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DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
07/10/15, as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the Inslitution may be excused from comecting providing it Is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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($9 10 SUMMARY STATEMENY OF DEFIGIENCIES 0 PROVICER'S FLAN O GORREGTION 5)
) (EACH DEFICIENCY MUST BE PREGEDED BY SHOWD
| Elemensletersonan, | mew | molcomscmamovsdanse | e
DEFIGIENGY)
F 000 | INITIAL COMMENTS Fao0; This plan of correction constitutes
ARS lisn Survey was condustad on Diverslcara of Glasgow's credible allegation
05/26/45 throuph 06/26/16 with defisient practice of compliance for the cited deficiencies.
[deniifed at the highest scope and severily of a
"0 Nothing in this plan of correction should be
F278 | 483.20(g) - {{) ASSESSMENT Fara o
§8=0 | ACCURACY/COORDINATION/CERTIFIED construed as admissian by the facility of
The essessment must accurately raflact the any violation of stata and fedaral statues,
residenl's stalus,

regulations or standards of care. This plan

A vegistered nurse must conduct or coordinate
8ach assessment with the apprapriata

participalion of heaith professionals, of the state and faderal requirements cited

| A registarad nurse muet sign and cerlly that the during an annual survey,
assassment Is completed. -

of comrection Is fo demonsirata compliance

F278 183.20{g)-{l) ASSESSMENT
Each Individual who eompletes a portion of the
assesamant must sign and certity the acciiracy of 1. The MDS for Resident #3 has been re-
that porfion of the assessment.
opened and coding corractad to reflect the
Under Medlcare and Med v o
wilully and knowingly mrﬁ&i’fﬁ&dfﬁm resident requiting the assistance of one staff
false slalamant In a resident assassment Is
subject lo a civil money penalty of not more than
51,000 for ¢ach assessment; or an Individuat who
witfuily and knowingly causes anather individual
to cerilfy a material and false slalementn a
resldent assessment Is subjact to a civil money
penally of not mora than $5,000 for each acdmission to tha center.
assessment, |

member during meals. The MDS for
Residant #18 was also re-cpened and coded

corraclly io captura pravious fali prior o

2. The center Interdisciplinary Team {(MDS
Clinical disagreement does not constitute a .
materal and falsa statement, Coordinators, Activity Dorector, Sacial

Service Direclor, Dietary Supervisor, Social
This REQUIREMENT Is not met a3 evidenced

LABORATORY DIRECTOR'E OR PROVIE:J::E!:REPRESENTATNEB SIGNATURE TITLE (%3] DATE
5 &‘. M HAA‘ b'?a'ls-

Any daliclancy stalomant ending with an oslerisk (%) denotes a deliclency which he Ingthwilon may be excused tfom comaciing praviding 1 Is delemnined that

athor safaguasda provide sufficlant protaction ta the patlanis, (Sse insiruciiond.) Excopl for nursing homos, tha findings statad nbova am disclasabla 90 doys

Following Lha dzla of survey whethar er not a plen of corraction Js pravided, Fornuraing liomus, tha above Nindings and ptans of conectisn are disciosatle 14

g?g;ram ot '!;I:ﬂgale (heee documants are made avaltabla o 1ha facilly. If deficlanclas are cited, 2n opprovad plan of caracion fs feguisils lo rontinued
.
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STATEMENT OF DEFICIENCIES 1} PROVIDER/SUPPLI '
ARO[ e Wi cofsTaicron R
188229 |o.we 5
HAME OF PROVIDER OR SUPPUER STHEET ADDREES, CITY, BTAYE, 2IP CODE 2512320
BARREN GOUNTY HEALTH GARE GENTER 300 WESTWOOD ST,
GLASGOW, KY 42141
(%4) 1D SUMIARY STATEMENT OF DEFICIENCIES o PROVIOER'S PLAN
PREFIX, HOEFICIENCY MUST BE PRECEDED BY ECTIVE AT SHOLL e
TG | REGULNGRYOR st e s e YL PRG' | chossRETERENGLD o paeounas | cospieron
DEFICIENGY)
F 278 Continued From page 1 F278| £278 continued
Basad on obearvation, Intorviaw, and record Service/Activity Assistant, DNS, Unit
revisw, It was determinad the facilty failed to
scauralely cade the Minimum Data Set {MDS) Managers) reviews the MDS for accuracy
related to ealing requiremnents and a fail . :
asseaem?n::or two (2) residents, In the selected when complating their appropriate sections.
gample of ninelae
gar §|1 s n (19) residenty (Restdents #3 The IDT Members (MDS Ccordinators,
The findings include: Activity Director, Sccial Servics Diraclar,
1. Record review revealad tha facility admitted e
Resident #3 on 01/2413 with diagroses lo Assistant, DNS, Unit Managers) will ulilize
Include Dementla with Bshaviors, Dysphagia,
Hypothyroldism, Paranola, Abnamnal Posturs, observations, interviews and review
and Depression,

