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A Revisit/Recertification/Extended/Abbreviated
Survey was initiated on 12/15/15 and concluded
on 12/30/15. The revisit to the abbreviated
survey conducted on 10/29/15 determined the

tags cited under 42 CFR 483.15 Quality of Life The Regls Woods Center provides this
(F241) and 42 CFR 483,35 Dietary Services plan of carrection without admitting or
(F362) had been corrected. Complaints KY24147 denying the validity or existence of the
and KY24163 were investigated in conjunction alleged deficiencies. The plan of

with the Recertification Survey. The Division of correction is prepared and executed
Health Care unsubstantiated the allegation for because It Is required by federal and
complaint KY24147 and subsiantiated complaint state law.

KY24163 with Immediate Jeopardy identified on
12/18/15 and determined to axist on 12/16/15 at
42 CFR 483 .20 Resldent Assessment (F282 at
S/S of "J"} and 42 CFR 483.25 Cuality of Care
(F323 at S/S of "J"}, with Substandard Quality of
Care Identified in 42 CFR 433.25 Quulity of Care !
(F323) The facitity was notified of the immediate
Jeopardy on 12/18/15,

The faclity assessed Resident #29 as an
elopement risk due to lhe resident's history of
wandering tendencies and current behaviors of
wandering. The {acility initiated the
Comprehsansive Care Plan to address the
resident's risk for elopement with a goal the
resident would not leave the facility without an
escort. On 12/16/15, at approximately 5:35 AM,
Resident #29 axited the facility without staff
knowledge. The resident was found off the
facility's grounds, walking in the middle of an unlit,
two lana, busy road with no sidewalks and using
a rolling walker. There were two cars stopped in
opposite directions, blinking their lights o avoid
hitting the residenl. The resident was returned to
the facility by staff at 6:00 AM without harm. The
resident's Wander Guard davice activated the

?RAT RY PIRECTOR'S OR PROVIDER/SUPPLIER RE RESENTATIVE'S SIGNATURE TTLE \ (XB) DATE
Y P—
lisdo ol SpBe . AUA X_Aduwosdentd X 2 -5-16

fny daﬁfﬁfﬁcy statement endfng with an asterisk {*) denotes a defictency which the institution may be excused from correcting providing it is determined that
Jther safequards provide sufficlent protection to the patients. (Seeinstructions.) Except for nursing homes, the findings stated above are disclosable 80 days
‘olfowing the date of survey whether or not 2 plan of correction Is provided. For nursing homes, the above findings and ptans of correction are disclosable 14
1ays following the date these documents are made available fo the facllity. If deficiencles are cited, an approved plan of correction Is requisite to continued
srogram participation.
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door's alarm when the resident watked back into
the building. The facility's investigation
determined the door alarm was activated and
staff failed to respond according lo facility policy.
The staff falled to search the area (including
looking outside) where the door alarm was
activated and failed to ensure all residents were
present.

The facility provided an acceptable Allegation of
Compliance (AOC) on 12/23/15 which alleged
removal of the Immediate Jeopardy on 12/22/15.
The State Survey Agency verified Immediate
Jeopardy was removed on 12/22/15 as alleged,
prior to exit on 12/30/15. The Scope and Severity
was lowered to a "D" at 42 CFR 483.20 (282) and
42 CFR 483.25 (F323) while the facility
implements and monitors the Plan of Correction
for the effectiveness of systemic changes and
quality assurance.

INTENTIGNALLY LEFT BLANK

Additional deficiencies were cited as a result of
the Recertification Survey at 42 CFR 483.10
Resident Rights (F164), (F167), and (F174) at
Scope and Severity of a "D"; 42 CFR 483.15
Quality of Life (F246) (F248) at a Scope and
Severity of a "D" and (F253) at a Scope and
Severity of an "E";, at 42 CFR 483.20 Resident
Assessment (F274) and (F281) at a Scope and
Severity of a "D"; at 42 CFR 483.25 Quality of
Care (F309) (F312) and (F332) at a scope and
severity of a"D"; at 42 CFR 483.35 Dietary
Services (F364) and (F371) at Scope and
Severity of an "F"; at 42 CFR 483.60 Pharmacy
Services (F431) at a Scope and Severity of a "D":
at 42 CFR 483.65 infection Control (F441) at a
Scope and Severity of an "E™ and 42 CFR 483.75
Administration (F520) at a Scope and Severity of
an "F",
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records.

Personal privacy includes accommodations,
medical treatment, written and telephane
communications, personal care, visits, and
meetings of family and resident groups, but this
does nol require the facility to provide a private
room for each resident.

Except as provided in paragraph (e)(3) of this
section, the resident may approve or refuse the
release of personal and clinical records to any
individual outside ke facility.

The resident's right to refuse release of personal
and clinical records does not apply when the
resident is transferred to another health cars
institution, or record release Is required by law.

The facllity.must keep confidential all information
contained in the resident's records, regardiess of
the form or storage methods, except when
release is required by transfer to another
healthcare institution; law; third party payment
contract; or the resident.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility palicy review, it was determined the
facility falled to provide privacy for one (1) of
thirty-seven (37) sampled residents, Resident #7.

Certified Nursing Assistant (CNA) #1 obtained the

re- assessment of resident §7
on December 23, 2015 to
ensure the resident has not
experienced a decline in mood
from the fack of visua privacy
provided the resident with no
areas of concern identified.
Certified Nursing Assistant
(CNA) #1 was re-educated by
Unit Manager on December 23,
2015 regarding naed to provide
visual privacy by closing
resident room doar and privacy
curtain when providing
resident #7 care,

All residents of the facility have
the potential to be affected,
The facility Unit Managers
completed visual observations
over all three shifts on
December 23, 2015 to
determine residents were
pravided privacy during care
Including closing resident room
door and privacy curtain. Areas
of concern were corrected
upon discovery,
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F 164 483,10(s), 483.75(1}(4) PERSONAL F 164
§8=D | PRIVACY/CONFIDENTIALITY OF RECORDS F164
The resident has the right to personal privacy and
confidentiality of his or her personal and clinical 1. The Social Worker completed a
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resident's weight using a Hover lift scale in the
resident's room without providing visual privacy to
the rasident.

The findings include:

Review of the facility's policy regarding
Treatment: Considerate and Respectful, dated
09/01/13, revealed the staff would maintain the
resident's privacy of body and would close doors
when providing care.

Review of the clinical record for Resldent #7
revealed the facility readmitled {he resident on
09/25/15 with diagneses of Malignant Poorly
Differentiated Neuroendocrine Tumors,
Secondary Malignant Neoplasm of Brain,
Hemiplegia Affecting Unspecified Side,
Polyosteoarthritis, Abnormal Posture, Muscle
Weakness, Apraxia, and Mental Disorder Not
Otherwise Specified (NOS).

Review of Resident #7's Admission Minimum
DataSet (MDS) assessment, compleled-on
10/01/15, revealed the facility assessed the
resldent as requiring extensive two (2) person
assist for bed mobility, transfers, dressing, and
bathing. The facility did not conduct a Brief
interview for Mental Status (BIMS) exam at the
time of the assessment due to the resident rarsly
or never understood, and the facility delermined
the resident was not interviewable.

Observation, on 12/15/15 at 3:10 PM, revealed
CNA #1 obtained the resident's weight. Resident
#7 was dressed in a shirt and briefs with no pants
on at the time the CNA obtained the weight. The
CNA used a weight lift in the resident's room to
obtain the resident's weight. The CNA did not

3. Re-Education on providing

privacy during personat care by
closing resident room door and
the privacy curtain including
provision of privacy when
welghing a resident was
conducted on or before
2/12/16 by Licensed Nurse and
or Nurse Practice Educater for
the Licensed Nurses and
Certified Nursing Assistants. A
post-test was administered at
the time of the re-education
with a passing score of 95%
graded by the Director of
Nurses or Nurse Practice
Educator to validate
understanding of the
<information-presented; Staff
not available at the time of the
re-education will receive re-
education with post-test by the
Nurse Practice Educator upon
return to work and including
new hires during orientation.

-
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F 164 Continued From page 4 F 164 Visual observation with
shut the resident's door or privacy curtain and rounding audit to include
Residenl #7 pulled a bianket from the bed to observation of provision of
cover his/her lap. privacy during care to Include
closing the resident room door
Interview with Resident #7's Power of Attorney and privacy curtain across all 3
(POA), on 12/16/15 at 8:15 AM, revealed the POA shifts by the Unit Managers and
was upset ti"ne staff left the door open while taking or the Director of Nursing daily
the resident's weight bec_ause the reS|de_nt was times two weeks including
p:sti;v:;.r;ngrip\),aar;ts and this was an invasion of the weekends, then threg times a
P Y. week times two weeks, then
Interview with CNA #1, on 12/16/15 at 10:25 AM, AU S
revealed the CNA did nol close the docr when every other week times 8
she took Resident #7's weight. The CNA stated weeks then monthly times 1
she did not think anybody could see the resident month with corrective action
from the hallway due to the shape of the room /re-education upon discovery.
and did net think about closing the privacy curtain \\\(
or door while using the lift srale, 4. The Director of Nursing and or \"'3
the Nurse Practice Educator will }
interview with Registered Nurse (RN) #1, on submit a summary of the visual
12/16/15 at 5:25 PM, revealed when Resident #7 :
pulled the blanket over his/her legs during care observation audits to include
was a non-verbal indication the resident was
bothered by the lack of privacy afforded by CNA
#1. RN #1 stated she was unaware and
concerned the CNA left the door open to the
resident's room while taking the resident’s weight.
Interview with the Nursing Facility 2 Unit (NF2
Unit) Manager, on 12/17/15 at 9:45 AM, revealed
the CNA leaving the door open while taking the
resident’s weight was a violation of the resident's
privacy. The CNA should have closed the
resident's door prior to taking the resident's
weight. She stated she conducted walking
rounds throughout the day to make observations
and to ensure staff provided privacy when
providing care. She stated she had not observed
CNA #1 providing care without privacy, but that
ORM CMS-2567(02-59) Previous Versions Obsaleta Event ID:XNBO11 Facliity D 100503 If continuation sheat Paga 5 of 102
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F 164 | Continued From page 5 F 164 Privacy and confidentially to
she was concerned as staff recently conducted the Quality Improvement
in-services pertaining to privacy In care. Committee consisting of the
Administrator, Assistant
Inierview with the Director of Nursing {DON), on Administrator, Director of
11/17/15 at 11:23 AM, revealed the CNA should Nursing, Activity Director,
have ensured the privacy of Res:de_nt #7 by fully Housekeeping Supervisar, MDS
dressing the resident, pulling the privacy curtain,
and closing the door prior to obtaining the Coordinator, Maintenance
resident's weight. By not ensuring the resident's Supervisor, Director of Dining
privacy, the CNA violated the resident's right to Services, Health Information
privagy, Manager Coordinator, Social
Intervi ith the Administrat 12117115 at Service rector, Business
rerview with the Administrator, on a .
1:12 PM, revealed ha wss concerned staff did not O.m c Manage;[arfld r:Edlca:h
provide orivacy during care. The Administrator sl ORI
stated s'aff recently received aducation about for any additional foliow-up \o
previding privacy during care and were showing and/or in-servicing needs until \\
improvement in this area; however, ha stated the issue is resolved and \‘]q
staff had room for improvement. ongolng thereafter. '0\\
F 1671 483.10(g){1) RIGHT TO SURVEY RESULTS - F 167
8s=D | READILY ACCESSIBLE
A resicent has the right to examine the resulis of F167
= — | the most recent survey-of the-facility conducted by
Federal or State surveyors and any plan of 1. Survey results and a posting of
correction in effect with respect to the facility. availability was place in the
. . entrance way of the
The facmgy must make the rfesults avallab!g for e e
examination and must post in a place readily
accessible to residents and must post a notice of IS LT DR BES LETE
their availability. 2015.
This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, it was
FORM CMS-2667(02-99) Previous Verslons Obsolete Event ID:XNBO1 Facliity ID: 100503 If continuation sheet Page 6 of 102
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: 2. All residents of the facility have
F167 | Conlinued From page 8 iy three:otentla! to be affﬂt:ted
determined the facility falled to post one (1) of — dminlrtratorcon;u ctt'; d
one (1) notice to inform residents and visitors the e
survey results were available for examination, rounds of the facility on
Dacamber 30, 2615 10 ensure
The findings Includa: that the sign was posted to
inform residents and visitors
Interview with the Administrator, on 12/17/15 at the survey results were
1:48 PM, revealed there was no policy for the
available for examination. No
posting of survey rasults.
concerns were [dentifled
Observation of the front entrance to the facility, 3. Re-education will be completed
on 12/17115 at 2:50 PM, revealed there was no with the Administrator and the
sign posted to inform residents and visitors the Assistant Adminstrator
survey results were available for examination.
regarding need to ensure the
intarview with ihe Receptionist, on 1217115 at facility will make the resuits 9
2:50 PM, revealed there had been no sign posted available for examinatios, post \
to inform residants and visltors of the survey In a place readily accessible ro \
resulls sinc.e she nad been working at the facility rasidents, including a notice of k@
]
for the last threa (3) years. availability by the Regianal Vice
intersew with the Administrator, on 12/17/15 at President of Operation on or
1:45 PM, revealed he was not aware there was a before February 12, 2016.. A
— -« | rzquirement that a sigh was 1o be posted to atert -post —test will be completad at
residents and visitors of the survey results. this time ta validate
F 174| 483.10(k),(} RIGHT TO TELEPHONE ACCESS F 174 understanding of the
53=p| WITH PRIVACY

§483.10(k) Telephone

The resident has the right {o have reasonable
access lo the use of a telephone where calls can
be made without being overheard.

§483.10(1) Personal Property

The resident has the right to retain and use
personal possessions, including some
furnishings, and appropriate clothing, as space
permits, urless {o do s¢ would infringe upon the

information presented.

Audits of the posting of the
notice of avallability will be
conducted monthly for 6
months hy the Administrator
and or Assistant Administrator
tu determine signage s posted
of the availability of the results.
Areas of concern will be
corrected upon discovery.
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4. The Administrator and or the
F 174} Conlinued From page 7 F174 Asslstant Administrator will
rights or health and safely of other residents. submit a summary of the audits

to the Quality Improvement

This REQUIREMENT is not met as evidenced Committee consisting of the

by:

gased on observation, interview, and review of Administrator, Assistant

the facility's poticy, it was determined the facility Administrator, Director of
failed to provide reasonable access to a Nursing, Activity Director,
telephona where calls couid be made without Heusekeeping Supervisor, MDS
being overheard for one (1) of four (4) units. The Coordinatar, Maintenance

telephone service for mest of the Nursing Facility
1 Unit (NF1 Unit) was out tor over five (5) days
and resldents had to make telephona calls at the

Supervisor, Director of Dining
Services, Health !nformation

Nurses' Station without privacy, Mznager Coordinator, Social
Service Diractor, Businass
The findings include: Office Managar and Medical

Direttor monthiy for 6 months
for any additional foliow up
andfor in-servicing needs untll

Raview of tha fzcility's Telsphone Policy, revised
04/01/C3, ravealed telephones would 92 availatle
at a2ll times for residents to make and reqere

"Z//g/(/é

: private lelephane calls. T:lephones would be In issue is resolved and ongoing
", 4 an area that offerad niivacy and accominodaled thereafter
the heaiing impaired.
= = = Ohservation of Resident #21, on 1218715 at 4.03 F174
PM, revaaled the resident was laying in bad
watching television. A lelephone was observed on 1. Phone servica on NF1 to
the resident’s night stand. include resident #21’s room

was repaired on December 18,

Interview with the resident, on 12/16/15 at 4:05
2015 by corporate Information

PM, revealed the telephone service had heen out

for about five (5) days. The resident stated the Technology Services. Resident
lelephone was very important to him/her becausa #21 has not experienced any
it was their only method of communication with negative outcoma,

their daugbler that lived out of state. The resident
stated he/she talked with that daughter daily and
it was very important to the resident because the
daughter had multiple health problems and the
resident worrled about her. The resident stated
another daughter had reported the telephons
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. Il residents facility h
F174| Continued From page 8 F174 Sl B

et

outage several times and had been told the
telephone company was working on the problem.

Another interview with Resident #21, on 12/{7/15
at 9:20 AM, revealed he/she still did not have any
phone service. He/She stated the Administrator at
first suggested the resident get out of bed and go
to the Nurse's Station to make and receive phone
calls, however, the resident stated it hurt so bad
to get out of bed that was not an option. The
resident staled the Administrator offered his
personal cell phone, but the resident had a vision
deficit and could not see tha small numbers. The
resident stated he/she really wished the
telephone was fixed because ie/she missed
tatking with his/her daughter daily.

Obsarvation of the NF1 Unit, on 12/18/15 at 4:25
PM, rovealed telephones on the walii of ihe front,
back and middle hails. However, the telephones
had been placed above five (5) feet off the floor
and not accessible to anyone in a wheelchair.

interview wilh the Administrator-on-12/17/15 at

8:40 AM, revealed he was infermed on Sunday,
December 13, 2015, the telephong lines on NF1
Unit was not working. The telephone at the
Nurses' Station was working because it was on a
different line. He staled a request {ticket) was put
in to the Corperate ITT Department on Monday
morning, 12/14/15. However, the Administrator
revealed there had teen no response. He stated
Resident #21's daughter had called and
complained about the phone outage. Hs stated
he had offered his personal celil phone, but the
resident declined. He stated residents could use
the telephone at the Nurses' Station. He staled
the facility did not have any portable telephones
to give to the residenls. The Administrator stated

tha potential to be affected.
The Maintenance Supervisor
tonducted rounds of all other
units checking resident phone
service to determine other
areas of concerns on Decernber
21, 2015, No other areas of
concerns were identified.

