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F 000 ; INITIAL COMMENTS F 000, :
: Preparation and execution of this plan of
An abbreviated standard survey (KY16571, correction does not con:stltute adm15s10n oF
KY16572) was conducted on June 29-30, 2011, agreement by the provider of the truth of
KY16572 was unsubstantiated with no related the (?ts alleged or the conclumqns ,.Set
deficient practice identified. KY15571 was forth in - the Statemfa nt of Deficiencies
. substantiated with deficient practice identified at rendered by ﬂ_le TEVIEWINE agency. The
D jevel, Plar of Correction is prepared and executed-
Fzogi 483.13(c} PROHIBIT F 254 .soleI.y. because i is required by the
S3=0 - MISTREATMENT/NEGLECT/MISAPPROPRIAT provisions of federal and state law. Golden |
N Living Center of Stanford maintains that!
the alleged deficiencies do niot indjvidually -
The facility must develop and implement written or coliectively jeopardize the health and/or:
policies and procedures that prohibit * the safety of its residents nor are they of"
mistreatment, neglect, and abuse of residents such character as to limit the provider’s
and misappropriation of resident property. capacity to render adequate resident care.
. Furthermore, Goiden Living Center of
Stanford asserts that is in subsiantial
‘ compliance with regulations governing the
o ) operation of long term care facilities, and
This REQUIREMENT is not mat as evidenced this Plan of Correction in its entirety,
by _ L constitutes this provider’s allegation of
Basea'on mterwauy'and _record review, it was _compliance and, thereby, we request
: deterrnmed the facility fallr?d o prpvude goods and resurvey to verify such as of August 03rd,
: 3ervices necessary to avoid physical harm and 2011, )
: mental anguish for one of thrée sampled
' residents (Resident #1). On 06/10/11, Resident . -
#1 was transferrad to a) treatment center for a { Completion dates: are  provided for
routine treatment which required the resident to |pro cedural processing purposes fo comp ly?
. be at the center from approximately 10:00 AM with federal and state regulations, and
L until 4:00 PM, however, the facility failed to | correlate with the most recent contemplated:
provide a lunch or incontinence briefs for the  or accomplisiied corrective action. These do.
resident while away from the facility. . not necessarily chronologically correspond
' . to the date that Golden Living Center of
' The findings include: ; Stanford is under the opinion that it was in
; ‘ | compliance  with the requirements of
: A review of the facility's Investigation and ‘ { participation or that corrective action was’
- Reporting of Alleged Violations of Federal and | | necessary.
HASORATOR PTG IS : Executive Direiior - P8 DATE

- £ i
Any aeficiency statement ending with 2n

= S ey — - .
esterisk F‘,‘Ta@rrotss-@deﬁeieﬁcy%hich the EnMon may be excused from comecting providing | is determined that

other safaguards provide sufficient protaction to the patients. (See instructions ) Excent for nursing homes, the findings sizted above are dizsclosablz 80 days
following the date of survey whether or nof a plan of correction is proviged. For aursing homes, fhe above findings and pians of comection are disclosabla 44
. gays foflowing the date these documents are made available to the facility. If deficizncies are cited, an approved pian of correction s requisite to continued
program parficipation, ' ’

CORK SIS -ZE87(02-99) Previous Versions Otsoks

e 1 R T -
Evend i 8R3511

Faciity I 180250  continuation shast

Fage 1afg




PRINTED: 07419/2011
FORM APPROVED
OMB RO, 0938-0381

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA () MULTIPLE CDNSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREECTION ICENTIFICATION NUMBER- COMPLETED
A, BUILDING
1B WING c
B 185244 : 06/30/2011
NAKME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZiIF CODE
- 5 H, N IGHTS
GOLDEN LIVINGCENTER-STANFGRD 105 HARMON HEIGH
: _ STANFORD, KY 40484
(X&) 1D I SUMMARY STATEMENT OF DEFRICIENCIES | o PROVIDER'S PLAN OF CORRECTION X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX {EACH CORRECTIVE ACTION SHOULD B= COMPLETION
TaG REGULATCRY DR LSC IDENTIFYING INFDRMATEON) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFIGIENCY)
F 224 Continued From page 1 F 224

; review also revealed staff was required to take
: appropriate steps to prevent occurrences of
; neglect of residents.