documentatlon from cutside resources to
Review of the quarterfy Minimum Data Sel

{MDB), daled 05/06/46, ravealed the MDS was gecurately coda the MDS sssessment. The
Inaccurately coded under Beotion G relaied o
ealing. Review of tha MDS ravealed Rasident #3 canter Interdisciptinary Team (MDS

raquired the assistance of wa (2) staff for ealing, Coordinators, Activity Director, Social
Obsarvation, on 05/27/16 at 11:40 AM and on

08128115 at 11:45 AM, revealed the res) dantwan Sevige Director, Dietary Supervisor, Soclal

being fed by ane (1) stalf member. Service/Activily Assistant, DNS, Unit

Interview with the MDS Coordinalor, on 06/20/15 Manager) will review MDS assessments

at 8:35 AM, revealed the MDS was coded

Inaccuralely in regard to the nesds of the resident for accuracy on all new admissions for the

refaled to eating. She stated tha resldent was fad

by one {1} staff mamber at all meals. lasl 80 days. For any coding Issue Kentified

ggg‘aﬂﬁg Mgl the Direclor of Nursing (DON), on the MDS will be re-opened, coded correctly
at 3,00 PM, revealed there were na

residents in the facilty who raquired baing fed by S D

mﬂ:t:g ffgﬁgggﬁ B’H:l!f; gjﬂ MDS was coded 3. The Interdisciplinary Team Members

(MDS Coordinators, Aclivity Direclor,
FORM CM2-254702:49) Praviovs Versions Onsolote Evonl 10.2FX01: Faclly \0r 100500

3 continuation shaal Page 20l 7
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185229 B.WING
o 051292015
NAME OF PROVIDER OR SUPPLIER BTREET ADORESS, CTY, GTATE, 2iF GOUE ‘
BARREN COUNTY HEALTH CARE CENTER :Gmo:\? T;‘, »
L)
{X4) 1D SUMMARY BTATEMENY OF DEFICIENGES n PROVIDES'S PLAN OF CORRGGIION o5
PREEIX EACH DEFICIANGY MRIST DE PRECEDRD REFIX
TAG F!EGUU\TDR\' OR LBCICENTIFYING mron%% Fm cé&%ﬁggségo: iufgﬁg m%&;m e
F 278 | Continued From page 2 F 278 F278 Continued
2. Record reviaw ravealad the facility admilted i i i
r gi i ga"é #16 on 04114 ; 15 \‘\;lth diagrioses fo Social Servica Director, Distary Supervisor,
nclude Conlractires of the legs, Atrial Fibriation, Social Service/Activity Assistant, DNS, Unit
Hypartansion, Symbalie Dysfunc'liun, and ceevent Y
Gastroesaphageal Reflux Diseass (GERD). Managers) having the responsibility for
Review of the admission MDS, datad 04/21/15, completing a portion/section of the MDS
revealed the MDS was coded ihaccurately under
saction J related o falls, Reviaw of the MDS assessment have been educated by the
revealad Resident #16 had sus
:lél;n; wm’"k}o 30 days prior lo adrtta}ll::{g: rﬁ%ﬁrll‘:; s Clinlcal Reimbursement Speclalist on 6/22/15
pitafization. .
reviewing documentation from outside
Further raviaw of the MDS manual, saction J1700 i
rovalad hal  fal st b susessed during the e LA
previous month and the pravious six (8) months t and that by slgning the MDS,
prior i admisslon to the facllity, no matter where resessen Y S
the {all oecurred, The facltily falled to complate they are signing for accuracy of the sections
thls part of the assassment upon the regident's
admission, 1they complsted. The RN Assessmant
Interviaw with the MDS Coordinator, on 05/28/18 Coordinator will review the MDS coding prior
at 1:45 PM, reveated the MDS was codad
Inaccuralely in regard to the resident's fafl to signing as complete. Any discrepancies
assessment. Ehe slated she must haye P——
ovarlackad the fall wﬂh injl.ll'y Whlch was naled In identified during the review will be addressed
:::s;ﬂ:ll . ;.“d Physical (H & P) from hlsther with the discipline and corrections made prior
bmi i
Interview wilh the DON, on 06/28/15 at 2:02 P, 0 RN completion and submisslon
revaaled the MDS was coded inaccutalely for 4. Any identified lrends will be reviewad
Rasident #18, and staled she expecled all of the
a4 coding to be complated aceurately, during the center's menthly QUAPI (MDS
F 441 483,65 INFECTION CONTROL, PREVENT
§5=D | SPREAD, LINENS R F a4 Coordinators, Activity Director, Soclal Sarvice
Tha facility must establish and maintain an Director, Distary Supervisor, Social Service/
Infection Gontrol Program designed to provide a Activity Assistant, DNS, Unit Managers,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRIIE‘IJEI\DA:A%BAE%?E‘S
' 8 FOR AR VIGES OoMB

