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This Plan of Correction is the center's credible
F 000 | INITIAL COMMENTS Fopo| ollegation of compliance. .
Preparation and/or execution of this plan of correction .
A standard health survey was conducted on does i’;"' 2;':;:‘“:; mf}ﬂ gagem::"ﬂfby ﬂ;e l
. proviger acls alieged or conciusions
| 12/16-1 8:“1 11 Deficient pr:dlce “fas Id,,anflﬁed set forth in the sictement of deficiencies. The plan of
| with the highest scope and severity at “E” level. correction is prepared andfor executed solely because
F 225 | 483.13(c)( 1 ){il)-(iii}, (c)(2) - (4) F235| itis required by the provisions of federal and stare faw.
§S=D INVESTIGATE/REPORT |
ALLEGATIONSANDIVIDUALS F225 { |
1. On 12/17/2014 the Nurse Aid Abuse  12/30/14
The facility must not amploy individuals who have Registry was checked for employee #3
been found guilty of abusing, neglecting, or and the document was placed

mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
regisiry concerning abuss, neglect, mistreatment
of residents or misappropriation of iheir property;
and report any knowladge it has of actions by a
court of law agalnst an employee, which would

into the personnel record by Staff
Development Coordinator.

2. An audit of current employee’s
personnel files was completed by the

Staff Development Coordinator on
indicate unfitness for service as a nurse alde or pment Loor
other facility staff to the Stale nurse aide registry 12/17/2014 to identify others who may
| or licensing authorities. have been affected. Nurse Aid Abuse
: registry checks were completed for any
The facility must ensure that all alleged violations | employees that did not have
involving mistreatment, neglect, or abuss, documented praof of the Nurse Aid
Including Injuries of unknown source and Abuse Registry check in their file.
misappropriation of resident property are reported
immedialely to the administrator of the faciity and 3. On 12/17/2014 the Staff Development
to other officials in accordance with State law Coordinator was educated by the
through established procedures (including to the Director of Nursing on Policy 504-0
State survey and certification agency). with focus on responsibility to
N investigate in the past histories of all
The facility must have evidance that all alleged employee candidates to include inquiry
violations are thoroughly investigated, and must on the State Nurse Aid Abuse Registry.
prevent further potential abuse while the
investigation s in progress. . 4. The Payroll Benefits Clerk will audit
The results of all Investigations must be reported potential new hire paperwork prior to

hire for cach new cmployee to ensure thag |

to the administrator or his designated | an inquiry has been made to the Nurse

representative and to other officials in accordance

with State law (including to the Stale survey and | Aid Abuse chistry_, and results received
with no concerns. Findings of the audits
LABORATORY DIRECTOR'S OR PRQVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X5) DATE
\1‘(“‘] 1/22/2015
Lo _Executive D¥rector

Any deﬁdcnnmalement endinn with an aszmes a daficiency which the kstitution may be excusod from correcting providing it Is determined that
other safeguarid provide sutficient pratection | pallents. (See instructions.) Except for nursing hames, the findings stated above are disclosable 50 days
lotlowing the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and plans of corraclion are disclosabla 14
days lollowing the data these documents are made available to the facility. If deficlencies are ciled, an approved plan of comection fs requisite lo continued
program participation,
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cartification agency) wilhin 5 working days of the
incident, and if the alleged vialation is verified
appropriate comective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on interview, parsonnal record review,
and review of facility policy, It was determined the
facility failed to ensure the Nurse Aide Abuse
Registry check was requested/obtained upon hire
for ane (1) of five (5} employeas (Employes #3).
Employes #3's date of hire was 11/24/14;
however, there was no evidence the facility had
checked the status of Employee #3 on the State
Nurse Aide Abuse Registry.

The findings Include:

Reaview of the facility’s policy, "Abuse,” with a
revision date of 04/09/04, revealed all potential
employees would be queried to delerming the
individual's status on the State (Kentucky) Nurse
Aide Registry.

Review of the personnel record on 12/17/14 at
10:36 AM for Employee #3 revealed the
employee's hire date was 11/24/14; howeaver, no
documentation of a status chack of the Nurse
Alde Abuse Registry was found. Tha facllity hired
Employee #3 o work In the Dietary Department
as a cook.