3. The Maintenance Director was
re-educated regarding the
resident’s right to have
reasonable access tothe use

of a telephone where calls can \\\l

bemadewithout being

overheard by the {.b
Administrator on January 27, X
2016. A Post -tast was given at
the time of the re-education to
validate understanding of the
informaticn presented.

The Administrator purchased a
hand held phone device to
enable residents of the facility
to have reasonable access to
the use of telephone where
calls could be made without
being overheard on January 24,
2016. The Maintenance
Director and or Assistant
Maintenance Director will
conduct preventative
maintenance rounds weekly
times 4 weeks then every 2
weeks times 8 weeks then
monthly times 3 months to

FORM CMS-2567(02-09) Pravious Verslons Obsolete

Event ID: XNBOA1

Facllity 1B: 100503 If continuation sheet Page 9 of 102



DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 01/20/2016

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: AT COMPLETED
185301 B. WING 12/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4604 LOWE RD
GIS ODS
REGIS WO LOUISVILLE, KY 40220
(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
include phone service in
F 174 Continued From page 9 F 174 e LT EE L R
the telephones on the wall could be used, but se":'c;.ls '"::::, r:j,':g_z;ii;:: :nh
stated those telephones were usually used by corréctive 2 ¢
staff, upen discovery.
Interview with the Maintenance Direclor, on 4. ThehMttf"a"‘::AD:rmm —
12/29/15 at 2:23 PM, revealed he had placed a CAUTE SITE"L o
request to the Corporate ITT Department on alisalj ‘:,". su mitla ?“mmaw
12/14/15 for repair. He stated the internal of the audits monthly for 6
telephone lines from the residents' rooms on NF1 months to the Quality
middle and North halls were not working and had Improvament Committza
no dial tone. The residents were unable to make consisting of the Administrator,
or receive telephone calls and the residents could Asslstant Administrator,
rot call the Nurses' Stalion. He stated he put in Director of Nursing, Activity
an urgent request on 12/16/15 and a technician Director, Housekeeping \&
came to the facility on 12/17/45, determined the Sl pb e I N
problen, and came bark on 12/16/15 {0 repair AU DR LI O
the telephones. Director of Dining Services, \
" 248 483.15(e)(1) REASONABLE ACCOMMODATION | F 245 Health Information Manager &
s5=0 | OF NEEDS/PREFERENCES Coordinator, Soclal Service
i Director, Businass Office
' A resident has the right to reside and receive Manager and Medical Director
services in the facility with reasonable for any additionat follow up
accommodations of individual needs and audyor in-servicing reeds unti
! - | preferences, except when the heaith or safety of the issue is resolved and
| the individual or other residents would be ongoing thereafter.
endangered.
F 246
. e 1. The shower bed was repaired
g‘:llls REQUIREMENT is not met as evidenced on December 17, 2015 by
Based on interview, record review, and facility aliiiz:en"::;z:i;;f:::a shower
palicy review, it was determined the facility failed upon rapair of the shower bed
to accommodate the naeds of one {1)of bp LPN :n Decernber 17, 2015
thirty-seven (37) sampled residents. (Resident sti dent #7 did rot e ;ri - é
#7). The facitity fafled to honor the residents S outmmep
preference of showers instead of a bed baths., U - —-\
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F 248 | Continued From page 10 F 248 2. A|:i residents of t]t':e facility have
the polential to be affected.
The shower bed was broken and the resident had Bathing preferences were
to receive bed baths against their preference. reviewed and updated by a
) Registered Nurse on January 4,
The findings include: 2016 to determine residents
were raceiving baths as the
Review of the facllity’s policy regarding preferred. A,egas of mncemy
Accommodation of Needs, dated 09/01/15, were corrected upon discovery.
revealed the facllity would make an effort to Currently, the facility does not
individualize the patient's physical environment to have any other shower bed.
assist the resident in maintaining dignity and Additional shower bed ordered
weli-being to the extent possible in accordance -
with the patient's needs and preferences, Licensad Nurses and CNAS wil
be re-educat
Review of the clinical record for Resident #7 r:s,d ;1;5 fj::tzg tr};; de and \\(L
revealed the facility readmitted the resident on riceive setvices in the facifit
09/25/15 with diagnnses of Malignant Poorly with r;asonabl " 4 QQ
Differentisted Neuroendocrine Tumors, e A x
Secondary Malignant Neaplasm of Brain, needs and preferences
- | Hemiplegia Affeciing Unsperifisd Side, except when the h eam" or
+* | Polyosteoarthritis, Abnormal Posture, Muscle s:I‘etp :;f the individual or
=+ | Weakness, Apraxia, and Mental Disorder Not o't;w e:’res‘ e ———
Otherwise Specified (NOS). endangered including need to
- = | Reviewof Resident #7's Acmission Minimum e
Data Set (MDS) assessment, completed on " ;?:’f oo EC
10/01/15, revealed the facility assessed the b ' trbmthmuen .
resident as requiring extensive two (2) person Nq p me: VN e ;e""‘e;’
assist for bed mobility, transfers, dressing, and E:rsetan or L!'J'SFE il
bathing. The facility did not conduct a Brief A anator on of before 2/12/16.
Interview for Mental Status (BIMS) exam at the ., pus ;e“‘; € glven at the
time of the assessment due to the resident rarely '”;e‘_' ’e'; ucation to vafidate
or never understood and the facility determined I”'; erstanding of the
the resident was not interviewable. niormation presented. Staff
not avzailable during this
Interview with Resident #7's Power of Attorney timeframe including new staff
(POA), on 12/16/15 at 8:15 AM, revealed the e
resident preferred to get a shower and not a bed provided education and
bath. The POA stated the resident did not get a posttest by the Director of
shower over the weekend because the shower Nurses or Nurse Practice
FORM CMS-2567(02-99) Previous Versions Obsclete Event ID:XNBO11 Facility I 100503 If continuation. sheet Page-11-of 102
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bed was broken. The POA stated he told the
aides that the resident required a shower
because the resident had fragile skin and
because he/she had enjoyed showers. The POA
stated a nurse did call him {ater that weekend and
explained the shower bed was broken.

Review of the Shower Log, for December 2015,
revealed Resident #7 received a bad bath on
12/12115 and on 12116/15.

Review of the Maintenance Log, for December
20185, revealed no entries pertaining to a broken
shower bed.

interview with Cartified Nursing Assistant (CNA)
#3, on 1211615 at 10:25 AM, revealed staff gavs
Resident #7 bed baths this week because the
shower bed was broken. She staied she was
unsure how long the shower bed had been
broken, but that staff had given bed baths only In
the last week per the shower log. CNA #3 stated
she lold the nurse about ihe broken equipment
and_assumed the nurse would commuagicate the
issue to maintenance. CNA #3 stated she did not
know of another way to cormmunicate
maintenance needs other than to tell the nurse of
a maintenance issue.

Interview with Registered Nurse (RN) #1, on
12/16/15 at 5:25 PM, revealed she had known
about the broken shower bed and did not
communicate it to the mainteriance department.
RN #1 stated she heard other staff discussing the
shower bed bzing broken and 2 CNA told her that
it was broken. RM #1 stated she did not report
the broken equipment to maintenance or write it
In the maintenance log because she believed,

based on the conversation she overheard, staff

REGIS WOODS
LOUISVILLE, KY 40220
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Educator to validate
F 246 Continued From page 11 F 246

understanding upon return to
work.

3. The Director of Nursing and or
Unit Managers will audit
shower documentation to
ensure bathing is provided
according to resident
preference dally x 2 weaks
including weekends, then three
times a week x 2 weeks, then
every other week x 8 weeks
then monthly time 3 month
with corrective
action/reeducation upon
discovery.

The Maintenance Director and
of Assistant Maintenance
Director will conduct
preventive maintenance audits
weekly times 4 weeks then
every other week x 8 weeks
then monthly time 3 month to
determine equipment is in
workingorder. Areasof
concern will be corrected upon
discovery.

4. The Maintenance Director and
or Asslstant Maintenance
Director will submit a summary
of the audit findings for 6
manths to the Quality
Improvement Committee
consisting of the Administrator,
Assistant Administrator,
Director of Nursing, Activity
Director, Housekeeping
Supervisor, MDS Coordinator,
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Continued From page 12

had already reported the shower bed to
maintenance. She did not follow up with the
maintenance department. She stated she should
have followed up, but did not because she
assumed someone had already reported the
issute to maintenance.

Interview with Nursing Facllity 2 Unit (NF2 Unit)
Manager, on 12/17/15 at 9:45 AM, revealed the
Unit Manager had no prior knowledge of the
shower bed being broken. NF2 Unit Manager
reviewed the Maintenance Log and stated no
staff had reported the broken shower bed in the
Maintenance Log or o her. The Unit Manager
stated this was a concern because the resident
did not gat the shower he/she rneeded and had to
setile for & bed bath instead. By not reporting the
broken equipment so that the facility could fix it,
tha facility was not accommaodating the needs of
Resident #7.

Interview with the Mairitenance Director, on
12/17/15 8t 16:10 AM, reveaied the facility had
onie (1) shower bed for totally dépendeiit
residents o take showers. The Maintenance
Director stated he first became aware of the
broken equipment on 12/16/15 about 5:45 PM
when nursing staff called to report the broken
equipment. He stated staff did not write down the
maintenance [ssue in either of the maintenance
logs in the faciiity. The Maintenance Director
stated staff could have reportad maintenance
issues by calling, emailing, or writing them in the
maintenance log. Staff did not follow the process
for reparting a maintenance concern.

Interview with the Director of Nursing (DON), on
12/17/15 at 11:23 AM, revealed the nursing staff
did not follow the process for reporting broken

F 246

Maintenance Supervisor,
Director of Dining Services,
Health Information Manager
Coordinator, Social Service
Director, Businass Office
Manager and Medical Director
for any additional follow up
and/or in-servicing naeds untll
the issue s resolved and
ongoing thereafter.
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.+ attending the meeting discussed it. The

Continued From page 13

equipment, which resulted in Resident #7 not
getting desired showers. The DON further stated
the facility had only one (1) shower bed. She
stated it was necessary for the equipment to
function and staff should have informed
management of the issue Immediately. Nursing,
either CNAs or Nurses, should have notified
maintanance of the broken shower bed by calling
the maintenanca department. The DON stated
she was unsure if the facllity had provided
education or in-services to the nursing staff on
how to report maintenance issues.

Interview with the Administrator, on 12/17/15 at
1:12 PM, revealed he became awara of the
damagad shower bed in morning meeting on
Monday rnorning (12/14/15). He slated a nuise

Administrator stated moming meeling was one of
the ways the facility communicated maintenance
concerns to the maintenance department. Stafi
may also notify maintenance of concerns via the
maintenance log system. The Administralor
staled any staff could -have reported a
maintenance concern. The Administrator further
stated Monday morning was the first day of
employment for the Maintenance Director and
stated he, the Administrator, did not follow up with
the Maintenance Director to ensure items
discussed in Monday morning meeting were
completed. He further stated the facility did not
keep notes of the morning meetings from which
the Maintenance Director may have learned of
the issue.

483.15(f)(1) ACTIVITIES MEET
INTERESTS/NEEDS OF EACH RES

The facility must provide for an ongoing program

F 246

F 248

F 248

1. The Activities Director re-ascess
rasident #7 to determine
current need for 1 on 1
activities on December 18,
2015, The care plan was
updated at the time of the re-
assessment to reflect the
restdent’s current needs,
Resident #7 has not
experienced any negative
outcome.,
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of activities designed to meet, in accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychosocial well-being
of each resident.

This REQUIREMENT Is not met as evidenced
by:

Based on cbservation, interview, record review,
and facility policy review, It was determined the
facility failed to ensure residents Identified as
needing one on one (1:1) activities were provided
the activities for one (1) of thirty-seven (37)
residents, Resident #7. Aclivity Assistant #1 and
#2 did not provide one on one (1:1) activities for
Resident #7 and were not aware the resident had
baen assessed for 1:1 activiites.

The findings include:

Raview of the facility's policy regarding Resident's
Choice, dated 07/01/14, revealed the facility
identified residents had the right te participate in
activilies of their choosing. The facility would
provide opporlunities for recreation and sccial
Involvement. The facility would invite residents to
attend activities and vould provide the opportunity
for residents to parlicipata in structured and
individual activity programs. The facility would
determine the preferances of individuals who
weare not inlerviewable through communication
with thea resident’s family and caregivers. The
facility would offer alternative activities to any
residents who did not prefer to participate in
structured programs.

Review of Resident #7's clinical record revealed
the facility re-admitted ths resident on 09/25/15
with diagnoses of Malignant Poorly Differentiated

REGIS WOODS
00 LOUISVILLE, KY 40220
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F 248 Continued From page 14 F 248

All residents of the facility have
the potential to be affected.
The Activities Director reviewed
on December 18, 2015 all
residents’ activity assessments
to determine If activities were
being provided per interest and
the physical, mental, and
psychosocial well-bzing of each
resident. Areas of concern
ware corrected upon discovery
and the care plans were
updated to reflect the current
nzeds of the rasident.

The Activities Director conduct
wiili re-educate regarding the
need to ensure residents
Identified as needing one on
cne {1:1)activities were
orovided the activities as per
restdent plan of care with
Activities Assistant #1 and #2
on or before February 12, 2016.
A post- test was given at the
time of the re-education with a
passing score of 95% graded by
the Activities Girector to
validate understanding.

The Activities Director will
complete visual observations
audits of one on one activities 3
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‘| Review of Resident #7's Comorehensive Care

Neuroendocrine Tumors, Secondary Malignant
Neaplasm of Brain, Hemiplegis Affecting
Unspecified Side, Polyosteoarthritis, Abnormat
Posture, Muscle Weakness, Apraxia, and Mental
Disorder Not Otherwise Specified (NOS).

Review of Resident #7's Admission Minimum
Data Set (MDS) activity assessment, completed
on 10/01/15, ravealed the facility assessed the
resident's activity preferences to include
magazines, listening to music, and group
activities. The assessment also stated the
resident found it important to listen to music, do
his/her favorite activities, to do things with groups
of penpie, 2nd to participatc in religion services or
pracrices.

Plan revealed the facility developad an Activity
Caie Plan, on 11/1115, with a goal of the resident
damonstrating increased interast, increased
molivation for invalvement, and increased
positive affect, with a target date of 01/01/16.
The care plan a'so had a goal the resident would
have increased social engagement as evidenced
by participation in one to one (1:1) visits, small
groups, and unstructured involvement viith peers,
family, friends, and staff. The interventions on
the Activities Care Plan included staff would have
established a relationship with the resident via
one to one interventions, informal conversations
and small groups ard staff would provide
frequent contacl in order to develop rapport.

Observations of Resident #7, on 12/15/15 at
11:15 AM, revealed 1:1 activities by facility staff
did not occur as the resident was alone, in his/her
room in a Geri Chair; at 12:15 PM the resident
was alons, in hisfher bed with eyes open; at 2:15

times a week including one
weekend for 4 weeks then 2
times a week for 4 weeks, then
weekly for 4 weeks them
monthly for 3 months to ensure
residents identifiad as needing
one on one (1:1) activities are
provided the activities with
corrective action upon
discovery,

The Activities Director and or
Activities Assistant will submit a
summary of the audit findings
monthly for 6 months to the
Quality Improvement
Committee consisting of the
Administrator, Assistant
Administrator, Director of
Hursing, Activity Director,
Housekzeping Supervisar, MDS
Coordinator, Maintenance
Supervisor, Director of Dining
Services, Health Information
Manager Coordinator, social
Service Directar, Business
Office Manager and Madical
Director for any additional
follow-up and/or fn-servicing
needs until the issue fs resolved
2nd ongoing thereafter.

AN
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PM the resident was alone, in bad on his/her right
‘side with hisfher eyes closed. Or 12/16/15 at
8:15 AM, the resident was in the Geri Chair and
his/her Power of Attorney (POA) was visiting and
no staff were present; at 11:00 AM, the resident
was alone, in bad with his/her eyes open.

Review of the Progress Notes between the dates
of 09/28/15 and 11/14/15, revealed Activities did
not make a Progress Nole in the resident's
clinical record,

interview with Resident #7's POA, on 12/16/13 at
8:15 AM, revealed staff i.ac not dzcussed
Resident #7's oarticipation in 1:1 activities or
smai groiyp activities with him. Tha POA had
never seen the resident participating in any conial INTENTIONALLY LEFT BLAMK
activities In the facilly. The FOA furthar stated
| stafr should be working with tne rasident moro
hecause hefshe was not making progress.

Inletview with Certified Nursing Assistant (CHA) |
#3, on 1216115 at 10:25 AM, revesled the facility
did not provide activities for Rasident #7. Sha -
slated Resident #7 did nol parlicipaie in any
group activilies. The CNA stated the only social
activities the resident recelved were when his'her
POA visited.