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERIGLA MULTIPLE CONSTAUCTION DATE SUAVEY
AND PLAN OF CORRECTION ™ )IDENTIFIMHONPIEI.UMEER‘. T’wmﬂa P PLETED
1495229 B.V/ING 05!29/2018
NAME OF PROVIDER GR BUFPLIER ‘ETREET ADGRESS, OITY, STATE, 2IP CODG
J00 WESTWaQOD 8T.
BARREN CO HEALTH CARE ¢
UNTY HEALTH CARE CENTER GLASGOW, KY 42141
far | ioncn oG e T oo icleheie e £ACH CORNECTWVEALTION SHOULDRE | coubizon
TAG REGULATDRY QR LEC IDENTIFYING INFORMATION) g cs{wss.nsreneggu Ta &{EAPFROPHTE DATE
1ol
F 441| Cantlaued From page 3 F 441
sale, sanltary and comfortabla environment and F278 Continued
to help pravent the development and transmission ADON, HIMS, QA/nfaction Control,
of diszase and Infection,

Administrator, Housekesping Supervisor)
(&) nfection Control Progam

'li'hn fadmmqst gmh;"sh an Infection Control meeting for further interventions, if
ragram under which It -
{1) Invesligales, conltrols, and prevents infections necessary, monthly x 2.
It the facliity;
(i.;‘) Dltﬁ:t:a wt}at pmce::wes. such a5 igolstion, 5. Date 711015.
shou appiled lo an individual resident: and
{3) Malntains e record of incidants and carrectiva AT BT DT e 5
acilons related to infections. PREVENT SPREAD, LINENS.
?;; &'he:f‘“gféﬂ lnsfzglitril gc::{?;uglr';gram Critaria 1: Resident #1 Is providad cathater
delerminas that a resident needs isolation o care in accordance with infaction control
prevent the spread of infaction, tha facllity must
Isclate the resident, standards of care, which includes applying
(2) The faciilty must prohitit employees with a ,
cemmunicabla disease orinfacted skin leslons clean gloves priar to performing cathetar
from diract contact with residents or thelr food, If .
?;;e% contact wilt transmit the disease. care and ptacing soiled linan in proper
e fachity must requira staff to wash thelr ;
Eg:g’ aﬁ?]: eafh ggﬁ‘;‘ r;sldant conlact for which sollad linen bag. This procedure was
washing ie tad by accapled ;
professional practice, cbservad and determinad by cars
(¢) Linens cbservations performed by the DON/Staff
rr:;"piﬂ“;lnmaﬁt::ra“:% ;lrcg‘:e. &r&czis an(:' ‘ Development Coordinator/Unit Manager/
presd o
Infagtion, ADON on date 6/23/15.