Interview with the Staff Development Coordinator
on 1217/14 at 10:50 AM revealed she was
rasponsible for checking the Nurse Aide Abuse
Registry on all potential new hires. Further
interview with the Staff Development Coordinator

monthly for 3 months.

will be reviewed in the PI meeting
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F 225 | Continued From page 2 F225| This Plan of Carvection is the center's credible
allegation of compliance.
revealed she only checked the status of a
potential employee on the State Nurse Aide Preparation and/ar execution of this plan of correetion
Abuse Reglstry if they were applying for a nursing does not consiitute edmission or agreement by the
position. According fo the Staff Development provider of the truth of the facis alleged or conclusions
setforth in the statement of deficiencies. The plan of
Coordinator, she had not checked the State correction is and ed solely b
Nurse Alde Abuse Registry for the status of il or execuled solely because
it is required by the provisions of federal and state law,
Employee #3 since Employes #3 had applied and
was hired for a non-nursing position. '
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253
§S=E | MAINTENANCE SERVICES F253 12/30/14
The facility must provide housekeeping and 1.On l2ll7fl 14 the seven identified
mainlenance services necessary to mainlain a Broda Chairs/Wheelchairs were cleaned
sanitary, orderly, and comfortable interlor. and/or repaired by the Maintenance )
Supervisor and the Certified Nurse Aids.
This REQUIREMENT is not met as evidenced 2. On 12/17/14 the Maintenance
by: Supervisor conducted an audit to identify
Based on observation, inlerview, and facility other chairs that may be in need of repair
policy raview, it was determined the facility failed and made any needed repairs.
to ensura services were provided to maintain a
sanitary and comfortable inferior. Observations On 12/17/14 the Unit Managers
on 12/16/14 and 12/17/14 revealed four (4) conducted rounds on the units to identify
rasidents’ Broda chairs were noted to be in need chairs in need of cleaning. The Certified
ol;'trep'a:: aindlor deia:'i;\gdan:l lhreia (BL;es:dents Nurse Aids on duty cleaned the chairs
ge:ﬁiﬁ airs were In O repair anciar identified in need of cleaning on
o 12/17/14.
ings includa; . .
The findings includz 3. Staff education on the cleaning
Review of the faciiity's policy titled, "Work assignments for Broda and “:’"“'“’;?"s
Practices: Cleaning,” with a revision date of was completed with the nursing staff on
10/31/10, revealed that patient care items are to 12/30/14 by the Stalf Development
be cleaned, disinfected, or sterilized. Coordinator. On l?J?OI 14 the S.mft'
Development Coordinator provided
Observations on 12/16/14 at 7:32 PM and education to the facility staff on
12/17/14 between 7:58 AM and 8:27 AM revealed submitting maintenance requests for
seven chalrs that were soiled and/or in need of equipment in need of repair.
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Continued From page 3

repair. Broda chairs for Residents #3, C, and D
were cbserved to be soiled with a whita
substance on the armrests as well as the lower
section of the chair. Residents D and #4's Broda
chair armresis were observed to be chipped, tom,
cracked, and in need of repair. In addition, the
wheelchalr for Resldent E was solled with a white
substance on the ammrest and seat. Residents F
and G's wheelchair ammrests were tom and
cracked.

Interview with State Registered Nurse Aide
{SRNA) #3 on 12/17/14 at 9;03 AM revealed third
shift staff normally cleans residents' equipment
such as Broda chairs and wheelchairs and they
ara pratty good about cleaning them. Further
interview with SRNA #3 revealed she was
unaware of Residant #3's Broda chair being
solled. According to SRNA #3, she reported
solled resldent equipment to the nurse,

Interview with SRNA #4 on 12/17/14 at 9:17 AM
revealed, "Everyone {8 responsibla” for cleaning
Broda chairs, wheelchairs, and/or resident
equipment when dirty; “technically, third shif
SRNAs are responsible. According to SRNA #4,
she was not aware that Residents C and D's
Broda chairs were dirty and in need of cleaning.
Interview with Registered Nurse (RN) #2 on
12/17114 at 9:12 AM revealed SRNAs are
responsible for cleaning resident equipment. RN
#2 stated there were cleaning schedules in the
SRNA task book. Further intarview with RN #2
revealed she was not aware thal Resident #3's
Broda chair was soiled. RN #2 stated the
resident’s chair definitely needed cleaning.