- would be free from neglect A review of the policy

| The facility admitted Resident #1 on 10/28/02,

Abuse, Injuries of Unknown Source and
Misappropriation of Resident's Property (revised
07/1710), Reporting Alleged Violations (raviewed
March 2007), and Social Services Policies and
Procedures Manual Residents’ Rights (revised
October 2009 revealed all residents in the facility

revealed neglect was defined as the failure to
provide goeds and services necessary to avoid
physical harm and mentat anguish. The policy

with diagnoses that included Paranoid
Schizophrenia, Manic Gisorder, Psychosis,
Morbid Obesity, and Lymphoma. Further review
of Resident #1's medical record, inciuding
documentation from the treatment center dated
03/9/11, 04/12/11, and D4/22/11, revealed the
resident had a history of treatment at the center
for Lymphoma. Based on dacumentation,

Resident #1 would initiate "another set of {weekly) |

treatments” in May 2011, )

- An observation and interview witfy Resident #1 on |

 6/29/11, at 3:05 PM, revealed the resident was in

. bed and consistently kept his/her eyes closed
. 8ven guring conversation. Resident #1

s responded "yas” or "na” to the majarity of

i questions asked, did not attempt to make

( recent Minimum Data Set (MDS} assessment

meaningful conversation and, at times, did not
appear to understand the gquestions.

A review of Resident #1's Care Area Assessment
(CAA) dated 03/2/11, and a review of the most

¢ Resident #1 has had no further visits fo the

: 2. How will the provider identify other resident{s)
i who have ihe potenfial fo be affected by the
- glleqed deficient practice and what actions will be

F224 1 is the policy of this provider fo provide
goods and sarvices necessary to avoid physical
harm and mental anguish. :

The provider respectfully requests
Dispute Resolution for F 224.

1. What actions did the provider take fo correct
the_alleqed deficient practice for the resident(s)

fouind to have been affacted?

informal

cancer freatment center.

taken?

Residents with the propensity o be affecied by
the alleged deficient practice have been identified
a5 thase transferred out of the faciiity to receive
realments &t other providers echeduled for an
extended period of time. Such residents with
appainiments meeting the crileda so identified
would be provided with incontinent briefs, sack
lunch or other equipment as appropriate,

3. What action did the provider fake fo asstire that

1 the allsged deficlent practice does not racur?

" The licensed staff responsible for initiating

transfer paperwork were in-serviced with regard
to the procedure to assure thaf when a resident is

i paricd of time for treatmeni(s), they are supplied
| with a sack lunch and incontinence care ams or

¢ other equipment, as appropriaie. These ftems are
! trested as part of the transfer paperwork. The

scheduted to-be out of the facility for an extended i
f
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- dated 5/20/11, revealed facifity staff absessed

| Resident #1 to have severe cognitive impairment,
' was incontinent of bowel and” bladder, and
i required assistance with all activities. ofdaliy
¢ living.

¢ Interviews with the Director of the treatment
center on 06/29/11, at 3:50 PM, revealed
Resident #1 had arrived at the Cancer Center on
05/20/11, via non-emergency ambulance
transport for treatment, withaut an accompanying
| staff attendant, provisions for a tunch meal, or
_incontinence briefs, The Director stated staff at
 the treatment center contacted the resident's
facility on 05/20/11, and informed ihe DON the
facility would need tD provide staff to accompany
Resident #1, provide a lunch meal for the
resident, and send incontinence briefs with the
resident during each weekly treatment. The
Director stated the resident's facifity had also
failed fo provide staff and needed provisions for
Resident #1 during appointments with the
treatment center in March and Aprit 2011.
Continued interview with the Director revealed he

- F 2240 oo continued -

. had spoken with staff of the facility about the
- identified concemns an nmerous occasions,’
- including on 05/20/11, but the problams
continued.