Criterla 2. Residents are provided catheter

care in accordance with infection contro}

?s REQUIREMENT Is nat met 2s avidenced standards of care, which Includes

FORM CHMS-2607(02-28) Fravieus Varsions Ohsalaty Evant ID:ZFXG1) Faeibly |O. 100509 If continsation sheat Paga 4 of 7
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185229 8.wiNp
05/29/2015
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CIVY, ETATE, 2t° GoDE
BARREN COUNTY HEALTH G, 100 WESTWOOD 57,
ARE CENTER GLASGOW, HY 42141
pray o SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION x5
FREFIX (EACH DEFICIENDY MUST 8E p DE
TAG AEQUIATORY OR LBC memqw?nsgﬁ?rson“mﬂ%k) "%‘.EE" C os&nmﬁmcmgg‘mg@%?mm BETE A
DEFIGIENCY)
F 441 Conlinved From page 4 F 441] F441 Continued
Based an ohservallon Interview, racond review,
:n':cruavi?w of the Facilly's Nurslng Standards of Fpplying ciean glovas priar fo parforming
ce {Parry and Patler Elghith (8th) Edilion], it : i [
vas dsemined the il ffled 1o mainiin & S Bl S
n n Contrel Program dasigned to pravide & ) bag. This procedure
safe, sanitary and comfortable anvironrelant and proper sokad lhen bag. ‘This prococks
to help pravent the davelopment and wae observed and dotermined by care
transmiasion of disezsa and Infeciion by not
sasuring proper Indwelling Urinary Catheter cara observations parformad by DON/Staff
for ona (1) resident, in the selected sample of .
ninetasn {19) reskdents (Resident #1), Development Coordinator/Unit Manager/
gavlu\:’;f gw facliEiilly‘s Standards of Practice, Crltaria3: Facllky nursing assistants have
ety olier Elghth (8th) Editian for Catheler ived i
Care,tlwsaied staff performing catheter care Lol
wara Io apply clean gloves afier organfzing isi i in accordance
squipmanl, ralsing residant's bed, positicning hraviaion of caliietar car n aczor
reaident and pricr to slarting catheler cars, wilh infection control standards of care
Recard review revaaled the faciity admitled which included, but was not fimited to:
Rasident #1 to the faclity on 07/20/14 with )
diegnoses to include Paralysls Agltans, Urinary changing gloves prior to performing
Incontinanca, Lack of Coordination, Diffioulty . .
Walking, and Symbollc Dysfunction. Gatheter cara and placing soiled linen in
m\tfe;vfof melquaﬂgfily Minimun: Data Set ) il L ST
DS) for Resident #1, dated 04/15/18, revesale
2 Bl nlsviw for Menta! Status (8IMS) score st 10 AT
ofana (1), which Indicated his/her eognitive datle 6/23/15.
slatus was severely impalied and hefsha was sl Ll
;Il"ngbllle ? e::nhallr:e hlo‘r:‘:'}_‘zd decislons or pariicipate Criteria 4. Cathster care observation were
aily declslon making.
performed for facility nursing assistants by
Qbservation of Indwellng Urlnary Catheter care
for Resldent#1 by Mursing Tech (NT}#1 on the DON/Staff Development Coordinator/
05/28/15 at 10;35 AM, revealed NT #1 put gloves
on prior (0 saiting up cathater care fer Resident Unit Managers, ADON to determine that
FORM GMS3-2507(22:9%) Provipus Versions Obsolale Evont 1D ZFXG11 Faclily 1D; 100800 It conlipuation sheel Page & ol 7
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NAME OF PROVIDER OR SUPPLIER
BARREN COUNTY HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, 2IF CODE
00 WESTWOODD 8Y,
GLASGOW, KY 42141

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL
HEGULATORY OR LSC MENTIFYING INPORMATION}

i) PROVIDER'S PLAN OF GORRECTION o)
PREFIX [EACH CORREBGTIVE ACTION SHOULD BE COMPLETION
TAG CRO2S.REFERENCED TO THE APPROPRIATE ferE
DEFIGIENGY)

Fd4n

Conlinued From page &

#.NT# proceeded (o et up tha wasah basin
with clean water and a ¢leansing agent alang wilh
placing twa (2) clean wash clolhes In tha basin,
NT #1 rapoallisned the resident, using tha bed
contrals o ralsa the bed. The NT removed the
linen covering the resident, as wafl as the
resident’s clothing on hissher lowar exiramity. The
NT then proceaded to perform catheter oere
without changing glovea prior (o Inlliating catheter
care. NT #1 had a wash basin with olean vater
and a cleansing agent in the basin along with two
(2) clean waeh cloths in the basin, which wera
itged o perform hisfher cathaler care. Further
obsarvation revealad NT #1, afler using a solled
wash clath, placed it In the basin with a clean
wash cloth, and (hen proceeded io lake tha clean
wash clath from the basin and completed the
resident's ciatheter cara,

Intarview with NT #1, on 06/26/15 at 10:38 AM,
ravealed she should have dennad clean gloves
after setting up for the resident's cathater cara,
and prior to parforming the catheter care. Furthar
Intervisw ravealed she should have placed the
solled wash cloth In a solied linen bag afier use,
anbttlh nel in the clean basin with the clean wash
oloth,

Interview with Licensed Practical Nurse (LPN) #14,
on 05/28A19 at 10:43 AM, ravealed claan gloves
were to be donned prior lo starling catheler care,
and solled linen wes to be ptaced in a selled fnen
bag, not in the basin with the clean linen.

