident tays on It,

; Interview with the Staff Educator, on 11/06/112 at |
! 2:36 PM, revealed all staff was given infection |
. contrel training during orientation, yearly and as
I needed. The Staff Educator further stated both |
_ i8sues with the ice pass and the tray pass created ;

! infection control Issues.

1
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(x4 p | SUMMARY STATEMENT OF DEFICIENGTES ool PROVIDER'S PLAN OF CORRECTION D i)
PREEIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREAX | (EACH CORRECTIVE ACTION BHOULOBE | COMMERON
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) A Y CROSS-REFERENCED TO THE APPROPRIATE i DAYE
: ; o DEFICENCY) ;
t ]
K 000!

K000 INITIAL COMMENTS

' CFR: 42 CFR 483.70 (3) ;
; i !
' BUILDING: 01 ‘
I

E! PLAN APPROVAL: 2004 Addition 6/16/2010
 SURVEY UNDER: 2000 New j

| FACILITY TYPE: SNFINF :
i ; |

| TYPE OF STRUCTURE; One (1 )story, Type I ;
; (211) Protected : !

| SMOKE COMPARTMENTS: Fourteen (14) I j
; Smoke compartments, f !
| ; |

 COMPLETE SUPERVISED AUTOMATIC FIRE |
| ALARM SYSTEM (Original Installation) i :

| FULLY SPRINKLED, SUPERVISED (DRY j ; |
i SYSTEM) (Orlginal Inatallation) ; , ;

| EMERGENCY POWER! Type Ii Diesel i :
- Generator. (Original Installation) - i

- Alife safety code survey was inftiated and

! cancluded on 11/05/12,” The findings that follow
. demonstrate compliance with Title 42, Code of

| Federal Regulations, 483,70 (a) et seq (Life ;
: Safety from Fire), The faciity was found to bein |
! substantial compliance with the Requirements for | ;
; Participation for Medicare and Medicaid Program. ! |

H

i
i
H

REPRESENTATIVES SIGNATURE | THE o&mﬁ
ED K] |

LABORATORY DIRECTAR'S OR PROVIDER/SUP
ﬁ IAAN
dencies & defidency which the institution mey be excused fom camecting providing it is determined that

Any deﬁcimcy‘;'éfemem ending with an asjerisk (*
uartis provide sufficient protection 1o the patients, (See Instructions,) Except for nursing homes, the findings stated above are disclossbre 90 days
the above findings and pans of somection are disclosatis 14

ofher safeg
following the date of survey wheiher or ot a pian of corregtion Is provided, For nursirg homes,
days falkwing the date these dotuments are made avaliable o the facitlty. If deficiencies are thted, an approved plan of comection I requisite to continued
program participation, :
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