An interview conducted with RN #1 on 06/29/11,
at 4:36 PN, confirmed the treatment center had
called and spoken with her on numerous
occasions regarding the facility's failure of
sending staff and needed provisions with the
resident during the appointments at the treatment
cenier, BN #1 reportedly acknowiedged the
center's requests and indicated the facility would

| rake necassary amangements to ensure staff

nurse mslgned to the resident wouid assure the
equipment s given fo the transfernng agency,
EMS, Bus Service, atc:

. 4. Whaf guality assurance measures have been
. implemented to _monifor apd_assure ihat the
: deficiert praclice does not recur on an_cngoing
| basis?

: The ADNS or her designee will follow up by

. phone weekly with other providers asking if the

¢ items {hat were needed to care for the residents

needs were Teceived. if the resulis of the foliow

up conversations indicate that the tems above
were not recelved, corrective action will be

infiated and an action plan developed, as.
needed. The results of the conversafions and

corrective actions i any will be regorted monthly

to the QA&A committee, The commitiee will

review and recommend any revisions fo the

process to assure continued compliance including

the necessity for continued monitoring.

EDC -08/03/2011
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accompanied the resident fo the treatment center
and that persenal provisions would be provided
i for Resident#1, .

Interviews were conducted on 06/30/11, at 11:15
AM, with Licensed Practical Nurse {LPN)} #1 and
on 06/28/11, at 2:15 PM, with Cerfified Nursing
Assistant (CNAJ #1 and revealed both employees |
had provided care for Resident #1 on 06/10/11, :
prior o the resident's transfar to tha treaiment
center. LPN#1 recalied seeing incentinence
briefs ying or Resident #1's bad on the morning.
of 05/10/11, and stafed kitchen staff sent the
resident a junch meal to the nurses’ station for . : ) :
Resident #1, but stated she had not placed the
lunch meal or the inconfinence briefs on the
| strefcher with Resident #1, and had not given the
itemns to the ambulance attendants. CNA #1
stated she heard LPN #1 make a comment that
Resident #1's lunch was at the nurses' station
and recalled that she had placed incontinence
briefs on Resident #1's bed, prior to the
ambulance arriving, but had not placed the lunch -
or incontinence briefs on the stratcher with
Resident #1 and had not given the jtams to the
ambulance attendants,

! Interviews conducted on 06/29/11, at 2:05 PM

+ and 4:50 PM, with the Director of Nursing (DON)
confirmed the traatment center had cortacted her
i on 06/26/11, regarding Resident #1's nesds
related to the weekly treatments. The DON
stated at that ime nursing staff was informed to | i “
"sand staff and briefs” with Resident #1, but no :

specific arrangements or systems ware put in

- place to ensure the resident arrived o the

, freatment canter with the reguired provisions.

" During interview, the DON indicated kitchen staff
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was to provide Resident #1 a iunch and nursing
staff was responsibie "as usual® to send any .
perscnat items reguired, such as incontinence : : :
briefs, with the resident. Additionally, the DON :

stated Resident #1's State Appointed Guardian
was contacted and had requested fo accompany
Resident #1 to the treatment center on-06/10/1 1,

- due to the facility being “unable to provide staff alf
 the time" for Resident #1's sessions at the

: treatment center.

' Interviews were conducted on DE/29/1 1, at 4:00
- PM, and 06/30/11, at 8:15 AM, with Resident
: #1's Guardian. The Guardian stated she had
agreed to accompany Resident #1 to the :
treatment center on 08/10/11, when contacted by
the facility. However, the Guardian stated no
infermation was provided by the facility except
| directions fo the freatment center and the time of
the resident's appointment on 05/10/11. The
Guardian recalled Resident #1 arrived at the
treaiment center via non-emergency ambulance -
fransport on 6/10/11, and the facility staff had
failed to provide the resident with any provisions.
According to the Guardian, the treatment center
staff asked the Guardian about food/briefs for the
; resident and the Guardian stated, " didn't know
what they were talking about.” The Guardian
stated she had offered to leave the center o
obtain the needed supplies, but was informed
Resident #1 couidn't be leff alone due to the
‘ resident's history of remaving infravenous (V)
, fluids and behavioral problems while at the |
:treatment center. The Guardian stated sha !
- contacted the facility at approximately 12:30 P,
~and informed the Social Worker of the facility's 7
: Tailure to provide food and incontinence briefs for ; ;
" the resident, and stated the resident was . |
i
[

| 3

i
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The faciiity must deveiop and implement written

" policies and procedures that prohibit
. mistreatment, néglect, and abuse of residents
- and misappropriation of resident properiy.