Interview with Nursing Facilty 2 (NF2) Unit
Manager, on 12/16/15 at 5:25 PM, revealed tha
Activities Department had not provided 1:1
activities o Resident #7. She stated the Activities
Department was responsible far providing any
scheduled 1:1 activities. She further stated sha
had not observed the resident in any small
groups. She stated the only soclal activities the
resident received was when hisfher POA visited
and the contact with CNAs and nurses.
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interviews with Activities Assistants' #1 and #2, on
12M17/M15 at 9:10 AM, revealed the assistants
completed the Activities Assessments for
residents upon admission and quarterly.
Activities Assistant #1 furlher stated after
completing the Activities Assessment, the
Activities Director placed the interventions on the
Comprehensive Care Plan. However, the
Activities Director had been on leave from the
facility since 10/07/15. For residents who were
dependent, Activities would provide a 1;1 activity
program that inclided spending time with the
residant in their room. The activities may include
putting lotion o the resident's hands, singing to &
them, providing nail care, or another activity the
resident may enjoy. INTENTIONALLY LEFT BLANK

Continued intarview with Activilies Assistant #2
revazled the Activities Department had not
provided social activities for Resident #7, which
placed the resident at risk of significant decline.
She slso stated she had rot {zken the resident to
-1 any small group-activities, that the anly-thing she
did was to hang the activities calendar in the
resident's room and the only social aclivities the
resident received was when histher POA visited.
Activities Assistant #2 further stated the activities
plan should have been in addition to any social
activities provided by the POA and the POA
activities were not an adequate replacement for
the activities program. Activities Assistant #2
stated without soclal activities the resident was at
risk for depression and significant overall decline.

interview with the Administrator, on 12/17/15 at
1:12 PM, revealed he was providing oversight of
the Activities Department while the Activities
Director was on leave. The Aclivities staff should
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The facility must provide housekeeping and
maintienance services necessary to maintain 2
sanitary, arderly, and comfortable interior,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
housekeeping records, it was determined the
facility failed to mainitain a clean environment for
three (3) of four (4) rursing urmits. Nursing units
Nursing Facility 1 {NF1), Nursing Facility 2 (NF2),
and the Transitional Care Unit (TCU) hac muitiple
windows with a heavy build-up of dust and dirt. in
additicn, many of the windows had hand prinis on
them

The findings include:

The faciiity did not provide a Housekeeping
palicy.

Review of the Healthcare Services Group
Housekeeping Daily Routine, not dated, revealed
from 10:15 AM-11:00 AM housekeepers were to
compleie deep cleaning of assigned rooms. In
addition, from 11:00 AM to 12:00 PM
housekeepers were {o clean assigned residant
rooms in accordance with the Daily Focus
Calendar.

Review of the Healthcare Services Graup
Housekeeping Daily Focus Calendar, not dated,

Room, rooms 101, 111, 129
TCU rooms 313, 327,408 NF2
rooms 205, 209 emergency exit
door and NF2 cormmon area
door were clean on January 15,
2016 by Housekeeping.

2. All residents of the facility have
the potential to be affected.
‘The Housekeeping Supervisor
conducted visual audit of the
facility windows on January 18,
2016 to detarmine windows
were clean. Araas of concern
were corracted upon discovery.

3. The Housekeaning Supervisor
implemented a cleaning
schedute for the cutside
windows on December 31,
2015. The Housekezping
Supervisor conducted re-
education regarding the need
to provide housekeeping and
malintenance services
necessary to maintain a
sanitary, orderly, and
comfortable interior with the
housekeepers regarding the
cleaning schedule on or before
February 12, 2016. A post-test
was given at the time of the re-
education to validais

understanding of the
information presented.
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have been using an activity log to track each
resident’s activities, 1. NFland NF2 connecting
F 253| 483.15(h){2) HOUSEKEEPING & F 253 hallway windows, NF1 Dining
s5=g | MAINTENANCE SERVICES
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revealed Windows, Blinds, and Window sills were Administrator and or Assistant
cleaned every Sunday. Administrator wiil conduct
visual audits of the facility
Review of the Healthcare Services Group Deep windows weekly for 4 weeks, b!
Clean Check off List, nat dated, revealed weekly for 2 months and
housekeepers were to clean window sills and the monthly for 3 months to ensure
inside of the windows as part of daily deep Interior and exterior windows
cleaning tasks. and doors are clean with
corrective action upon
Observation of the Hallway between NF1 and discavery.
NF2 Units, on 12/18/15 at 3:55 PM, revealed the
outside of the windows had a white fiim and were 4. The Housekeeping Supervisor,
soiled with dirt. Administrator and or Assistant
| Administer will submita
! Observaticn of the NF1 Unit Dining Room, on summary of the audit findings \\..L
12116/15 at 4.17 M, revealed the inside of one monthly for & months to the \
window was splatterad with a hard white [ Quality Improvemernt \\q:'\
substance. ' Cormiittee consisting of the '}
Administrator, Assistant
Observation of the Transitional Care Unit (TCU), Administrator, Director of
on 12/17/15 at 9:35 AM, 1evealed Resident Nursing, Activity Director,
rRooms 313, 327, and 408 had a build-up of dirt Housekeeping Supervisor, MDS
on the outside of the windows. In addition,
Resident Room 408 was streaked with dried bird S Lo Maenance
— upervisor, Director of Dining
Services, Health Informaticn
Obsarvation of the NF2 Unit, on 12/17/15 at 9:46 e Ol
AM, revealed Resident Rooms 205 and 209 had s Man:: ) :Sh:e:i I
a white film on the windows with dirt and dust Director fo rga drda.{i' 'ef ﬁa
build-up. In addition, the Emergency Exit door on ap and/or In-s '| ‘i’"a o ;"""
the front halt had dirt built-up and large cobwebs T Iss“' ‘I-"" € ”f "ge 2
on the outside of the windows. The door In the onEomE h ue |s resalved and
NF2 Unit common area leading fo the Courtyard RIS
had a build-up of dirt on the cutside of the
windows and was covered with hand and fingar
prints on the inside and outside of the windows.
Observation of the NF1 Unit, at 9:53 AM on
12117115, revealed Resident Rooms 101, 111,
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and 129 had a buildup of dust and dirt on the
outside of the windows.

Interview with Unsampled Resident N, on
12/17/15 at 4:40 PM, whom the facilily assessed
with a Brief Interview for Mental Status (BIMS)
score of fifteen (15) on 11/27/15, and determined
the resident was interviewable, revealed windows
were dirty and difficult to see out of.

Interview with the Housekeeping Supervisor, on
12/16/15 at 3:45 PM, revealed Housekeeping
stafi were contracted through Healthcare
Services Group to provide services to the facility.
The Housekeeping Diractor stated the inside of .
ihe windows were cleanad daily; howaver, hs did INTENTIONALLY LEFT BLANK
not know of a cleaning schedule for the outside of
the windows and did not know tha last time they
were cleaned. The Housekeeping Supervisor
stated he was aware of the dirty windows
throughout the building and this concern was
discussed approximately one month age when
the District Manager for Healthcare Services and
the Regional Maintenanca Direcler were in the
building. The Housekeeping Supervisor stated
since then nothing had been done to follow up on
the dirty windows cancern and he had not
scheduled a cleaning for the outside windows.

Interview with the Administrator, on 12/17/15 at
11:22 AM, revealed the outsida windows should
be cleaned twice a year per the facility contract
with Healthcare Services Group. In addition, the
Administrator stated it was the respaonsibility of
the Housekeeping Supervisor to monitor the
cleanliness of the windows and set up
appointments for window cleaning when needed.
The Administrator stated the windows were dirty
and In need of cleaning. In addition, he stated a
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few months ago the Resident Counsel did have a
concarm with the cleanliness of the windows;
however, he did not remember what, if any, 3 :
action was taken to correct the dirty windows. ' ﬁsss f;lrf:‘?:tt/g:::;gcf]
The Administrator did not provide any evidence of S e — °: ;‘gs
any action taken to clean the dirty windows. e epmber 720 HEb“ MDS°"
F 274 | 483.20(b)(2)(ii) COMPREHENSIVE ASSESS F 274 N
5s=D [ AFTER SIGNIFICANT CHANGE ' ) as not

A facility must conduct a comprehensive
assessment of a resident within 14 days aiter the
facility determines, or shauid have determined,
that thers has been a significant change in the
resident's physical or mental cendition, (For
purpose of this section, a significant change
meaans a major d=cline or improvernent in the
resident's status that will not normally resclve
itself without further intarvantion Ly staff or by
implementing standard disezsa-related clinical
intarventions, thal has an Impact on more than
one area of the resident's health status, and
requires interdisciplinary review or revision of the
care plan, or both.)

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, and
review of the Resident Assessment Instrument
{RAI Manual it was determined the facility failed
to conduct a significant change in status for one
of thirty-seven (37) sampled residents. Resident
#18 sustained a hip fracture with 2 major decline
in two or more areas of mobility that did not
resolve ilself without further interventions. The
facility failed to identify the signiticant change and
did not condugt the assessment.

experienced any negative
outcomes. The care plan was
updated to reflect resident’s
current status at the time of
the correction.

2. Ail residents of the facility have
the potentiai to be affected,
The Clinical Reimbursement
Manager and or the MDS Nurse
completed a review of the
residents readmitted to the
facility since September 30,
20615 on January 27, 2016 to
ensure that a Significant
Change in Status Assessment is
completed when a residents
meets the significant change
guidelines for either
impravement or decline. Areas
of concerns were corrected
upon discovery.

3. The Reglonal Clinical
Relmbursement Spacialist
conducted re-education
regarding a facility must
conduct a comprehensive
assessment of a resident
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The findings include:

The facility did not provide a specific policy for
Significant Change Assessmenits.

Interview with the Minimum Data Set (MDS)
Coordinator, on 12/17/15 at 3:12 PM, revezled
she used the Resident Assessmenlt Instrument
(RAT) Manual for referencs.

Interview with the Corporale Manager of Clinical i
Operations, on 121 7/15 at 1:07 FM, revealed the
facility used the RA! process

Review of the RAl Manua! 3.0, dated October
2014, Chapter 2, page 2-20, reveaed a
Significzmt Change in Status Assessment (SUSA} |
is a comprehensiva assessmeant for a resident |
that miust be complated when the Interdiscinlinary |
¥ | Team (IDT) has ostermined that a rezident meets
the significant change gulcelines for sither
limprovament or decline. A significant changeisa |
decline or improvement that will not normalty
resolva itself without intervention by statf or by
implernanting standard disease-related clinical
interventions; is not seli-limiting; impacls more
than one area of the resident’s health staius; and,
requires Interdisciplinary review and/or revision of
the care plan,

Review of the clinical recurd for Resident #18
revealed the the facllity re-admilted the resident
on 10/16/15 with a status post Hip Fraciure that
required surglcal intervention. Other diagnoses
included Dementia, Osleoporosis, Abnarmal Gait,
and Depression,

Review of the Quarterly MDS Assessment, dated
10/05/15, pravious to surgery, revealed the

within 14 days afterthe
facility determines, or should
have determined, that there
has been a significant change
in tha resident's physical or
mental candition with the
MDS Murses on Jaruary 14,
2016. Re-education included
the definition of significant
change. A post-test was given
at the tima of the re-education
to validate understanding of
the information presented.

The CRC and or MDS Nurse will
auait 10 resident clinical
records including residents
readmitted to the factlity for
significant change weekly for 4
weeks, bi-weekly for 8 weeks
and monthly for 3 months to
ensure that a Significant
Change In Status Assassment is
completed when resident
meets the significant change
guldelines for either
Improvement or decline. Areas
of concern wilt ba correctad
upon discovery.
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resident was independent wilh Activities of Daily
Living (ADLs) prior to the hip fracture. Review of
the maost current Quarterly MDS Assessment,
dsted 10/22/15 revealed the facility ascsessed the
resident as dependent with Activities of Daily
Living (ADL) and required extensive to total assist
from staff with bed mobility, transfers, ambulation,
locomotion, eating, dressing, toilet use, personal
hygiens, and bathing. These declines were noted
after the nip iracture and surgery.

Revicvr of ihe comprehensive care plan related to
the hip fracture, dated 10/22/15, revealed revision
of the care plan was required as a result of the
hip fractire that impacted the resident's ability to
function Indepandently. Physical and
Occipaticnal therapy were required to imarove
the resuent's mobility status,

Interview with the MDS Cocrdinator, an 12117145
at 3.12 PM, revealed the stafi foillowea the RA|
wvianua! lo determine if a signifizant change in
status assassment was required. She stated two
or more areas of decline orimprovemeant-would
be required. She statad the facility's computer
software should have red flagged the changes.
She stated the interdisciplinary team would
discuss the changes to determine if it was a true
change or temporary. She stated lhe staff could
override the computer software and stated a
Significant Change in Status Assessment should
have keen conducied because the decline was
not selfdimiting. She could not say why the
assessment was not conducted, because shea
had nof conducted the assessment.

Interview with the Case Manager for MDS, ort
12/17/15 at 3:59 PM, revealed she had called the
person who had conducted the Quarterly

submit @ summary of the audit
findings monthly for 6 months
to the Quality Improvement
Comniittee consisting of the
Administrator, Assistant
Administrator, Director of
Nursing, Activity Director,
Housekeaping Supervisor, MDS
Coordinator, Maintenance
Supervisor, Director of Dining,
Services, Health Information
Manager Coordinator, Social
Service Director, Business
Office Manager and Medical
Director for any additional
follow-un and/cr in-servicing

needs until the issue is resolved”

and origoing thereafter.
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Assessment Instead of the Significant Change in
Status Assessment. She stated shs thought the
resident's declines were self-limiting related to an
acute condition (hip fracture) and once (he F281
resident recelved therapy would return to
baseline. She stated a Significant Change in 1. LPN #1received re-educstion
Status Assessment should have been conducted by the Director of Nursing on
according to the RA! Manual, December 17, 2015 medication
F 281 483.20(k}3)(i} SERVICES PROVIDED MEET F 281 administration including not
§%:0| PROFESSIONAL STANDARDS stgning the medication as given

Tie services provided or arranged by the facility
must meat professional standards of quality.

This REQUIREMENT is hot met as evidenced
Dy:

Based on uhservztion, interview, and reviaw of
ihe fzcility's palicy, it was dewermined the facility
falled to follow professiona: standards of praclice
to ensure medications were signed by the nurse
after administering medications for two (2) of
fourtzen {14) unsampled residents, (Unsampled
Residents J and K). Licensed Praciical Nurse
(LPN) #1 signad the medication administration
record as giving the medications pricr to
administering the mzdications to Unsampled
Residents J and K,

The findings include:

Review of tha facility's policy, regarding General
Dose Preparation ang Medication Administration,
dated 12/17/15, revised 33/0vi/11, revealed after
medication adminisiration, staff was to document
the necessary medication administration
information when medications were given.

before administering the
medications. Resident ) and K
received thelr madication as
ordered on December 17, 2015
as validated by the surveyor
nbservation znd have not
cuparienced any negaiive
ouicome,