Inteiview with LPN #2 {infection Control Nurse),
on 05/26M15 at 10:55 AM, revealed the staff who
provida catheter care must put on clean gloves
priar to starting catheter care, The staff wera to
place solled 8nen In 2 bag once the siaff were

F 444} F441 Continued

Lhey are providing this in accordance with
Infactions control standards of care.

The CQl indicator far the manitoring of
compliance with infection control standards
during cathater cara will be utilized monthly
x 2 months and then quarterly thereafter
under the supervision of the DON,

Critaria 5: Date 6/23/15,
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185228 B wiNg 08/25/2015
NAMIE OF PRGVIDBER OR BUPPLIER ETREETADCRESS, CITY, STATE ZIR GODE
300 WEBTWOQD §T.
BARREN COUNYY HEALTH CARE CENTER GLASGOW, KY 42141
4) (D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION s
gze’ﬁx {EACH DEFISIENGY MUST B2 PRECEDED AY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE cnum%nc«
TAQ REGULATORY OR 15C ILENTIFYING INFORMATION) TAQ cnoss.nmagnugﬁg‘m THE APPROPRIATE CATE
F 441 | Cantinued From page 6 F 441
done using the Inen, and not ba placed in with
the clean finen.

Inteiview with the Assistant Director of Nursing
(ADON), on 06/28/15 at 10:45 AM, revealad staff
were expected lo follow the facility's standards of
Practice in ragard to cathebar care, which sisted
clean glaves wera lo be applied prior {o inttiating
cathaler care. Further Interview futher solicd
linen was to ba placed In & soiled knen bag and
not with the clean linen, which was to be used to
completa gaihalar cara,

Intecview with tha Director of Nursing (DON), on
05/28/15 at 10:48 AM, revealad sha exgaclad the
slaff to put clean gloves on prior to ikt ting
cathelor care, The DON turither revealed solled
linen was to be placed In a solled lnen beg and
not with tha ciean linen which was (o be usad to
complate cathater care,

FORM CMS-2657(02.54) Pravious Vumions Dbsaloty Evant ID:2Fxa11 Faciity 1D: sacen Il continuation shast Page 7ot 7
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185229 B.WING 05/28/2015

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, 2 CODT
300 WESTWOOD $T,

BARREN COUNTY HEALTH CARE CENTER GLASGOW, KY 42141

arn mgﬁ&ﬁuﬂgw ay °§3§c”é°'o§“%‘$’ ULL P o EEHO CORRECTIVE fgrcneugmaa Ffml
Tt ST BE DBYF REFIX
TAG REGUATORY ORLSG IDENTIFVING INFGRMATION) TAG s-asssnegggg' w‘e APRROPRIATE QATE

K 000{ INITIAL COMMENTS K 000

GFR: 42 CFR 483.70(g)

BUILDING; 04,

/ N
PLANARPROVAL: 1678. ' Q.‘EGE\

SURVEY UNDER: 2000 Existing,
FACILITY TYPE: SNF/NF.
'{1’2\?:{5 OF STRUGTURE: One (1) story, Type Il

SMOKE COMPARTMENTS: Eight (8) smoke
compartimsnts,

FIRE ALARM: Complete fire afarm syalem
Installed In 1978, and upgraded in 2007 with
smoke deleclors and heal deleclors,

SPRINKLER SYSTEM: Complete automatic wat
lap;lrgtklar syslam installed In 1878 and upgraded
n 1699,

GENERATOR: Type Il generatarinstalled in
1989, Fuel sourca Is Nalurat Gas,

A slandard Life Safaly Code Survey was
conducted on 05/28/ 5. The facllity was found to
ba In compllance with the raquirements for
pariicipation n Medicare and Medicaid, The
facllity is ceriified for ninety-four (94} beds with a
census of ninsly one {§1) on the day of the
survay.

LABORATORY DIRECTORS Of FBVIDEHI&UPH.IEH REPRESENTATIVE'S SIGNATURE TILE

{0} DATE
N.HA b=33-/S8
Any deilclancy stalement onding with an astertsk {*} denclas a defickency which tha lnstiution may be excused from carretiing providing it is delermined that
other safequards provida sufifclent prolection (o the patienis. {Sea lnsluctons:) Excupl for nuralng homes, The findings slalad ahave are disclosable S0 days
loltawing tha dale of survoy wholher or ot a plan ol curvection Is provided, For nursing homes, the above fntings and plans of comaction are dtsclosabie 14
days lollowing the dale hase documents ara mada avaltable t the facHity, ! daficiancles ar ciled, an approved plon of comrastion is requisiia lo cantinvad
progrem pariicpation,
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