This REQUIREMENT s not met as evidenced
i by:

Based on inferview and record review it was
determinec the facility fafled to implement policies
and proceduras for investigating and reporting an
incident of possible neglect for one of three
sampled residents (Resident #1}. The facility was
made aware on 05/10/11, that resident #1 had
been sent to an offigrounds treatmeént cenfer on
05/10/11, from approximately 10:00 AM uniit 4:00
PM, withaut food and incontinence briefs as
requested by the treatment center staff. The
facility failed to initiate an investigation of the
incident, and fziled to report the incident as an act
of possible negligence to appropriate agencies as
reguired.

The findings include:
A raview of the facility's p'oiicieasi "Invastigation

and Reporting of Alleged Violations of Federal
and State Laws involving Misfreatment, Naglect

STATEMENT OF DEFICIENCIES {X1] PROVIDER/SUPPLIER/CLIA (@) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING
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DEFICIENCY)
F 224 | Continusd From page 5 F224
. "obviously wet" from Lrine. The Guardian stated
she requested the facility to bring food and briefs
to the center for Resident #1, but the facility
neglected to provide the needed items. Resident : ;
#1 remained at the treatment center until. :
-approximately 4:00 PM on 05/10/11, with wet
clothing and without having a substantial meal.
F 226 | 483.13{c} DEVELOP/AMPLMENT F226:
35=D | ABUSENEGLECT, ETC POLICIES

f .
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F 226 | Continued From page 6 F22s!
Abuse, infuries of Unknown Source and
Misappropriation of Resident's Property” (revised F226 1t i the policy of this provider to develop
on ".H”O}’ Reporting A,HEQBE \ﬂqtatbons_ and implement written policies and procedures
(reviewed March 2007), and "Social Services prohibit mistreatment, negiect and abuse of
Poficies and Procedures Manual Residents residents and misappropriation  of  resident
 Rights” (revised October 2008) revealed all properly and to report timeiy 1o the State agency.
- alieged violations that invoived abuse/neglect
; would be thoroughly investigated and reported The provider respectfully requests Infarmal
: immediately to the Facility Administrator and state Cispute Resciution for £ 226.
: agencies in accordance with existing state law.
' Furthermore, a review of the policies revealed the 1._What actions did the provider fake o correct
social services staff was bound by accepted the alleaed deficient practice for the resident(s)
standards of practice to intervene when found fo have been affected?
abusefnegi ect was suspected,
“Residen? #1 has had no further visits to the
interviews conducted on 06/29/11, at 4:00 PM, | cancer treatment cenier.
and 6/30/11, at 8:15 AM, with Resident #1's State . L .
Appointed Guardian revealed resident #1 had ihgof?axﬂ ;’: pg}tﬂ%’?ﬁ”fg ‘;tg:cr t;zs'gm’;f;
amived for administration of a weekly treatment at | alieged deﬁc:eni‘pnracifce and what actfons erﬂ be |
a treatment facility on 06/10/11, at approximately taken?
10:00 AM, and did not have provisions for a noon ;
meal or incontinence briefs. The Guardian stated Residents with the propensity (o be affected by |
resident #1 became "obviously wet" with urine, the &fleged deficiant practice have been ideniified
and received only crackers and a few snacks as those transferred out of the facility to receive
found at the reatment center for lunch. The treatments at other providers scheduled for an
Guardian stated she called the facility an extended period of time. Such residenis with
(611072071, at approximately 12:30 PM, and appointments mesting the criteria so identified
spoke with the facility's Social Worker (SW), 5 would be provided wih incontinent briefs, sack
informed the SW that resident #1 had been sent i iunch or other equipment as appropriate.
i the treatment center without food or ! ‘ ' '
incontinence briefs, was “cbviously wet," and . 3. What action d{d fhe pm.i.rf'der take fo assure that
needed to be fed. The Guardian also stated she | the alteged deficient practics doas nof recur?
confacted the facHity and requested for facility - ‘ ) i -
staft fo bring incontinence briefs and a "sack ' Stai;f were 'f';'semce.d .regardmg m? gfﬁnmm (zjf
lunch" to the treatment center for the resident, . | $:2 ;g?pen.” sion ;D“S:}‘m sent ”eg;pe y :2' ¢
. ¢ T I 3 f T t !
however, according to the Guardian, the foed and i reporting of same o the Stale Agency and
briefs were never brought to the center. The e o
rdian stated the resident remained at the iniiaion  of an  investigation, A refum
Guardian sta FESIaEN :  demonsiraton was requied of 2 randam
EORM CME-2557100-99) Pravious, Versiane Otsoisie Event IDr BRIZ11 Fadiity 1D: 100290 ’ # continuation sheet Page 7 of 8
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F 226 | Gontinued From page 7 F o5 sampling of the staff. When incorrect esponses