2. All residents of the facility have
the potential to be affectsq.
Visual observations were
conducted by the Unit
Managers on Dacember 17,
2015 to determine services
were being provided to meet
professional standards of
quality to include the
madications administration
recard signed after
administration of medications.
Areas of zoncern were
corrected upon discovery,
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Review of the Lippincott Nursing Center eNews, 3. The Nurse Practice Educator
dated 05/27/11, revealed the five (5) rights of and or a Pharmacy
medication administration had three (3) added to Representative conductad re-
the list. In addition to the Right Patient, Right education for Licensed Nurses
Medication, Right Dose, Right Route, and Right rovering Medication
Time, the Right Documentation, Right Reason administiation including not
and Right Response were added. Under the - slgning the medication as given
i Right Documentation it stated o document before administering the
AFTER giving the ordered medication. Chart the medication on January 15,
time, route, and any other specific information as 2016. A medication
necessary. administration competency
was completed after the re-
Observation, on 12/16/15 at 8:15 AM, of the education to determine
medication pass on the 100 Hall revealed understanding of the
Licensed Practical Nursz (LPN) #1 signed that information presented. Staif
the rredicatons were given prior to administraticn not available during this \%k
to Unsampled Resident J. Next LPN #1 timeframe Including new <
proceeded to provide medications to Unsampled nurses during orientation will N\
* | Resident K and she signed for the medicaticns be provided reeducaticn
+! | bafore administering thom fo the resident. including medication
adnumistration competency by
¢ Interview, on 12M16/16 at 9:07 AM, with LPN #1 the Director of Nurses or Ntirse
revealed she understcod a resident's right to Practice Educator upan return
refuse a medication. LPN #1 staled she-had to to work.
sign for the medications regardless if a resident Visual observation of
took them or refused them. She questionad what medication pass audits will be
difference did it make if she signad for the conducted gvar all 3 shifts by
medications now or after she gave them and then the Diractor of Nursing and or
stated if a resident did not take the medication, Unit Managers to determine
she would circle the medication. the care provided meets
professional standards of
Interview with Director of Mursing {DON), ori quality to Include the
12/16/15 at 4:06 PM, revealed she expecled Medication Administration
nurses to know medication rights. She stated the Record is not signed until aftar
nurses would knock on the door, explain the the medication is administered
rnedications o a resident, administer medications 2 times a week for 4 waeks,
as directed and then a nurse would sign for the waekly for 4 weeks, and then
medications after they had bean administered. ronthly for 4 months with
corrective action upon
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F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282
ss=J | PERSONS/PER CARE PLAN 4. The Director of Nursing and or
the Unit Managers will submit a
The services provided or arranged by tha facility summary of the audit findings
must be provided by qualified persons in monthly for & months to the
accordance with =ach resident's written plan of Quality Improvement
care. Cormmittee consisting of the
Administrator, Assistant
Administrator, Director of
This REQUIREMENT Is not met as evidenced Nursing, Activity Director,
by: Housekeeping Supervisor, MDS
Based on observation, interview, record review Cosrdinator, Maintenance
and raview of the Facility's policy, it was Supervisor, Diractor of Dining
determined tha facility failed to have an eifective Services, Heaith Information
system in place to ensure sia® implemented the Manager Coordinator, Social \\\l
care plan interventions for three (3) of Service Director, Busingss v
thirty-sever {37) sampled residents. Residents Office Manager and Medical \\
#7, #9 ard £29, Director far any additional ﬁ
_ foilow up and/or in-servicing
1 | The facility assessed Resident #29 to have needs until the issues is
" | elopement tendencies due to the resident's resolved and ongoing
history. The facility developed a care plan with a thereaftar,
goal that the resident would not leave the bullding
= | without an-ascorl. A Wandei- Guard device was
applied to alert staff when the resident attempted RS
to leave the building. On 12/16/15 at
approximately 5:35 AM, Resident #29 eloped
1. ©n12/16/15 a Licensed Nursa

from the building without staff knowledge. The
resident was found in the middle of a busy road
with two (2) cars from cpposite directions flashing
their lights 1o avoid hitting the resident. Upan
return {o the facility, the resident's Wander Guard
device aclivated the exit door's alarm. The
resident was assessed and feund with no injuries.
The facility's investigation determined the
alarming exit doors were functioning properly,
howaever, facility staff had failed to respond to the
alarm according to facility policy. The staff failed
to search the area around the alarming door

completed an evalvation of the
rasident to inctude vital signs
taken that were all within usual
range for Resident #29.
Resident was noted by the LPN
to be able to move all
extremities without difficulty
and without complaints of pain
or discomfort No new skin
issues were identified. Resident
was placedon 1onl
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observation, elopement
F 282} Continued From page 27 F 282 assessment and care plan was
(including locking outside) and failed to ensure all updated to reflect current
residents were present. (Refer to F323) status. The Physiclan and
Responsible Party were
in addition, the facility failed to provide ass!stancs notifled. The resident was
with bathing for Resident #9, who required transferred to Regis Woods
assistance of one by staff for bathing needs. The Alzheimer’s nursing unit on
Activities Department failed to provided assessed 12/16/15. On 12/16/15 the
one on ona (1:1) activities for Resident #7 as care Physician completed a full
planned. @ssessment and determinesd
that Resident # 20 did not
The facllity's fsilure to follow the plan of care for sustain any negative outceme.,
rasidents placed those residents in a situation
that has caused or is likely to cause serious Resident #9 recelvad a shower
injury, harm, impairment, or death. Immediate on December 15, 2015 upon 3
Jeopardy was identified on 12/18/15 and discovery. Resident #9 ha: not \
determined o exist on 12/16/15. The facility was experience any negatve
notified of the Immediate Jeopardy on 12/18/15. Outcorme. The care plan was ?\
reviewed and updatad t3
The facility provided an acceptable Allegation of 5 reflect assistance needed with
s | Compliance (A(C) on 12/23/15 which alleged bathing by Unit Manager on '
removal of the Immediate Jeopardy on 12/22/15. December 17, 2015,
The State Survey Agency verified Immediate
Jeopardy was removed on 12/22/15 as allsged, The Activities Director re-assess
prior to exit on 12/30/15. The Scope and-Severity - resident #7 to defermine =
was lowered to a "D" while the facility implements current need for 1 on 1
and monitors the Plan of Correction for the activities on Decernber 18
effectiveness of systemis changss and quality 2015. The cara plan was ‘
assurance, updated at the time of the re-
o assessment to reflec
The findings include: resident’s current neteg:
Reside 5
Review of the facility's policy regarding Care experlenr:ctz:zvn:etgauve
Plans, revision date of 01/02/14, revealed the outcome.
resident care plan would includs measurable
objeclives to meet patient needs and goals as
identified by the assessment process. The
purpose of care plans was to provide necessary
care and services to attain or maintain the
resident’s highest practicable physical, mental,
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I | prevention care plan would be daveloped with

and psychosocial well-bzing.

Interview with the Corporate Manager of Clinical
Operations, on 12M7/15 at 1:07 PM, revealed the
facility used the Peint Click {computer software
program) library to develop the resident's care
plar. Qutside of that, the facility used the
Resident Assessment Instrument (RAI) process.

Raview of the facility's policy regarding
Elopernent of residents, revision date of 05/15/14,
revesled all residents would be avaluated for
eloperment risk upon admission, re-admission,
quarterly and wilh @ change: in condition as part of
the nursing assessment process. Those
dgetermined to be at risk for elopement would
receive appropriale inlerventions to reduce risk
and minimize injury. for those residants
identified at risk, an Interaisciplinary elopement

individual risk factors and patterns idertifiad and
addressed within the care plan.

+ Review of the clinical record jor Resident #20
revealed the resident had resided at ihe facility
since 07/17/13. Review of the most current
diagnoses included: Dementia, Muscle
Weakness, Abnormal Posture, Hypothyroidism,
Depression, and Anxiety Disorder.

Revizw of the Anrual Minimum Data Set (MDS)
Assessment, dated 05/02/15 and the Quarterly
MDS Assessment, dated 10/20/15, revealed the
fFacility assessed the resident to have a severs
cognition loss with a Brief Interview for Mental
Status (BIMS) score of three {3) out of possibie
fifteen (15). The faclity assessed the resident to
require minimum assistance from staff with
ambulation (with a watker) In the room and
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F 282 | Continued From page 28 F 282

2. All yesidents of the facility have
the potential to be afferted. A
visual observation was
conducted by Activities
Director, Unit Managers, and
Director of Nursing on or
before February 12, 2016 to
determine residents are
receiving activities as per
assessment including 1 on 1
activities, baths/showers were -
completed a minimum of two
per week and/or per resident -
choice and supervision needs
were in place to pravent
elopement as care planned
with corractive action upon
discavary.

N

3. The Director of Nursing, Nurse
Practice Educator or
Administrator beginning on
12/16/15 with completion on
12/21/15. 205 employees in
factlity, which includes 5 agenzy
Dietary staff and 16 agency
Housekeeping/Laundry staff
with received the education
and trzining the same as facility
staff. 171 employees
complated the education,

FORM CMS-2567(02-09) Pravious Verslans Gbso'ete

Evant [D:XNBOT1

Faclity I0: 100503

If continuation sheet Page 29 of 102



PRINTED: 01/20/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTICN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
185301 B.WING 12/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4604 LOWE RD
LSSl LOUISVILLE, KY 40220
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X3)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC JDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
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outside in the corridor.

Review of the corprehensive care plan, revised
12/17/15, revealed a care plan was developed on
05/14/15 for risk of elopement retated ta the
resident’s cognition loss and diagnosis of
Dementia. The care plan stated the resident
would wander and exit seek. The goal was for the
resident no! to leave the building without an
escort. The interventions implemeanted on
05/14/15 included. encourage independence
while in the building, but ensure supervision while
outside, educate staff of eloperment potential,
triggers, and prevention measires, and if unable
to radirect resident, stay with the resident and
provide support and suparvision. On 11/05/185, the
care plan was revised lo inclide 2 Wander Guard
davice with placement and function o be
chacked. An additiona! Intervention was added on
11/09/15 that inslructed staff to Jocument any
unsafe wandering and notity the physician and
family.

Review of a progress-note; dated 12/16/15 at
7:16 AM, revealed the rasident was found
outside. Review of the facility's investigation
revealed Resident #29 left the building through
Entrance B doors without staff knowledge. The
resident was found walking wilh a rolling walker in
the middle of a busy road, between two (2) cars
from opposite directions, flashing thair head lights
to avoid hitting the resident. The facility's
investigation revealed facility staff failad lo
respond to the door alarm and search tha
suirounding area (including outside) according to
facility policy. In addition, the investigation
revealed someone had to silenced the alarm, but
nobody admitted to the act.

¢ Nezed to follow each
resident’s care plan
and Kardex
regarding potential
far elopement with
the interventions
for resident safety.

¢ Each employee
completed a post-
test to validate "
learning. This
grading was
completed by the
Nurse Praciice
Educator, Director
of Mursing, or
Assistant
Director of Nursing
or administrator

between 12/16/15
-~ 12/21/15 with no
employee working
without a passing
score.

Active employaes completed
re-cducation and posttest to
validate understanding
between 12/16/15 —12/21/15.
All employees scheduled to
work on the dates of 12/16/15
through 12/21/15 received
education prior to or during the
shift.
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Post survey interview with CNA #22, on 01/20/16
at 11:52 AM, revealed she knew the resident had
behaviors of wandering and exit seeking and had
a WanderGuard device. The resident was
independent with dressing, transfers, and
ambulation. She staled the resident watked with a
walker and walked very fast. She would look in
the ADL book at the nurses station that included
care plans to find out what the resident's care
needs were. The resident's suparvision level was
the same for zny resident at that time, check on
the resident every two hours. She siaied she had
access lo the care plan through the ADL book
and the nurses woud update that bask for the
aides. !f she did not know the resident's czra plan
interventions she would ook in tha ADL book. It
was her first ime caring for Resldert #23. 8¢ the
time of the elopernent the CNA was in another
resident's room getling them up for the day, Ths
:ast lime she saw Resident #29 was arournid 4:30
AM. The resident was in her room, dressed, and
sitting in the recliner.

Inierview with Licensed Practical Nurse (LPN)
#12, on 121715 at 6.14 PM, revealed he worked
Nursing Facility 2 (NF2) Unit and was responsible
for Resident #29 the morning the resident eloped
from the building. He stated the resident had
been identified at risk for elopement and there
had been talk regarding moving the resident lo
the secure unit prior to the elopement, but
couldiv'l say when. He staled staff was familiar
with the resident's wandering and was to provide
supervision to prevent an elopement. He stated
he saw the resident at 5:20 AM, and did not know
when he/she had left the ynit.

Post survey interview with LPN #12, on 01/19/16
at 7:01 PM, revealed he did not know the

Employees not avaliable during
this time perlod and not
scheduled through 12/21/15
were contacted via talephune
oy each employee’s immediate
supervisor to be made aware
that reeducatlon with post-
tests wili be required prior to
tha next scheduled shift. Naw
employees will receiva
aducation including posttast .
during orientation Including
any new agency staff,

1.earning will he vafidated at the
time of completion with a
passing acore of §5% by the
Murse Practice Educator,
Director of Nursing, or
Acsistant director of Nursing or
Administrator,

>

The Director of Nursing
Services or Nurse Practice
Cducator will reeducate
licensed and certified nursing
staff on or before2/12/16
regarding the naed to ensure
rosidents received the
necessary services to maintain
good personal hygiene
Induding preferred
showar/bath schedule with a
posttest to validate
understanding with a passing
score of 95% praded by the
Director of Nurses or Nurse

“ORM CMS-2567(02-98) Previous Versions Obsalete

Event ID:XNBO11

Facillty 1D: 100503

If continuation sheet Page 31 of 102




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/20/12018

FO

RM APPROVED

OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES {X%}) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
185301 8. WiNG 12/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4604 LOWE RD
REGIS WOODS

LOUISVILLE, KY 40220

{X4} D SUMMARY STATEMENT OF DEFICIENCIES [n] PROVIDER'S PLAN OF CORRECTION {%8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLUILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
CEFICIENCY)
. Practice Educator. Staff not
F 282 Centinued Frem page 31 F 282 available during this timeframe

interventicns for Resident #29 In regards {o
supervision lo prevent elopement, but he could
laok atthe Kardex or the cara plan on the
electronic clinical record. As far as the
implementation of the care plan he said he had
just seen the resident five minutes before and
she was just a regular supervision not a one to
one (1:1). He stated the WanderGuard device
was part of the supervision to alert staff when the
resident was altempting to leave the building. He
stated he had not checked Resident #28 or any
rasidents who utllized a WanderGuard device
when the door atarm activated nor had he
checked anyone else. He would not normally
cleck residents with the WanderGuard device
when ine door alarm activeted . He siated he
tiought he had followad tha caro plan. He tirther
claed he cauld not know the whareahcuts of zil
iesidents uniess they were on 1:1 supervision.
Resident #29 wos not on 151 supervision at the
time of the elopement.

2. Review of Resident #9's dlinical record
revealed the Tacility admitted the residanton
07/08/15, with diagnoses of Congestive Heart
Failure, Gastric Cancer, Coronary Artery Disease,
Chronic Obslructive Puimonary Disease,
Hypertension, Gastroesophageal Reflux Disease,
Obesity, Muscle Weakness, Chronic Pain,
Depression, Inscmnia, Anxiety, Neuropathy, and
Osteoarih:itis.

Resident #9's Quarterly Minimem Data Set
(MDS), dated 10/15/15, assessed tha resident
with a Brief Interview for Menia! Stalus (BIMS) of
a fifteen (15), meaning tne resident was
interviewable. in addition, the facility assessed
Resident #9 as lolally dependent on staff for
bathing, and required a one person physical

including new hiras with
orientation will complate
reeducaticn with a posttest by
the Director of Murses or Nurse
Practice Educator to validate
understanding upan return to
worlk,

The Activities Director will
conduct re-education regarding
the need to ansure residents
identified as needingone on
one (1-1)activities wera
provided the activities as per
resident plan of care ta
Activities Assistanc 41 and #2
on or before Felruary 12, 2016
A pdsi- test was given at the
time of the ,e-aducation witi a
passing score of 35% graded by
the Activities Director to
validate understanding.

Asof12/16/15 the
Administrator, Assistant
Administrator and/or Director
of Nursing have assigned
designated audits to the
administration and
managersen® staff during
morning meeting to ensure
that the audits ara comoleted.
Thay will be reviewed Iin
morning meeting and during
(quality Iraprovement
Committee {QIC} for
completeness and corrective
action upon discovery

N2
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assistance with bathing.

Review of Resident £9's Care Plan initiated on
07/10/15 revealed the focus was the resident was
dependent for Activities of Daily Living (ADL) care
In bathing due to chronic disease. The goal,
initiated on 07/10/15 with a target date of
02/26/186, was for Resident's ADL care needs to
be anticipated and met! in order to maintain the
highest practicable level of functioning and
physical well-being for the nexi ninety (90) days.
The intervention, initialed on 07/10/15, was the
resident required total to extensive assistance
with dathing fasks.

Reviow of NF1 Shower Scheduls, 1evoaled
Resident #¢ 'was lo get o shover every Tuesday
and Friday on the first shill.

Review of iha Weekly Bath and Sun Report for
Resicent #6, revealad on 12/02/15 the form did
not identify what type of hygiens was provided,
12/08/15 a bed bath was provided, and on the
12115/15 the resident refused-three times.
Hesident #9 did not receive a shower/bzth on
12/04/15 or 12/11115, which was his/her
designated shower days. [n addition, review of
Resident #9's ADL Record, dated 12/01/13
through 12/16/15, revealed from 12/04/15 to
12/11/15, halshe did nol receive a bath/shower,
or sponge bath; an eleven {11) day time span.

Chbservation of Racident #9, at 12:45 PM on
12/15/15, revealed hefshe was layiig in bed on
his/her back, dressed in a hospital gown.
Resident #9's hair was greasy, and matted to
histher head.

Interview with Resident #9, at 5:05 PM on
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F 282 | Continued From page 32 F 282 Care plan implementation for

residents identified to be at risk
for elopement upon admission,
readmission and/or change Iin
condition will be initiated upon
identification of the risk for
elopement as determined by
the elopement risk evaluation
by a licensed practical nurse or
registered nurse. These care
plans will be reviewed starting

on 12/17/15 through the
inorning clinical meeting
process dally Monday to Friday
and on weekends by the charge
nurse of the unit with
corrective action upon
discovery.