! Interview with the Maintenance Director on
| 12717114 at 10:00 AM revealed all staff was
| requirad to complete a work order form for

needed repairs and to place the form in a
notebook maintained at each nurses' station. He

F 253

4. The Maintenance Director will
conduct preventative maintenance audits
two times monthly for two months, and
then monthly thereafter to ensure the
Broda and wheelchairs are not in need of
unidentified repairs. The unit managers
will make audit rounds two times weekly
for twelve weeks to ensure compliance
with the cleaning of the Broda and
wheelchairs. Findings will he reviewed
in PI meeting monthly for three months.
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F 253 Continued From page 4 F 253 ?uf,fﬂ.ﬁrfﬁ,ﬁmf the center'scredible
reported that he checked the work order . .
noteback daily. The Maintenance Director stated 5;::”‘:“;'1‘:';’ m‘:’ami:: :{ ;";:c ’:i": ;}f;"x"‘“
that he was not aware of the Broda chairs and provider of the truth of the facts alleged or conclusions
wheelchairs that were in need of repair and had sct forth in the siatement of deficiencies, The plan of
not seen work orders for the identified areas. In carrection is prepared and/or execuied solely because
addition, the Maintenance Diractor stated he it is required by the provisions of federal and state law.
randomly monitared the facility for areas In need
of repair and had not ldentified any cancerns.
Interview with the facility's Director of Nursing
(DON) on 12/17/14 at 9:52 AM revealed she was
riot aware of the soiled Broda chairs and
wheelchairs and/or the Broda chairs and
wheelchairs in need of repair/replacement. The
DON said staff is required to complets
Maintenance request forms if they idenlify
equipment that needs to be repaired or replaced.
Further Interview with the DON revealed
Mainlenance staff is responsible for repairing
and/or replacing Broda chairs and wheelchairs.
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F 364 12/30/14
§5=D | PALATABLE/PREFER TEMP 1. On 12/17/14 replacement trays were
provided by the Dietary Meanager for the
Each resident receives and the facility provides residents whase trays remained on the
food prepared by methods that canserve nutritive cart. The trays were served by the
value, flavor, and appearance; and food that is Certified Nursing assistants,
palatable, attraclive, and at the proper
femperature. 2. On 12/29/14 a review of residents
currently residing in the facility was
. conducted by the Director of Nursing,
Ezis REQUIREMENT Is not met as evidenced the ]'..)if:tnry Mana?,cr, and u!e Registered
Based on cbservation, Interview, and facility Dietician to identify the residents -
policy review, it was determined the facility failed preference on where to eat meals, and to
1o ensura foods were palatable and at the proper determine the level of assistance
temperature for residents during the evening required for each resident to consume
meal on the B Hall on 12/16/14. A test ray meals.
conducted for a regular and a pureed tray on
FORM CMS-ZS&!(D!—QB} Provious Versions Obsclels Event1D:9C4Z11 Facilay 10; 100343 If continuation sheel Paga Sal 8
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F 364 | Continued From page 5 F 364 3.Dining location assignments were
12/16/14 revealed food items were not palatable revised on to meet the resident's
and not at the appropriate temperature, preferences and abilities. Staff mealtime
] assignments were revised to allow for
The findings inchude: sufficient staff to be available in each
Review of the Tray Service and Meal Delivery g:::;g Imoganﬁ::\t? es:sr::eﬂt:'.emc:ﬂs ll;l'l?
policy {dated 02/28/14) revealed the meal would A 4 P il
be served to maintain food temperatures within LR O Rl .tlme delivery was
desirable and safe ranges, to maintain quality and reviewed and revised (o accommodate
fiavor, and according to resident food ﬁ;’e"é“ﬂgde'”?w and tf:"d'“% of
references. en require assistance. On