. F228 continuad
center, wet and without a substantial meal, unil

approximately_ri‘.OO PM. are recelved from randomly sampled staff, a

) ) . . . | correclive one on one in-service will be
Interviews with the SW an 8/28/11, at 10:30 AM, ! conducted. The DCE or herfhis designee will-

and on 068/30/11, at 11:00 AM, revealed the SW continue monktoring by random sampling of staff
had been trained by the facility on abuse/neglect for correct response,

investigation and reporting requirements, and

routinely conducted and/or participated in the 4_What qually assurance messures have been
facility's investigations of allegations of implemented to mondor and assure that the
: abuse/neglect. The SW stated Resident £1's deﬁ;ienf practice does not recur on an_ongolng
- Guardian had cantacted her on 06/10/11, and basis?
- made a complaint that alieged the facility failed fo

: provide food for resident #1 and the resident had
. remajned wet, from urine, for a minimum of at

! least four-hours because the facility had failed to
 provide the treatment center with incentinence

- briefs during the resident's treatment at the

- freatment center. Interview with the SW revealed

she failed to initiate an investigation into the
allegation and failed to report the afiegation to the

| Administrator or state agencies as required.
: During the interview on 6/29/1 1, at 10:30 AM, the
| SW stated, ™ told somebody, but ! can't

remember who it was, and assumed they would
take care of it” The SW stated she had taken no
further action regarding the allegaiion made by
Resident #1's Guardian,

Interviews conducted with the DON on 08/297/11,
at 2:05 PM and 4:50 PM, and on 06/30/11, at
11:00 AM, revealad the DON became aware of
the incident on 06/14/11, when Adutt Protective
Services {APS) arrived at the facility to investigate
the incident as an act of caretaker neglect. The
DON stated at that time tie facility initiated an
investigation into the inciden: but failed to notify
the state agency of the allegation unti! 5/24/11, at
3:35 PM. When asked why the incident had not

The resuits of the sampling wit! be forwarded to
the DCE who wiif compile the results of the in-
service/raturn demonstration and report them to
the QARA committes. The commitiee will review
and recommend any revisions. to the process to
assure continued compliance including the
necessity for continued moniioring.
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been reported as required, the DON responded,
"t really didn't think much of it to be honest; either
it was sent or it wasn't {referring to the food and
briefs}, no injury occurred from it, and [Resident
#1] was clean when [he/she] left here that

morning."

L An inferview with the Administrator on 06/30/11,
- at 11:15 AM, revealed she inttially became aware

of the incident an 6/14/11, four days after the
incident, when Adult Protective Services (APS)
arrived at the faciiity to conduct an investigation.
The Administrator reportedly was not at the
facility, but had been contacted by facility staff
and informed of the allegation/investigation by
APS. The Administrator denied prior knowledge
of the incident and stated she had not been
notified on 06/10/11, by the SW cr any facility .
staff, of the allegation made by Resident's #1
Guardian, ’

Refer to F224.
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