Elupemert r'sk care plans for 5
residents identified at risk for
elopement will be audited
starting on 12/37/15 by the
DNS, ADNS, NPE, CRT, or
Adwinistrator for followlng the
care plan implementation and
accuracy daily across all shifts X
14 days including waekends,
then 5 X per week X 14 days,
then no less than 3 X per waek
for an additional 20 weeks.
Additional audits will be
deterrined by the monthly
Quality Improvernant
Committee (QIC). Corrective
action and/or re-education will
be provided at point of
discovery.
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Visual observation audits will
F 282 | Continued From page 33 F 282 be conducted by the Director of
12/15/15, revealed he/she was not getting Nursing. Unit Managers,
showers or bed baths consistently and on Assistant Administrator,
average he/she was given a shower or bed bath Activity Director and Or
only once per week. Resident #9 stated it made Licensed Nurse to determine
him/her feel bad when she wasn't clean. the neads of the residents are
met per the pian of care 3
Interview with CNA #4, on 12/16/15 at 8:07 AM, times a week times 4 waeks, 2
revealed Fesident #9 was totally dependent on times a week for 4 weeks,
staff for bathing needs and showers were weekly for 4 weeks then
provided based on the shower schedule; manthly for 3 months.
however, the rasident would refuse st times. Identified concerns wili be
Refusals must still be documentad in the shower corrected immediately upon
bool, so staff would knew a shower was discovery.
atternpled. He further stated they viould attempt a
second lime and if the resident refused and they The Director of Nursing and or \g
would notify the nurse or tha Unil Manager., Unit Managers wilk audit \\
However, roview of the weekiy showear and skin shower documentation to
report revealad there was no documentaticr: for ensure bathing is provided \\!L]
| t2/04215 or 12111115, according to resident ]
8 preference daily x 2 weeks %
Interview with CMA#7, on 12/15/15 at 805 AM including waekends, then three
and 12:17 PM, revealed the resident needed times a week x 2 weeks, then
assistance with showers 2nd bathing. However, every other week x 8 weeks
- +-she did not provide care to Rasident #9-during then monthly time 1 month
the days of 12/04/15 through 12/11/15. with corrective
action/reeducation upon
Interview with the NF1 Unit Manager, on 121715 discovery.
at 1:25 PM, revealed care plans should be
followed by &l staff per facility policy. She stated The Activities Director will
she reviewed the shower sheets and used complete visual observations
Sundays as a make up day for those residents audits of one on one activities 3
who missed their shower. Reviaw of tha ADL timas a week including one
record for December revealed the £th was 3 weekday for 4 weeks then 2
make up opportunity; howsever, the record was times a week for 4 weeks, then
documented with all eighis meanirg aclivity did weekly for 4 weeks them
not occur. In addition, the Unit Manager stated monthly for 3 months to ensure
Resident #9 was dependent on staff for residents identified as needing
bathing/shower needs, and the facility was not one on one (1:1) activities are
meeting his/her needs. The NF1 Unit Manager provided the activities with
“ORM CMS-2567(02-99) Previous Versions Obsolete Event ID: XNBOT1 Facility 1 Corrﬂcm’e_ action upon
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stated staff was not providing care in accordance Improvement Cominittee
with Resident #9's ADL care plan. meeting will be heid more
frequent when determinad by
Interview with the Director of Nursing (DON), at Management and
2:20 PM on 12/17/18, revealed care plans were Admunistration to continue ta
developed based upon the specific necds ensure aur plans are effective.
assessment of each resident. In addition, the The meeting will be with the
DON stated it was facility policy for resident care Administrator, DNS, Admissians
plans 1o be implemented, updated, and followed. Director, Ciinical Case Manager,
The DON revealed, all activities of daily living Murse Practice Educator, and
(ADLs), including showers/baths, should be care Social Worker. The Medical
planned and followed by all staff. The DON stated | Director wiil be notified when
the documentation did not prove shower/bathing | an adHoc OIC is conducted via |
assistance was being provided consistently, nor telephone by the
was {acility staff meeting Resident #9's ADL care Administrator.
neeads idantified in his/her care plan, QJ
Findings will he reviewed with \
3. Review of Resident #7's clinical recard the Quality imprevement Q’)
= | revealed ihe facility re-admitted the resident on Committee (QIC) by the ‘a
“+ | 09/25/15 with diagnoses of Malignant Poorly Administrator monthly times 6
Differentiated Neuroendocrine Tunors, months or until the issue is
Secondary Mallgnant Neoplasm of Brain, resolved and ongoing
Hemiplegia Affecting Unspecified Side, thereafter, Tha QiC committee
Polynsteoarthritis, Abnormal Posture, Muscie =1 consists of the Administrator,
Weakness, Apraxia, and Mental Disordar Not Director of Mursing, Asslstant
Otherwise Specified (NOS). director of Nursing, Adimisstons
and Marketing Coordinator,
Review of Resident #7's Admission Minimum Activitles Director, Social
Data Set (MDS) aciivity assessment, completed Services Director, Clinical
on 10/01/15, revealed the facility assessed the Reimbursement Manager,
residenl's activily preferences to include Maintenance Director, Nurse
magazines, listening to music, and group e
activities. The assessment also statad the :;arfitc";i g?:_ﬁ:’rr; N:::t'g.n |
resident found it important to listen to music, do Director ne Medica
his/her favorite activities, to do things with groups '
of people, and to participate in religion services or
practices,
Review of Resident #7's Comprehensive Cara |
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Plan revealed the facility developed an Activity
Care Plan, on 11/11115, with a goal of the resident
dermonsirating increased interest, increased
motivation for involvement, and increased
positive affect, with a target date of 01/01/16.
The care plan also had a goal the resident would
have increased social engagement as evidenced
by parlicipation in one {o one visits, small groups,
and unstructured involvement with peers, family,
friands, and staff. The interventions on the
Activities Care Plan included staff would have
established a relationship with the resident via
ane to one interventions, informal conversations
and small groups and staff would provide

frequent contact in order to develop rapport. INTENTIONALLY LEFT BLANK

Observations of Resident #7, on 12/15/15 at \\\s
1115 AM, revealed one on one (1:1) activities by %)
facilitv staff did niot occur as the rasident was \\
alone, in his/her room in a Geri Chair; at 12:15 ’b

PM the resident was aiona, in his/her bed with
eyes open; at 2:15 PM the resident was alcne, in
bed on his/her right side with his/her ayes closed.
On 12/16/15 at 8:15 AM, the resident wasin the
Geri Chalr and hisfher Power of Attorney (POA)
was visiting and no staff were present; at 11:00
AM, the resident was alone, in bed with his/her
eyes open.

Interview with Certified Nursing Assistant (CNA)
#3, on 12/16/15 at 10:25 AM, revealad the facility
did not provida activities for Resident #7 and the
resident did not participate in any group activities.
CNA #3 had never observed staff providing the
resident with 1:1 activities per the resident's plan
of care.

Interview with NF2 Unit Manager, on 12/16/15 at

5:25 PM, revealed the Activities Department had
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not provided 1:1 aclivilies to Resident #7.
However, the Actlvities Department was
responsible for providing any scheduled 1:1
activities. She had not abserved the resident in
any small groups and the only social activities the
resident received was when his/her POA visited
and the contact with CNAs and nurses.

Interviews with Activities Assistants' #1 and 42, on !
1217115 at 9:10 AM, revealed the Activities
Department had not been providing 1:1 activities
for Rasident #7 per the resident's assessment
and care plan. The Activities Assistant #1
reviewed the care plan and stated she was
unaware Resicsnt #7 was placed on a 1:1 activity
schedule and the resident had nol been receiving
the 1-1 achivities.

INTENTIONALLY LEFT BLANK

Continued interview with Activities Assistant #2
‘2| 1evealed the assistants compieted the Activities

1 Assessments and the Activities Director placed
the activities intervenlions on the Comprehensive
Care Plan. Since the Activities Director hag been |
- lon leave, an activities employee irom another |
faciiity had assisted in getting the activities on the | :
care plans in the computer. The Administrator
supervised the Activilies Assistants while the
Activities Director was on leave. Acivities
Assistant #2 reviewed the care plan and activities
plan for Resident #7 and stated she was unaware
Resident #7 should have recelved 1:1 activities.

Interview with the Administrator, on 12/17/15 at
1:12 PM, revealed he was unaware of the issue |
withi Resideni #7 nol recelving 1:1/social activities
from the Activities Department per the resident's
plan of care.

The facility provided an acceptable credible
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Allegation of Compliance {AOC) on 12/23/15 and
took the following actions o remove the
Immediate Jeopardy.

1. Upon Resident #29's return to the facility, a
total body audit was conducted by LPN #12 with
no injuries found.

2. The resident was piaced on one-on-one
supervision until the resident was moved to a
secure lockad unit.

3. The Administratar was notified of the incicent
on 12/16/15 al 6:10 AM, Director of Nursing at

| 6:00 AM, the resident's physician, who Is also the -
Medical Director, was natified of Ihe ingident on | INTENTIONALLY LEFT BLANK
12/18/15 at £-15 AM with family notification at
6:30 AM.

. | 4. LFN #12 condusted an Elopement Evaluation
« 4| that redlected an actual elopement.

5. The facility conducted a visual vatidation of all
- tresidents All 175 resideiits were nresent inside
the facility.

6. The Maintenance Director checked all egress
doors, on 12/16/15 at 8:00 AM, and found all door
alarms were working properly in relation to secure
locks, Wander Guard alarms, and audible alarms.
After the tast at approximately 8:30 AM, The
Maintenance Director reset ali mag locks with a
naw exit code. All door codes would be changed
morithly for six (6) months. Entrance B's door
alarm activated when tha resident was relurned
to the building. The resident's Wander Guard
device was found to be working.

7. The Director of Nursing conducted staff
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"was completed on 12/21/15. The education

Continued From page 38

interviews with staff working at the time of the
elopement. LPN #12 voiced hearing the door
alarm sounding at approximately 5:30 AM. No
other staff voiced they heard the alarm. No staff
witnessed Residen! #29 exit the facllity.

8. On 12/17/15, all one hundred seventy-six (178)
residents were reassessed for elopement risk by
using the Elopement Risk Evaluation form.
Thirty-three (33) residenis wars assessed to be at
risk for elopement. These rasidenls' care pian
and Kardex were reviewed and updated as
indicated.

S. An Ad-hoc Quality Imnroverient Committes
mesting was held on 12/16M1 5 to review the
Elopemeni and Care Flan Policy, no changes
weare made,

10. Staff re-education began on 12/16/15 and

inciuded the facility's Elopement Policy, staff
response to a door alarm, differznt door alarm |
sounds; routine and Wander Guard. The facility
staff and housekeeping contract employees were
instructed that door codes were not lo be given to
any visitor, family member, or vendor. Staff would
assist all visitors out the exit doors. Each
employee completed a post-test to validate
learning and must score a 95%.

11. Written educaticn ragarding each alarm
sound was placed at each nurses' station for
continuous staff reference.

12. All egress exit door codes were changed on
12/16/15 and staff will have to assist visitors when
exiting the center. A sign was placed on each exit
doors stating "Please be mindful that no resident

INTENTIONALLY LEFT BLANK
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of the facility is exiting with you." After hours,
Entrance B doors would he locked at 7:00 PM
and unlocked at 8:00 AM,

13. A lelter was mailed to residents' familles to
nolify them of the new security measures. A letter
was mailed to all vendors, Emergency Medicat
Services, and physicians informing them the door
codes would no longer be given out and
requesting atiention of security when entering and
exiting the facility.

14, Elopement drilis were coriducted on each shift - ;
through 12/21/15 for audit training nompliance. INTEMTIONALLY LEFT BLANK

158. The Wander Guard devices would be
civecked evary shift and documented on the
Treatment Administration Record. All Wander
Guards devices were checked and found to be
* | working properly.

16. Exil Doors: The Maintenance Depariment
would check the door alarms Monday through
Friday with tha weekend Administratior, person on
call perforraing the door checks on the weekends. - -

Entrance B locking system would be audited by
the Maintenance Department daily for four weeks.

17. An Ad-Hoc Quality Improvement Commitlea
meeting was held on 12/21/15 o review the
elopement event and corrective plans. The
Medical Director was present. The Quality
improvement Committee will meet monthly for six
months or until issues are resolved,

The State Survey Agency validated the
implementation of the facility's AOC as follows:
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i
1. Reviaw of the Electronic Record, dated |
12116115 at 7:18 AM, revealed a physical f
assessment was conducted with vital signs taken |
and recorded to be within normal range forthe |
rezident. The record revealed the resident's
primary physician assessed the resident on
12/16/15 at 3:05 PM that included all body
systarns. No injuries were noled. |

2. Reviaw of the Electronic Record revealed the
resident was placed on cne-an-one supervision
after returned to the facility 2nd transferred to the
secura unit at 4:00 PM. Review of the
Oine-on-Ona Supervision Sheet, dated 12116115,
revealed the resident was on one-un-one
suparvision from .60 AM until 5:30 PM

INTENTIONALLY LEFT BLANK

2. Raviow of a Praograss Note, dated 12/16/15 at
7:1€ AM, validated the notification.

N 4. Review of the Elopement Evaluation conducted
on 121615 revealed the resident remained at
risk for elopement,

5. Review of the census count revealed one i 4
hundred seventy-five (175) were presentinthe |

facility al the time of the count, Interview with the |
DON, on 12/30/15 at 8:59 AM, revealed a g
complete head count was conducted after the
resident was raiurned to the building and all i
rasidents were presert. [

6. Interview with the Maintenance Director, on
12/20/135 at 2:23 PM, revealed he had checked all
axit doors and found all alarms were working
properly on the day of the eiopement. He stated
ne changed the code to all mag lock exit doors
that day and would be changing the door codes
monthly for at least six {6) months. Interview with
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Certified Nursing Assistant (CNA} #8 on 12/17/15
at 4:23 PM and LPN #12 on 1217115 at 6:14 PM,
validated the resident's Wander Guard device
activated the door alarm when the resident was
returned {o the building.

7. Review of the facility’s investigation revealad
lwelve (12) staff was interviewed and only one
recalled hearing the door alarm. No staff
witnessed ihe resident leave the building.

B. Raview of the Elopement Risk Evaluation
forms revealed the fasility had assessed one

handred seventy-six {176) residents. Validated SIS B AL I,
| thirty-three (33} residents were identified at risk
for elopemant. These residents' nhoto and
information was placed in an Elopement Binder at
cach unit, Review of the residents' Kardex
raveated ali thirty-three (33) residents wera
updated and Care plans of th= residents at risk
had heer reviewed and updated as needed.
Reviaw of sampled Residents #30. 31, 32, 33, 34,
35, 36, and 37 during the extenided survey 1
revealed the residents care plans had been
updated, their pictures were in the Elopemant
Binder, and information on the Kardex.

9. Review of the Elopement Policy and Care Plan
Policy revealed no changes. Review of the sign in
sheet for the meeting revealed the meeting was
held on 12/18/15 as stated.

10. Review of the iraining records revealed ali
active employees received the training with post-
test given.

Validation of training interviews ware conducted
on 12/28/15 with CNA#10 at 2:04 PM, Unit
Manager of Homestead at 2:15 PM, LPN #13 at
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1.30 PM, CNA#19 at 3:16 PM, and CNA #20 at
3:24 PM. The staff stated they had received
training ot the Elopemenl Policy and what to do
when a door alarm sounded. The staff had good
knowledge of the process and stated they had to
take a post-test and score 95%.

On 12/29/15, the following staff were interviewed
regarding the tralning they received: CMNA#7 at
9:07 AM, CNA#11 at 9:12 AM, CNA#12 at 9:14
AM, CNA #13 at 3:30 AM, CNA#4 at 9:41 AM,
CNA#14 at 3:19 PM, CNA#15 at 3:04 PM, CNA
#16 al 9:25 AM, CNA#17 at 3:07 PM, CNA#18 at

3:23 PM, CNA#19 at 3:16 PM, and CNA#20 at INTENTIONALLY LEFT BLANK
3:24 PM. The staff was knowledgeable of the
tacility*s Elopement Policy and what io do if the
door alarm vias aciivated. They were required lo
take a post-est and score 95%.

Interviews conducted on 12/29/15 with Licensad
Practical Nurge (LPN) #1 at 9:02 AM, LPN #14 at
9:05 AM, LEN #9 at 9:28 AM, LPN #15 at 6:25
AM, #9 at 9:42 AM, LPN #17 at 2:28 PM, and
LiPN#16 at 2:35 P revealed they had received.
re-education on the Elopement Policy, they are
responsible for checking the Wander Guard
devices three (3) times a day and recard the
checks on the Treatment Administration Record
(TAR). In addition, care planning was reviewad.

Interview with the Unit Manager of Homestead,
on 12/28M15 at 2:15 PM, and NF1 Unit, an
12/29/15 at 10:30 AM, revealed training was
pravided to them and a post-test was required
The Managers are responsible for audits of the
TAR and to ensure the nurses are checking the
Wander Guard devices.

Interview with Housekeeper #1, on 12/29/15 at
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9:17 AM, and Housekeeper #2 on 12/29/15 at
9:00 AM, revealed the facility provided training for
all confract housekeeping staff regarding the
faciiity's Elopemenit Policy and what to do when a
door alarm sounded.

Interview with the Maintenance Director, on
12/29/15 at 2:23 PM, and the Maintenance
Assistant, on 12/29/15 at 8:34 AM, revealed lhey
received training on the Elopement Policy and
door alarrns. They took the post-lest also,

Interview with the Staff Educator, on 12/29/15 at
4:268 PM, revealed she had providad most of the BLANK
trairing. She stated she corducted most training INTENTIONALLY LEFT

in sall groups. She slated she dzveloped latking
poinls for the elopement and cara p'an education.
Thase talking pcinrts ware the bases for the
post-tost that each employee was required to

I take. She slated the education included door

+ | codes not to be given dut to anyone that was not
an employee of the facility and door alarms and
now to respond.

11. Gbservation on 12/28/15 at 1:05 PM, revealed =
posting of the written education on all four units, -7

12. Observations during the extended survey
revealed facility assisting visitors when exiting the
building including surveyors on 12/28/15 through
12/30/15. Observation upon enlrance to the
facilily on 12/28/15 at 11:05 AM revealed the sign
was posted at the Entrance A doors and
observation at 11:20 AM revealed the sign was
posted on the Entrance B doors and the
Homestead Unit deors.