P 12/30/14 staff education was provided by
Observation of the evening meal on 12/16/14 the Staff Development Coordinator on
revealed an open cart that contained 21 trays was meal delivery and assistance,
transported from the kitchen to the B Hall at 8:40
PM (EST). Initially one State Registered Nurse 4. The Director of Nursing, Unit
Aide (SRNA) was observed to distribute the trays Managers, and/or Administrative Nursing
to the residents on the B Hall. The SRNA was Staff will monitor three meal services and
also observed o stop distributing the frays to intervicw three residents with each meal

| answer resident call lights and respand to monitoring weekly for cight weeks to

i rasident requests. After the tray cart had been on ensure compliance with serving palatable

| the B Hall for 20 minutes only 4 trays had been als. The Dining Committee will meet

| delivered to residents. A second SRNA was meas. ) Dt
observed to be pushing other residents back to mon.lhly to maxe rev:s:ogs Findings of
thelr rooms from their meal in the dining room service as neesled thereafter. Fin lmgs
and started 1o assist in distributing the trays on B moniloring will be reviewed in P
Hall at approximately 7:10 PM (EST). At 7:40 PM meeting monthly times three months.
(one hour after the trays had been delivered), two

| trays still remained on the fray cart. The Dietary

| Manager (DM) was called and a lest iray was
conducted of the remaining trays at 7:40 PM with
the DM, The temperalure and palatabillity of the

| regular tray revealed the chicken patty was 92.1

| degrees Fahrenheit and tasted cold and the

| potatoes wedges were 89.2 degrees Fahrenhelt

I and tasted cold. The pureed chicken was 106.8

| degrees Fahrenheit and tasted cold, and the

| pureed later tots were 81.7 degrees Fahranheit

| and tasted cold.
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Interview with Resident #13 on 12/17/14, at 1:05
PM, revealed the resident eats all meals in
hister room on the B Hall. The resident stated
sometimes his/er foods were cold, The resident
staled breakfast was "usually okay, unch and
dinner not so good.”

Interview wilh Resident #14 on 12/18/14, at 3:50
PM, revealed the resident eats most meals in
his/er room on the B Hall. Resident #14 stated
the food is sometimes cold and bumt. According
to the resident, he/she had never complained to
anybody about the food because it would not do
any good,

Intarview with SRNA #1 on 12/18/14, al 3:00 PM,
revealed there was usually two SRNAs scheduled
for B Hall but one went to the dining room for the
evening meal on 12/16/14 lzaving one SRNA to
pass the trays on the flcor until the dining room
was complate. SRNA#1 stated it usually took
approximately 45 minutes to pass the trays to
resident rooms on the B Hall for the evening
meal. The SRNA also stajed there ware six o
eight residents who required {otal assistance with
eating, which required more time. SRNA#1
stated she had not been trained to obtain a new
tray for a resideni if the tray had sat for an
extended time. SRNA#1 slated Resident #13
had complained about his/her food being cald
and this had been reported to the charge nurse,

Interview with SRNA #2 on 12/18/14, at 3:15 PM,
confirmed one SRNA was left o pass food trays
on the B Hall o residents for the evening meal on
12/16/14. SRNA #2 steted the SRNA was also
responsible for answering call lights, going back
ta the dining room for spacial
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Conlinued From page 7

requasts/substitutions, and praviding
incontinence care. SRNA #2 stated tray delivery
usually tock 35-40 minutes if there were no
interruptions. The SRNA also confirned
residents had complained of ¢old foods. SRNA
#2 stated there had been an increase in the
number of residents who requira total assistance
with feeding about three o four weeks ago. The
SRNA stated the nurses were aware and were
*looking into it,” but nothing had changed to
address the increase in the number of residents
requiring total assistance with meals.

Interview with the Registered Dietilian (RD) on
12/18/14, at 3:45 PM, revealed test trays wers
conducted at different intervals on each unit for
tamperature and palatability and no problems had
been identified with trays on the B Hall. The RD
stated she would like thrae paople to be available
to pass trays on each hall since there were more
residents who required total assistance with
meals on the B8 Hall.

Interview with the Dietary Manager (DM) at 2:35
PM on 12/18/14 revealed she monitors food
temperatures, The DM stated she conducted {est
trays on each unit at intervale but had not
identified any problems.

interview with the Director of Nursing (DGN) on
12/18/14, at 5:20 PM, revealed resident trays
should be passed to residents in a timely manner
to ensure the foods were palatable, but there was
no specific timeframe indicated, The DON stated
she had monitored tray delivery, but “not lately.”
The DON stated she tested food for palatability by
eating food from the kitchen. The DON stated
she was also aware thera had been an increase
in the number of residents requiring total

F 384
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assistance with meals on the B Halt recently;
however, she had not menitored tray delivery on
the B Hall to delermine how that possibly affected
tray delivery.
L
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