Interview with the Maintenance Director, on
12/29/15 at 2:23 PM, revealed a naw timer was
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placed on the Enirance B keypad to lock the
doors from 7:00 PM to 8.00 AM. He stated a 5
visitor will have to ring a bell and staff will have {o
go to the door to let the person in. When the
visitor is ready to leave the building, staff would
assist by opening the door, using the coded
keypad.

13. Review of the letters, dated 12/21/15,
revealad letiers were sent to the vendors,
famiilies, and physician notifying them of the new
security measures.

14. Review of the audits revealec the elopement
dritls were conducted as stated. Audits will be

reviewsd duriiig \he imorning masting to ensurg Nn NK
' the audus v.fereguomp'er.ad.q ? INTENTIONALLY LEFT BLA

Interview with the Rirector of Nursing, nn
12/30/15 at 8.59 AM, revealed eiopement drills
were conducted and the audits wers discussed
during the morning meetings.

15. Observalion of a Warder (Guard device
check, on 12/28/15 at 1:27 PM, In the Homestead
Secure Unit, revealed all residents’ Wander
Guard devices were applied and functioning

properly.

Raview of the TAR revealed the facility had
increased the Wander Guard device chacks to
three (3) times a day, where the checks were-
previously twice a day. Review of all residents
with @ Wander Guard device revealed the checks
were being done. .

Interview with the Unit Manager of Homestead,
i on 12/28/15 at 2:15 PM, and NF1 Unit, on
12/29/15 at 10:30 AM, revealed the Unit

FORM CMS-2567{02-89) Previous Verslons Cbsolete Event Iy XNBO11 Facily 10: 100503 If continuation sheet Page 45 of 102




PRINTED: 01/20/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0399
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
185301 B. WING 12130/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4604 LOWE RD
e e lo s LOUISVILLE, KY 40220
%4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 282 | Continued From page 45 F 282

Managers are responsible for audits of the TAR to
ensure the nurses are checking the Wander
Guard devices.

16. Interview with the Maintenance Director, on |
12/29/15 at 2:23 PM, revealed all exit doors were
checked daily. Observation on 12/29/15 at 8:34
revealed the Maintenance Assistant tested all exit
doors in the Homestead Unit. All doors were

| functioning proparly.

Review cf documentation revealed the new kay '
pad was installed on 12/29/15, The Entrance B

locking system was audiled dailv. Raview of the
door audits revesled no problems found.

17. Review of the Quatity Improvement Meeting BLANK
on 12/21/15 revezled all members prescnt ' INTENTIONALLY LEFT

including the Medicai Director.

= | Interview with the Adniinistrator, on 12/30/15 at
8:02 AM, revealed the Ad-Hoc meetings ara
additional meetings between the official Quality

= — [FAssurance-meetings scheduled monthly. The - —
Quality Improvernent meeting held on 12/21/15,
with the Medical Director in atiendance, was to
review the AOC and review any audits 1o that
date. The next scheduled Quality Improvement
meeting is scheduled for 01/17/16. The
Administrator stated audits would be reviewed at :
each meeting until compliance is achieved. !

1

interview with tha Medical Director, on 12/30/15
at 9:42 AM, revealed he was present at the
Quality Improvement mesting held on 12/21/15.
He slated he was involved in the develepment of
the AOC as the facility asked for his input. The
facility discussed the corrective actions and the
committee approved the audit tools, He stated the
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tacility had notified him of the Immediate
Jeopardy and Informed him of the details and the 1. The physician was notified for
action plans that had been implemented. He resident L and M on December
siated he was committed to attending the next 16, 2015 by tha Director of
Quality Improvement meeting scheduled for Nursing. The Buspar and
01/071186. Gabaperitin were transcribed
F 309} 433.25 PROVIDE CARE/SERVICES FOR F 309 on the Medication
se=p | HIGHEST WELL BEING Adminlstration Record and
administrated at the next
Each residant must receive and the facility must scheduled dose. The Tramadol :
provida the necessary care and services to atiain was removed from the .
or maintain the highest practicable physical, madication cart by the Unit
mental, and psyohosocial well-being, in Manager or December 16,
dccordance with the comurehensiva assessiment 2015 following physician
and plan of cara. notification by the Unit
Manager. Neither resident \\\Q_
| experianced any negativa \fb
l outcoine. LFN #8 and #7 vrere }\<
re-educatad on medication
transcription hy the Unit
This REQUIREMENT is notin<t as evidencer Manager an Decamber 16,
by: ' 2015,
Based on observation, interview, record review
and palicy review, it was delermined the facility 2. Al residents of the facility hava
failed to follow physician ewders for two {2) the potential to be affected. On
unsarnpled residents, Unsampled Residents L December 28, 2015 the Unit
and M. Licensad Practical Nurse (LPN) #8 failed Manager conducted an audit of
to administer Buspar {anti-anxiaty; and current residents’ physictans’
Gabapentin {znti-convulsant) to Uinsampled orders since December 1, 2015
Residant M. The faclity could nst identify the .0 ensure that the orders were
nurse who signed the prarm:acy receipt for taken off appropriately,
ramadol {narcotic) that was sent to the facility medications ordered from the
for Unsampled Resideni L. pharmacy and transcribed to
. X the Medication Administration
The findings include: Recards [MAR} with corrective
Review of the facility's palicies on Pharmacy action upon discovery.
Services, revised 03/01/11, Medicalion
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Administration Policy, revised 07/01/15, and medication cart audit was
Receipt of Routine Deiiveries Policies, revised conducted by a pharmacy
12/15/08, revealed there was no instruction or representative on December
direction ragarding how to or when a nurse 28, 2015 to ensure that
should place orders onto the Medication ' .
Administratlon Record. medications without a current
physician’s orders were
1. Obsarvation of Unsampled Resident M's T B )
medication pass, on 12/16/15 at 940 AM, LT L U IRT U SO
revealed Licensed Practical Nurse (LPN) #8 did Dacemher 30, L i
not administer Buspierone 30 milligrams (mg) or rencern were corrected upon
Gabapentin 600 mg during her moring discovery.
miedication pass.
. . . 3. -APharmacy represeniative and
Review of Unsampled Resident M's Physiclan o Nurse Practice Educator ra- \\Q
Orders, daizad 12/i1/15 st 11.30 AM, revealed an educated licensad fu r,"e_. i qx
araer for Buspar 30 mg twice a day !for anxiety), regarding the need to ¢ ovide \\
;. | Gabapentin 500 mq at Z:00 PM, end Gabaperitin | thg . CEES care an dp o] c" o 'é,
300 mg, twa (2) in tha morning and twe {2) at i ! to attair or "::alnt:lin th;
night {icr nerve pain) hichest nrasti T
ighest practicabla physical,
Observation of the Madicaticn Cart, on 12/16/15 E‘e‘ntal,’ end psﬁ':hosoc.:d:‘wﬂl-
ot 9:40 AM, revealed both Buspar 30 mg and GIng. 10 acc?,r anm‘:' th the d
~ | Gabapentin 300 mg wers available in the comprehens.l\e'ass.es-mentan
rMedication Cart. plan of care inciuding the
process of ordering,
Review of Unsampled Resident M's Medication WUl 2 bl
Administration Record (MAR) for the month of L T
December 2015, revealed the staff did not I B I D
administer the Buspar or the Gabapentin prlntlng gL lS L)
medication on 12/14/15, 12/12/15,12113/15, Administration Record
12/14/15 or 12115115 and administered the first following the recelpt of a
dose on 12/16/15 in the evening which was physician’s order on lanuary
approximalely five {5) days after the medication sl s
was ordered. conducted at the time of the
re-education with a passing
Interview with LPN #8, on 12/16/15 at 9:20 AM, seore of 95% graded by the
revealed when the nurses oblained a telephone Director of Nurses or Nurse
order, the nurses would place the order Into the Practice Educator to validate
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compuier, print out the order and fax the order to
pharmacy. The nurses were not directed to write
the order on the MAR, but to print out tha order
from the computer and place ihe printed order on
the MAR. LPN #8 stated it appeared LPN #7 {who
initialed the order} did not print out the order to
place on the MAR, nor did she place the printed
order In the doctor's folder for raview.

Interview with LPN #7, on 12/17/45 at 10:15 AM,
revealed LPN #7 obizined the telephone orders
for Unsampled Resident M's Buspar and
Gabapentin. She remembered putting the order
into the compuier and faxing the order to the
pharmacy. LPN %7 staled she though! she had
placed the printed order or the MAR jor the
administration. LPN #7 stated she aloa
rememberad placing the order in tne dostor's
folder for signature. LPN #7 stated when thare
was an order the nurses were r.ot direcled lo
writa the order on the MAR, but 1o pnnt out the
order from the computer. LPN #7 stated the night
nursas should have fotind the discrepancy
through their nightiy chart chack- LPN 77 stated if
Unsampled Resident M did not receive the
medication Buspar or Gabapentin the resident
could continue to suffer from pain and anxiety.

Interview with the Unit Manager of the
Transitional Care Unit (TCLU), on 12/16/15 at 9:90
AM, revealed once the nursiny staff placed an
order in the computer, the nurses were to fax the
oider to pharmacy, place one (1) copy on the
MAR and one (1) copy in the doctor's book to be
signed. The Unit Manager of the TCU stated
during the morning meetings she would print out
a document which would have all of the orders
that were received the prior day. She stated she
would then go to the resident's chart to ensure

not available during this
timeframe including new hires
with orientation will complete
reeducation with a posttest by
the Director of Nursas or Nurse
Practice Educator to validate
understanding upon return to
work.

The Dlrector of Nursing, :
Pharmacy Representative and
or the Unit Managers wili audit
across ali shifts new medication
orders, to ensura redications
are transcrined to the
Mzdication Administration
racerds and medicatiuns ara
administered as per physician
oider daily times 14 days
Including weekends then 3
times per week times 2 weeks
then weekly times 3 weeks
then biweekly timas 8 weeks
then manthly times 1 month.
Medication carts wili be
audited for medications
returned to the pharmacy or
disposed of appropriately when
discontinued weekly times 8
weeks, bi-weekly times 8
weeks, monthly times 2
months. Areas of toncern will
be corrected upon discovery.

N
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the order was placed on the MAR or Treatmant
Administration Records (TAR). The Unit Manager
of the TCU stated she did not remember seeing
the order and to be honest she had eighl (8)
admisslons the day of 12/11/15 and was busy, so
she did not have the opportunity to check the
orders against the resident's records.

interview, on 12/17/15 at 8:11 AM, with the
Supervisor who worked on 12/11/13, revealed

she was acting as the Director of Nursing {DON)
and was responsible for the morning meeting on
that day. The Supervisor stated during the
morning mestings, the ‘eam would not look at
every crder, just the oruers that showad & change |
of condition. The Superviser statad it was the ;
respensibiity of the Unit Manzgers to ansure !
crders ware placed in the Joctor's folder for
raview and tc ensure the ardars were taken off
and placed on the MAR. Tha Supervisor stated
she remembared the TCU receiving many
admissions on 12/11/15. She slated the resident
not receiving his/her medication was a

breakdown in their process and couid be serious.
The Supervisor stated it was the responsibility of
the DON to ensure the Unit Managers were
complsting their tasks. She stat=d she expecied
the staff to follow the physician orders.

Interview with the DON, on 12/16/15 at 9:45 AM,
revealed the Supervisor was present in her
absence on 12/11/15. The DON stated during the
morning meetings the staff would go over the
orders and the Unit Managers were responsible
to verify that the arders were taken off
appropriately.

2. Inspection of the Nursing Facility 1 (NF1)
medication carts, on 12/16/15 at 11:10 AM,

REGIS WOODS
LOUISVILLE, KY 40220
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4., The Director of Nursling and or
Unit Managers will submita
surmmary of the audit findings
manthly for 6 months to the
Quality !mprovement
Committee consisting of the
Administrator, Assistant
Administrator, Director of
Nursing, Activity Director,
Housekeaping Supervisor, MDS .
Coordinatar, Maintenance
Supervisor, Director of Dining
Services, kealth Information

Manager Coordinator, Social \\\Q
Service Directer, Businase \Qy

Office Manager and Madicai ar i
Diractor for any additinnal

fallow up and/or in-servicing

naeds until the issue is vesolved '
and ongoing thereafter.
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revealed Unsampled Resident L had a
medication blister pack of thirty (30) tablets of
Tramadol (Scheduled H narcotic) 50 mg ordered
to be given reutinely every eight (8) hours and
was avalilable for use. Review of the Tramadol
blister pack, revealed the order was prescribed
on 11/11/15 by the physician, but had never been
administered. All thirty (30) tablets were available
for use. The Tramadol medication had becn
logged into the narcotic book as received.

Review of the clinical record for Unsampled
Resident L., revealed the facllity admilted the
resident on 02/27/10 with diagnosis of Hemiplegia

!"and Hemiparesis, Primary Gereralized

i Osteoarthritis, Difficully ‘Aalking, Full

incontinence of Fecas, Urinary Incontimence,

| Unspecified Cerebrovascular Disease, Dementia

wiihout Behaviorai Disturbance and Pain in

| Unspecified Limb.

. Raview of Unsampled Resident L's Medication

Administration Record (MAR), dated December
2015 reveated the Tramadol 50 mg had not been
transcribed onto the MAR.

Review of Unsampled Resident L's Physician
Orders, revealed there was no physician order
located in Unsampled Resident L's chart for the
Tramadol 50 mg to be administered.

Interview with Licensed Practical Nurse {LPN) #3,
on 127165 at 4:50 PM, revealed she thought
that the pharmacy made a mistake and sent the
Tramadol 50 mg without an order. LPN #3
continued to explain that the medication should
have been sent back to the pharmacy. She stated
the facility's process for receiving medications
would be for the nurse to sign for the medication,

INTEMTIONALLY LEFT BLANK
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then count the medication, place the medication
into the medication cart, assign a page In the
narcotic bock and o date the medication. LPN #3
stated the nurse failed to follow-up with the
physician and the pharmacy about the received
narcotic. Further interview revezled the nurse
failed to clarify the prescriptian with the physician
and the pharmacy. The Tramadol 50 mg, 30
tablets, had been stored in the medication cart
since 1111115, the day the medication was
received.

Interview, o 12/17/15 at 2:45 AM, with the Unit
Manager of NF1 revealed she was aware there
was no order in the physical or electronic chart for NTENTIONALLY LEFT BLANK
Unsampled Resident L. She continued lo state
that the prescribing physician was not Unsampled
Resident L's Primary Care Physiclan and sha did
not know how the order was received.

Interview with the Director of Nursing (CON), on
12/17/15-at 9:45 AM, revealed if a nurse an a unit e
had peen aware tihere was no order for a
medicalion, or a narcotic, the nurse should have
informed her about it and she would have
followed up with the medication discrepancy.

Interview with the Pharmacist, on 12/16/15 at
5:12 PM, revealed an order had been recelved.
The pharmacy faxed the physician prescription
order to the facility. Review of the prescription
revealed it was written and signed by a physician.
Further inlerview with the Pharmacy
Representative, on 12/1715 at 10:55 AM,
revealed a delivery slip had been signed by a
nurse at the facility and the medication was
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$5=D | DEPENDENT RESIDENTS

A resident who is unable to carry out activities of
daily living receives the necassary services to
maintain good nutrition, grooming, and personal
and orai hygiene

! This REQUIREMEMT is nout miet as evidenced
by:

Basad on ubservation, intersiew, record review,
and faciity policy review, B was determined the
faciiity failed to ensure a resideni who was unable
to carrv out activilies of gaily fiving received the
<™ | necessary services 10 maintain good persona!

« ¥ | hygiene rviated to receiving ascisiance with
* | bathing for ane (1) of thirty-saven (37) sampled
resicents (Resident #9).

LY

The firdings Include.

Review of the facility's policy regarding Activities
of Daily Living (ADL): Shower, dated 12/01/08,
revealed a shower would be previded to residents
who wish to participate. Showers were {o be
given accoiding to a pre-determinad scheduie
and as ne=ded or requested. In addition, faciiity
staff would document showers and personal care,

Review of the facility's policy regarding Activiiies
of Daily Living (ADL) Documentation, dated
05/04/15, revealed ADL assistance would be
documented on the ADL Flow Record or in the

A2 o8 LOUISVILLE, KY 40220
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CPROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 309 | Continued From page 52 F309] F312
delivered on 11/11/15 for Unsamplad Resident L.
However, after review of the delivery slip, the 1. Resldent #9 received a shower
facility could nat identify the nurse's signature. on December 15, 2015, a bady
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312 audiit was conducter by the

2. All residents of the facility have

3. TheDirectorof Nursing

licansed nurse and no skin
Issues were identified. -
Resident #9 did not experience
any negative outcome.

the potential to be affectad. On
December 15, 2015 the
Director of kursing Services
and or Unit Managers

conductad 2n audit of all \\\9.
residents bathing records to "-J
ensure showers/baths were B&w-
completed a minimum of two

par week and/or per resident

choice with corrective action
upon discovery.

Services or Nurse Practice
Educator will reeducate
licensed and certitied nursing
steff on or before 2/12/26
regarding the need to ensure
residents received the
necessary services to maintain
good personal hygiene
including prefarred
shower/bath schedule with 2
posttest to validate
understanding with a passing
score of 95% graded by the
Director of Nurses or Nurse
Practice Educator. Staff not
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. avallable during this timeframe
F 312! Continued From page 53 F 312 including new hires with
Point Click Care {PCC) ADL Point of Care (POC) crientation will complete
by the end of the shift. reeducation with a posttast hy
the Director of Nurses or Nurse
Review of Resident #9's clinical record, revealed Practice Educator to validate
the facility admiited the resident on 07/08/15 with understanding upon return to
diagnoses of Congestive Heart Failure, Gastiic waork,
Cancer, Coronary Artery Diseasa, Chronic
Obstructive Pulmonary Disease, Hypertension, The Director of Nurzing and or
Gastroesaphageal Reflux Disease, Obesity, Unit Managers wili audit
Muscla Weakness, Chronic Pain, Depression, shower documentation to
irisomnlia, Anxiety, Neuropathy, and ensure bathing Is provided
Cisteoarthritis. according to residant
preference daily x 2 waeks
Review of Pesident #9's Cuarienly Minimum Data Including weekends, then three
| Set (MI3), dated 19/15115, revezled the facility times a waek 2 2 weeks, then
assessad the resident with a Brisf Interview tor | avery other waelk x 8 weeks @
! Mantal Sratus (BIMS) of afiftesn {15} and th2n montkly time 1 month .-)}
determinad the 1esident was interviewable. in | with corrective AN
addition, the facility assessed Resioznt #9 as | actian/reeducation tpon 'a’
totally dependent on staif for bathing, and | discovery.
requirer a one person physicat assistance with
bathing.
—| Review of the-Nursing Facility (NF1) Shower
Scheduls, ravealed Resident #3 was to get a
shower every Tuesday and Friday on the first
shiit.
Review of Resident #9's ADL Record for .
December 2015, revealed from 12/03/15 o
12/11115, the resident did not 1eceive 2 bath,
shower, or a sponge bath.
Review of the Weekly Bath and Skin Report for
Residenl #9, revealed hefshe received a
bathvshower on 12/02/15, 12/08/15, and 12/15/15.
However, Residant #9 did not receive a
shower/bath on 12/04/15 or 12/11/15, which were
the designated shower days for the resident.
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F312| Continued From page 54 F 312
Review of Resident #8's progress notes from 4. The Director of Nursing and or
12/04/15 through 12/11/15, revealed no Unit Manager will submit a
decumantation that baths/showers were given on summary of the audit findings
12/04/15 or 12/11/15. | monthly for 6 monthe to the
Quality Improvement
Observation of Resident #9, on 12/15/15 at 12:45 Committee consisting of the
PM, revealed the resident was laying in bed on Administrator, Assistant
his/her back, dressed in a haspital gown. Administraior, Director of
Resident #9's hair was greasy, and matted to Nursing, Activity Diractor,
his/her head. Hausekeeping Supervisor, MDS
Caordinator, Maintanance
Interview with Resident £9, on 12/15/15 at 5:05 Supervisor, Director of Dining
PM, revealad hafshe was not gelling showers or Sarvices, Health Information
hed baths consistenily 2nd on average hefshe Manager Ceerdinator, Social
was glven a shower or bed bath only onee par Service Director, Busiress \Q
week. Resident #2 stated it made hir/per feel Offica Manager and Medical \
bad when nefsha wasr't clean. Director for any additional &g}
failow-up and or in-servicing
“a | Interview with CNA #4, on 12/1615 at 1215 PM, neads until the issue is resolved
reveaied Resident #9 was dependent on staff for and angoing thereafter.

assistance vith bathing needs. In additian, CNA
#4 stated chowars/baths should ba documented
in the Shower Log and in the ADL book so staff
could see what care was provided. In sddilion,
any refusals of care should also be documented.

Interview with the NF1 Unit Manager, on 12/17/15
at 1:25 PM, revealed per facilily policy all staff
was responsible to help residents complate ADLs
and all ADL care provided should be decumented
In the clinical recard. The Unit Manager stated
showers/baths should be given according to a
resident's shower schedule, and recorded on the
Weekly Bath and Skin Report sheets kept in the
NF1 Shower Book. The Unil Manager stated the
Weekly Bath and Skin Report revealed there was
a gap in ADL care for Resident #3 and he/she
should have received a shower/bath on 12/4/15
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and 12/11/15, but did not. The NF1 Unit Manager
stated bathing was a basic need for 2!l residents,
and the facility was not meeling Resident #9's
bathing needs. In addition, the NF1 Unit Manager
stated failing to provide baths/showers was not
helping a resident to achieve his/her highest
practicable well-being. F323
Interview with the Director of Nursing (DON), at Resldent # 29 was re-assessed
3:20 PM on 12/17115, ravealed all ADL cara by a Licensed Nurse on
should be provided based upon rasident 12/16/2015. A head to toa
. assessment, and documented. After reviewing assessment was completed,
Resident #9's Weelly Rath and Skin Report and vital signs were taken, resident
ADL shaet for December 2815, the DON stated wasplacedonlonl
the documentation did not prove showers/baths observaticn tha elopement
viera being provided consistently In arddition, the Assessmant was reviswed and ' \l
DON staled tha facility was not meating Resident updated to reflect an a=tual \\
#9's balhing needs. elopzment. The rasident was B\\‘b
3231 483.25(h) FREE OF ACCIDENT F 323 transterred te Regis Wnods I
sS= | FAZARDS/'SUPERVISION/DEVICES

Thae facllity must ensure that the resident
environment remains as free of accident hazards
as s possible; and each resident receives
adequale supervision and assistance devices 1o
prevent accidents,

This REQUIREMENT is nat mel as avidenced
by: -
Based on observation, interview, record review
and review of the facility's elopement policy, it
wae determined tha facilitv {ailad to have an
efiective system to ensure adequate supervision
of resiaents with knov/n behaviors of wandering
for one (1) of thirly-seven (37) sampled residents

Aizheimer's nursing unlt on
12/16/2016 and tha care plan
was updatad to reflac!
resident’s current status, The
Physiclan, who is also the
Medical Director, was notified
at approximately 6:15AM and
Pesponsible Party was notified
at approximately 6:30AM on
12/46/15 by LPN #12, The DN3
and Administrator were
rotified on 12/16/15 by LN
#12 at 6:10AM. On 12/16/15
the Physiclan completed an
assessiment on Resident #29
and determined the resident
did not exparlence any
negative outcoma,
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{Resident #29). The facility assessed Resident
#29 to have elopement tendencies due o the
resident's history. The facility initiated a
Comprehensive Care Plan to address the
resident's risk for elopement with a goal the
resident would not wander from a secure
environment and the resident would be observed
for potential triggars to wandering. A Wander
Guard device was applied (o alert the staff when
the resident atlempted lo elope from the facility,

On 12/16/15, at approximalely 5:35 AM, Resident
#29 exited the facility without staff knowledge.
The resident was found off the facilily's grounds,
walking down the middle of a busy road with a
rolling walker, with two cars from oppusite
directions blinking their lights to avoid hitling the
resldent. The rasident was returned to the facility
at 8:20 AM without harm. The resident's Wander
Guard device activataud the door's alarm wihen the
resicent walked back into the building. The
facility’s invesligation determined the door alarm
was aclivated and staff faled to respond
accordingto facility policy. The staff failed to
search the area (including looking nulside) where
the door alarm was activated and failed to ensure
all residents were present.

The facility's failure to provide adequate
supervision of a residant with known wandering
risk placed those resldents in 3 situation that has
caused or Is likely to cause serious injury, harm,
impairment, or death. Immediate Jecpardy and
Substandard Quality of Care (SQC) was identified
on 12/18/15 and determined to exist on 12/16/15.

The facility provided an acceptable Allegation of
Compliance (AOC) on 12/23/15 which aileged
removal of the Immediate Jeopardy on 12/22/15.

2. All residents of the facility have
the potential to be affected.
Upon notification of the
elopement, RN & LPN charge
nurses immeadiately completed
a visual validation census
check. All 175 residents were
present inside the facility. This
was [nitiated at 5:55AM by the
licensed nurse.

176 residents residing in the
center were revicwed by the
RN and LPN nurses on 12/17/15
to identify elupement risk. 176
Elupament Risk Evaluations far
at risk residents wers reviewed,
23 of 22 care nlans were
raviewed and updated and 32
of 33 Kardexes were reviewed
and updated as indivated by
the licensed nurse upon
discovery. Mo additional
residents were identified as an
elopement risk. There have
been no additional elopements
since 12/16/16.

Staff re-education was
immediately initiatad by Lae
Director of Nursing, Assistant
Director of Nursing, Nurse
Practice Educator or
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F 323 | Continued From page 57 F 323 Administrator beginning on

12/16/15 with completion on
12/21/15. 205 employees in
facllity, which includes 5 agency
Dietary staff and 16 agency
Housekeeping/Laundry staff
with received the education
and training the same as facility
staff. 171 employens
completed the education.

The Stale Survey Agency verified Immediate
Jeopardy was remaved on 12/22/15 as alleged,
prior to exit on 12/30/15. The Scope and Severity
was |lowered to a "D" while the facility implements
and monitors the Plan of Correction for the
effectiveness of systemic changes and quality
assurance.

The findings include:

Review of the facility's policy regarding Re-education includad:

Elopement of Residents, revision date of

* Center pclicies on

05/15/14, revealed all residents would be elopement

evaluated for elopement 1isk upon admission, | prevention &

re-admission. quarteriy and with a change in management.

cnndition as part of the nursing assecsment o Erpected employee

process. Those determined to be at risk for response to a door \\Q,

slopement would receive appropriate alarm. Q)
. | interventions to reduce risk and minimize iniury. « Different sounds of }%
4 °| The policy detailad elopement occirred when a door alarms:
4 - | patient ieft the premises without authorization or routine and

necessary supervision. For theae residents wanderguard

identified at risk, an interdisciplinary elopement o All agrass exit door

prevention care plan would be developed with codes will be

individual risk faciors and patterns identified and
addressed within the care plan. All staff would be
trained on the facility's door security system and
required to respond to a sounding alarm.

changed monthly.
s Egress exit door

codes are not to be

released to any

Interview with the Administrator, on 12/17/15 at . St‘;';:;lo;s:i:iﬁr'
10:32 AM, revealed Resident #25 had lefi the visitors to exit the
building at approximately 5:45 AM on 12/16/15 —

without staff's knowledge. He had been told the
resident had exited the buliding from Entrance B
and was found on the grass beside the road in
front of the facility. An employee, who was sitting
in his car in the front parking lot, saw the resident
and returned the resident back into the building
through the same exit doors, The employee had

Event ID:XNBO11

s Signs on visitor exit
doors will be placed
to be seen whether
entering or exiting,
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told the Administrator the resident's Wander
Guard device had aclivated the door alarm when
tha resident watked through the doors, indicating
the door alarms were functioning. He stated the
resident ambulated independently with & relling
walker; however, was cognitively impaired and
was assessed by the facility as a elopement risk.
He stated the resident was assessed and found
with no injuries. The restdenl had been placed on
one-to-one supervision until the resident was
transferred to the secure unit (Homestead). He
stated he was In the process of Interviewing the
slaff and had not completed his invastigation at
this time.

Rerrew of the clivical record for Resident #29
revealed the resident had resided at the facllity !
since 07/17/13, Review of the most current
diagnoses inciuded: Dementia, Muscle
Weakness, Abnormal Posture, Hypothyroidism, |
Deprassion, and Anxiely Disorder. Peview of the |
Annual MDS Assessment, dated 05/02/15, and |
the Quarterly Minimum Data Set (MDS) |
Assessment, dated 10/20/15 revealed the facility
assessed the resident to have a severe cognition
loss with a Brief Interview for Mental Status
(BIMS) score of three {3) out of possible fifteen
{15). The facility assessed he resident to require
minimum assistance from staff with ambulation
(with a walker) in the room and outside in the
corriclar. The facility assessed the resident to
require extensive assistance with bed mobility
and transfers.

Review of the comprehensive care pian, revised
12/17/15, revesled a care plan was developed on
05/14/15 for risk of elopement related to the
resident's cognition loss and diagnosis of
Dementia. The care plan stated the resident

rindfui that no
resident of the
facility is exiting
with you”

* Need to follow 2ach
restdent’s care plan
and Kardex
regarding potentia!
for elopement with
the interventlons
for resident safety.

s Eachemployee
completed a post-

test to validate
leaining. This
grading was
completed by the
Nursa Practice
Educator, Diroctor
of Nursing, or
Assistant

Director of Nursing
cr administrator
between 12/16/15
—-12/21/15 with no
employee working
without a passing
score.

Active employees completed
ra-education and posttest to
validate nnderstanding
between 12/16/15-12/21/15.
All employaes schedulod to
work on the dates of 12/i6/15
through 12/21/15 recaived
education prior to or during the
shift.

\
>
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would wander and exit seek. The goal was for the
resident not to ieave the building without an
escort. The interventions irnplemented on
05/14/15 included: to encourage independence
while in the building, but ensure supervision while
outside; educate staff of elopsment potential,
triggers, and prevention measures; and, if unable
to redirect resident, stay with the resident and
provide support and supervision. On 11/09/15, the
care plan was revised to include a Wander Guard
device with placement and function to be
checked. An additional intervention was added on
11/09/15 that instructed staff to document any
unsafe wandering and nolity the physician and
family.

eview of the Elopement Evaluation conducted
on 11/07/13, reveals the residert had a history
of actual elopament ur altempted alcpemant and
tiie resident had exprassed the desirs to leave. In
addition, the evaluation assessed the resident to
exhibit behaviors that may result in exit-seeking
behaviors to include: hovering near exits,
impulsive, and restless. However, tha Elopement
Evaluation did not include a summary of the
findings and did not state what interventions the
facility would implement.

Review of a progress nale, daled 12/16/15 at
7:16 AM, revealed Resident #29 was last seen at
5:20 AM on the unit by LFN #12. The resident
was reported being outside the facility at 5:45 AM.
The resident was transferred to the secure unit at
5:38 PM.

Interview with Licensed Practical Nurse (LPM)

#12, on 1211715 at 6:14 PM, revealed he worked
Nursing Facility 2 (NF2) Unit and was respansible
for Resident #29 the morning the resident sloped
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; Employees not available durin
F 323{ Continued From page 59 F 323 S g

this time period and not
scheduled through 12/21/15
ware contacted via telephone
by each employee’s immediate
supetvisor to be made aware
that reeducation with post-
tests will be required prior to
the next scheduled shift. New
employees will receive
education Including posttest
during orientation inciuding
any new agency staff. Learning
wilt be validated at the thne of
completion with a passing
score of 95% by the Nurse
Practice Educator, Director of
Nursing, or Assistant diractor of
Nursing or Administrater.

As of 12/16/15 the
Administrator, Assistunt
Adr'nistrator and/ar Director
of Nursing have assigned
designated audits to the
adrinistration and

management staff during
raorning meeting to ensure
that the audits are completed.
The audits continue to be
reviewed in morning meeting
and during Quality
Improvement Committee (QIC)
rmeetings for complieteness and
correctiva action upon
discovery.

N\

FORM CMS-2587({02-89) Previous Versions Ohsolete

Event ID: XNBO11

Facllity ID: 100503

if continuation sheet Page 60 of 102




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/20/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
185301

(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BUILDING COMPLETED
B. WING 12/30/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
4604 LOWE RD

LS R el LOUISVILLE, KY 40220
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHQOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
3. Door alarm checks for alarm
F 323 Continued From page 60 F 323 and wanderguard functionality

from tha building. He stated he did not see the were checked by the
resident leave the unit. The resident was up and maintenance supervisor or
dressed ard tatking about hisf/her family leaving maintenance assistant 5 days
them here. He said he was in ihe middle of par waek routinely through
medication pass when he heard a door alarm 12/15/2015. Beginning
sound, He sald he was going to check the 12/16/2015, door checks for
alarming door, but befora he could lock his - alarm and wanderguard
medication cart, it had stopped. He stated he functionality will alse be
went back to passing medications and failed (o checked by an LPN or RN

| check the alarming door. He said he could not charge nuise, or facility
see Enfrance B exit doors from the NF2 Unit. A manarer (Administrator,
little while later, 2 nurse frora NF1 Unit came to Director of Mursas, Assistant
tiim and toid him Rasident #29 was cutside. He Director of Nursas, Murse
ran oulsice and chseived Certified Nursing Aide Fractice Edusator,
(CNA #3) and tha "Lab LEdV' bringing the Cavrail/i anefits Dasignee,
resident back into the buiiding. He staled the Busiress Office Manager, Socia!
ragident’s Wander Gua;d device sctivated the Services Director, Admissions W
Alarm wi=n sha weant through the deers. He Director, Health Irformation \Q\"
slated the resident had walked 1o those exit doars [4anagar, Foad Sarvices }\

v | before; however, had nol stiempted to l2ave

hefore.

interviow with CNAHS, on 12/1715 at 4:23 PM,
revealed he was sitting In his car (warming the
car} en the morning of 12/16/15 when he saw two
(2) cars flashing their head lights to get each
other's attention. He stepped out of the car and
saw Resident #29 standing in the middie of the
road, at the yellow line, with a roliing walker,
between the two (2} cars. The Aide stated ha
fhought at first there must have been an aczcident.
He stated he ran to the resident and attenpted to
remove him/her fram the road. He stated the
resident started hitting him and resisting the
return to the facility and a "Lab Lady” came to
assist him. Once they got to Entrante B, other
staff came cut {0 help. Hs stated he did not ses
the resident |zave the building because his car
was parked facing the road and the back of the

Director, Actlvitles Diractor,
Clintcal Reimbursement
Coordinator, MDS Coordinator,
taintenance Director, or
Malmtenance Assistant) 7 aays
per week, Any identified
concerns will be reported
immediately to the
Administrator, Director of
Nursing or Maintenance
personnel for corrective action
upon discovery.

Entrance B locking system wilt
be audited by the Maintenance
Supervisor, DMS, Administralar,
Assistant Administrator, Unit
Manager, Charge Nurse or
Nurse Practice Educator daily X
4 weeks including weekends,
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. then 3
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car was to the facility's exit doors.

A telephone interview with the Labaratory
Technician, on 12/29/15 at 3.09 PM. revealed she
was in the Nursing Facility on 12/16/15 to draw
blood from several residents. She stated she had
left the building through Entrance B at
approximately 5:50 AM. She had not heard any
door alarms sounding at that time. She stated
she had gone to her car and then looked up and
saw two (2) cars blinking their lights, then sawa -
male running toward a person at the side of the
road. She recognized the person to be Resident
#29. She stated the male employee was haviny a
hard time getting the resident o return to the
bukding ea she want to tislp and the resident was
fighting the: amnleyae. She zlzted the residei
went with them and wheon they aparoached -
Enlraiica B doors, niher slaff had come oist to
hali. The resident was assisied back ints the
huilding.

Furthier larview with the Administrater, in the
presence of the Director of Nursing, on 12/17/15
at 5:97 PM, revealed through his investigation, it
was determined facilily staff failed to follow the
facility's Elopement Policy. Tle Administrator
stated LPN #12 heard the alarm sounding and
was going to respond, but then did not hear the
alarm, so he did not check to see why the alarm
was sounding. He slatad that the staff did not
respond to the atarm the morming of 12/16/15 at
5:45 AM and did not follow the palicy by looking
and searching outside for the resident. The -
Administrator stated the door alarms were
functioning properly and someone had siienced
the door alarm, but no staff had come forward ‘o
admit to disarming the alarm.

Weekly X 4 weeks and Monthly
X 3 months, Additional audits
will be determined by the
raonthly Quality Improvement
Committee {QIC). Corrective
action and/or re-aducation will
be provided at point of
discovery.

Care implementation for
residents identified to ba at risk
for elopement upan admission,
readmission and/or change in

' condition wi'l be initiated upon

identification of the risk for
elupement as detarrained ty
thz eiopament risk evaluation
by a licensed practical nurse or
registered nurse, These care
Plans will be reviewed starting
oA 12/17/15 through the
morning clinical meeting
process datly Mondzy to Friday
and on weekends by the charge
nurse of the unii with
corractive action upon
discovary,
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Cbservation of the resident during the Extended
Survey, on 12/28/15 at 1:06 PM revealed the
resident ambulating with a rolling walker on the
secure unii, The resident had a Wander Guard
tracelet applied to histher ieft ankle. Attampts to
interview the resident was unsuccessful,

The facility provided an acceptable credible
Allegation of Compliance (AQC) on 12/23/15 and
took the foltowing actions {2 rernove the :
Immediats Jeopardy.

1. Upon Resident #29%'s refurn to the facility, a
total body audit was canducted by LPN #12 with
no injurias found.

2. The rzsident was placed an enz-on-une
supecvision untit the residen: was moved {6 a
secure locled unit,

3. The Administrator was nobfied of the incident
on 12/16/15 at 6:10 AM, Director of Nursing at
6:00 AM, the resident's phvsician, who is also the
Medical Direclor, was notified cfthe incident on
12/16/15 at 6:15 AM with famiiy notification at
6:30 AM.

4. LPN #12 conducted an Elopement Evaluation
that reflected an actual elopement.

5, The facility conducted a visual validation of ail
residents. All 175 residenis wera presant inside
the facility.

6. The Maintenance Director checked all egress

doors, on 12/16/15 at 8:00 AM, and found all door
alarms were working properly in relation to secure
locks, Wander Guard alarms, and audible alarms.

After the test at approximately 8:30 AM, The

elopement will be zudited
starting on 12/17/15 by the
DNS, ADNS, NPE, CRC, or
Administrator for following the
care plan implementation and
accuracy daily across all shifts X
14 davs Including weekends,
then 5 X per week X 14 days,
then no lass than 3 X per week
for an additional 20 weeks.
Additional avdits will be
determinad by the manthiy

¢ Quality Improvement
Committee (QIC). Corrective
action and/or re-oducation will

be provided a% point of
discovery. \\.

&
On 12/16/15 Director of ’B

Nurses, Assistant Direcior of
Nurses, or Nurse Practice

Educator and/or Maintenanre
Director wili complete an
elopement drill on each shift
monthly for 3 months then
quarterly times 3 quarters or as
determined by the monthly
Quality Improvement
Committee. Corrective action
and/or re-education will be
provided at peint of discovery
of identified audit concerns.
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Maintenance Director reset all mag locks with a E:I';'m'“eefmee_t'"tg “':‘" es
new exil code. All door cod2s would be changed d-t m";’re drsql:\:n when
monthly for six (6) manths. Entrance B's door € de::; "iei W U
alarm activated when the resident was returned and Admin St’a:"’",t" f°f°"t;"”e .
to the: building. The resident's Wander Guard Ui ""a" e ef't“‘e‘
device was found to be working. The meeting will be with the
Administrator, DNS, Admissions
7. Tha Director of Nursing conducted staff Director, Clinical Case Manager,
interviews with staff working at the time of the Nurse Practice Educator, and
elopement. LPN #1Z voiced hearing the coor ‘S?C"'f' Worker. The Medical
alarm sounding at approximately 5:30 AM. No Director wilt ke notified when
cther staff voiced they heard the alarm. No staff an adHec QICis conducted via
witnessed Resident #29 exit the facility., telephone by the
Administrator. {
£. On 12117/15, all one hundred seventy-six (176) ) . !
residents wers reassessed for elopement risk by Daor codes will be cranged \l
using the Elopement Risk Evaluation form. moathiy for G menths starting N
Thirly-tliree (33) residents were assessed {o be at Pecember 16, 2015 and \5
risk for elopement. These residents’ care plan etfectiveness of this plan will be 'E
e r<-evaluated by the Quelity

and Kardex were reviewed and updated as
indicated.

9. An Ad-hee Quaitty tmprovement Commiltee
meeting was held on 12/16/15to review the
Elopement and Care Plan Palicy, no changes
were made.

10, Staff re-education began on 12/16/15 and
was completed on 12/21/15. The education
included the facility’s Elopement Policy, staff
response to a door aiarm, different door alarm
sounds, rouline and Wander Guard. The faciity
staff and housekeaping contract amployees were
instructed that door codes ware net to be given to
any visitor, family member, or vendor. Staff would
assist all visitors out the exit doors, Each
empioyee completed a post-test to validate
learning and must score a 95%.

Diractor.
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improvemeant committee,
Findings will be reviewed with
the Quality Improvement
Cnmmittes (QIC) by the
Administrator monthly times 6
maonths or until the issue is
resolved and ongoing
thereafter. The QIC committes
consists of the Administrator,
Diractor of Nursing, Assistant
director of Nursing, Admissions
and Marketing Coordinator,
Activitias Director, Social
Services Diractor, Clinical
Reimbursement Manager,
Maintenance Director, Nurse
Practice Educator, Nutrition
Services Director and Medical
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11. Written education regarding earh alarm
sound was placed at each nurses’ station for
continuous staff refererice.

12, All egress exit door codes were changad on
12/16/15 and staff will have to assist visitors when
exiting the center. A sign was placed on each exit
doors stating "Please be mindful that no resident
of the facility is exiting witn you." After hours,
Entrance B doors would ag Iacked at 7:00 PM
and unlocked al 8:00 AM.

| 13, Aletter was mailed to residents’ families to
netify them of the new secunily measures. A letter ¢
was malied {0 ull vendors, Emergency Medical '
Services, and physicians inforrcing them e door INTENTIGNALLY LEFT BLAMK
codes would no longer ne given it and
requesting altention af serurity when enering and
eviting the facility.

14. Slopement drills ware conducted on each shifl
through 12/21/15 for audit training compliance

158. The Wander Guard devicas wuoild be
checked every shift ant documenied on the
Treatment Administration Record. All Wander
Guards devicas were checked and found to be
working properly.

18. Exit Deors: The Maintenance Department
would check the door alarms Monday through
Friday with the weekend Administration persan on
czll performing the deor checks on the weerends.

Entrance B locking system would be audited by
the Maintenance Department daily for four weeks.

17. An Ad-Hoc Quality Improvement Committes
meeling was held on 12/21/15 to raview the
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efopement 2vent and corrective plans. Tha
Medical Director was present. The Quality
improvement Commiitee will meet monthly for six
monlhs or until Issues are resolved.

The State Survey Agency validated the
implemantation of the facilily's AOGC as follows:

1. Review of the Electronic Record, dated
12/16/15 at 7:16 AM, revealad a physical
assessment was conducted with vital signs taken
and recorded to be within normal range for the
resident, The record revealed the resident’s
primary physician assessed tha resident on
12/16/15 at 3:05 PM that incluled 2l body
systemns. No injuries were nated,

2. Reviaw of the Eleclronic Record revealed the
resident was placec on one-on-cne supervision
after relurned to the facility and transferred to the
secure unit at 4:00 PM. Review of the
One-on-Une Supervision Sheet, dated 12/16/15,
revealed the rasident was on one-on-one
supervision from 6:00 AM untit 5:30 PM.

3. Review of a Progress Note, dated 12/16/15 at
7:16 AM, validated the notification.

4. Review of the Elopement Evaluation conducted
on 12/16/15 revealed the resident remained at
risk for elopement.

5. Review nf the census count revealed one
hundred seventy-five {175) were present in the
facility at the time of the count. Interview with the
DON, on 12/30/15 at 8:59 AM, revezled &
complete head count was conducted after the
resident was reiurned to the building and all
residents were present.

INTENTIONALLY LEFT BLANK
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8. Interview with the Maintenance Director, on
12/29/15 at 2:23 PM, revealed he had checked all
exit doors and found all alarms ware working
properly on the day of the elopement. He stated
he changed the code to all mag lock exit doors
that day and would be changing the docr codes
monthly far at least six (6) months. Interview with
Certifled Nursing Assistant (CNA) #8 on 12/17/15
at 4:23 PMand LPN#12 on 1247115 al 6:14 PM,
validated the resideni's Wander Guard device
aclivated the door alarm when tha resident was
refurned to the building.

7. Reviaw of the fzsility"s investigation revealed LEFT BLANK
tweolve (1Z) staif was interviawed and only one R
recalied hearing the door afarm. Mo staff
witnessed the rasident leave the buliding.

8. Review of ihe Elopement Risk Evaluation
forms revealed the facility bad assessed one
hundred seventy-six (176) residents. Validated
thirty-tiwee {33) residents were identified at risk
for elopement These residents’ photo and
Information was placed in an Elopement Binder at
each unit. Review of the residents' Kardex
reveated all thirty-three (33) residents were
updated and Care plans of the residents at risk
had been reviewed and updated as needed.
Review of sampled Residents #20, 31, 32, 33, 34,
35, 36, and 37 during the extended survey
revealed the residents care plans had been
updated, their pictures were in the Elopement
Binder, and information on the Kardex.

9. Review of the Elopement Policy and Care Plan
Palicy revealed no changes. Review of the sign in
sheet for the meeting ravealed the meeting was
held on 12/16/15 as stated.
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'#16 at 9:25 A, CNA#17 at 5:07 PM, CNA #18 at

Conlinued From page 67

10. Review of the training records revealed all
active employees received the training with post-
lest given.

Validation of trairing interviews were conducted
on 12/28/15 with CNA #10 at 2:04 PM, Unit
Manager of Homestead ai 2:15 PM, LPN #13 at
1:30 PM, CNA#16 at 3:16 PM, and CNA #20 at
3:24 PM. The staff stzted they had received
training on the Elopemeant Palicy and what to do
when & door alarm souided. The staft had good
knowledge of the process and stated they had to
take a post-test and score 95%.

On 12/29/15, the following siaff were interviewed
regarding the training they received: CMNA #7 ai
8:07 AM, CNAE11 at 9:12 AM, CNA#I2 at 0:14
AM, CNA#13 at 530 AM, CNA 4 al 9:41 AM,
CNA#14 at 3:19 Fi4, CNA £415 at 3:04 PM, CNA

3:23 PM, CNA#19 at 3:16 PM, and CNA #20 at
3:24 PM The staif was knowledgeable of the
facility's Elopement Palicy and what to do if the
door alarm was activated. They were required to
take a post-test and score 95%.

Interviews conducted on 12/29/15 with Licensed
Practical Nurse (LPN) #1 at 9:02 AM, LPN #14 at
8.05 AM, LPN #9 at 9:28 AM, LPN #15 at 9:25
A, #9 at 3:42 AM, LPN #17 at 2:28 PM, and
LPN #16 at 2:35 PM vevealed they had received
re-education on the Elopement Policy, they are
responsible for checking the Wander Guard
devices three (3) times a day and record the
checks on the Treatment Administration Record
(TARY). In addition, care planning was reviewed.

Interview with the Unit Manager of Homestead,

F 323
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on 12/28/15 at 2:15 PM, and NF1 Unit, on
12/29/15 at 10:30 AM, revealed training was
provided to them and a post-test was required.
The Managers are responsible for audits of the
TAR and to ensure the nurses are checking the
Wander Guard devices.

interview with Housekeeper #1, on 12/29/15 at
9:17 AM, and Housekeeper #2 on 12/29/15 at
9:00 AM, revealsd the facility provided training for
all contract hausekeeping staff regarding the
facility's Elopament Policy and what te do when a
door alarm sounded.

Interview with the Maintenarce Director, on
12/29/15 at 2:23 Piv, and the Mainisnance i
Assistant, on 12/2915 al 8:34 AM, revealed they
raceived training an the Elopement Policy and .
doar alarms. They took tha past-test also, 1 INTENTIONALLY LEFT BLANK
& | Interview with the Staif Educalor, on 12/29/15 at
4:26 PM, revealed she ihad provided most of lhe
training. She stated she conducted most training
in small groups. She stated she deveioped talking
poinis for tha elopement and care plan education.
These talking polnts were the bases for the
post-test that each employee was required lo
take. She stated the education included door
codes not to be given out to anyone that was not
an emipleyes of the facility and door alarms and
how to respond.

11. Observation on 12/28/15 at 1:05 PM, revealed
posting of the written edusation on all four units.

12. Observations during the extendad survey
ravealed facility assisting visitors when exiting the
building including surveyors on 12/28/15 through
12/30/15. Observation upon entrance to the
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faclility on 12/28/18 at 11:05 Al revealed tha sign
was posled at the Entrance A doors and
observation at '11:20 AM revealed the sign was
nosted on the Entrance B docrs and the
Hormestead Unit doors,

Interview with the Maintenance Director, on
12129115 at 2:23 PM, revealed a new timer was
placed on the Entrance B keypad to lock the
doors frem 7:00 PM to 8:00 AM. He staed a
visitor will have lo ring a bell and staff will have o
go to the door to let the person in. When the
visitor ;s ready to leave the builtling, stzfi would
assist by apening the door, Using the coded
ikeynad.

13. Review of the letiors, daled 1212145,
ravaaled leilers vere sent o the vendors,
famities, and physician notifying liem o the new
securily measures.

14, Rewvisw of the audiis revealsd the elopoment
drills were ronducted a: stated  Audits will be
raviewad during the morning mneting lu ensure
the audits were completed.

Interview with ihe Diractor of Nursing, on
12/30/15 at 8:59 AM, revealed elopainent drills
were conducted and the audits were discussed
during the morning rmeatings.

15. Observation of a Wander Guard device
check, on 12/28/15 at 1:27 PM, in the Homestead
Secure LUnit, revealed all residenls' Wander
Guard devices were applied and functioning
properly.

Review of the TAR revealed the facility had
increased the Wander Guard device checks to

F 323
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three (3) imes a day, where the checks were
previously twice a day. Review of all residents
with a Wandar Guard device revealad the checks
were heing done.

Interview with the Unit Manager of Homestead,
on 12/28/15 at 2:15 PM, and NF1 Unit, on
12/29/15 at 10:30 AM, revealed the Unit
Managers are responsible for audits of the TAR to
ensurs the nuises are checking the Wander
Guard devices.

16. Interview wilh the Maintenance Direntor, on
1229015 at 2:23 PM, revealed ail exit doors were
checkesd daily. Observation on 12/29/15 =t 8:34 _
revealed the Maintenance Assiciant iested 2l exit :
doors 1 the Homestzad Unit, A6 doars were (TIOMALL
functicning propeny. ] INTEN

LEFT BLARK

Review of documentation revealed the new key
taa was inslalled on 12/20/15 The Entrancs B

lucking system was audited daily. Reviev: of the
docr awlits ravealed no proble s found.

17. Reviaw of the Quaiily Improvement Meeting
on 12/21/15 revealed all members present
including the Medical Director,

Interview with the Administrator, on 12/30/15 at
5:02 AM, revealed the Ad-Hoc meelings are
addiitional meetings between the official Quality
Assurance meetings scheduled monthly. The
Quality Improvament meeting held on 12/2115,
with the Medical Director in attendance, was to
review the AQC and review any audils to that
date. The next scheduled Quality Improvement
meeting Is scheduled for 01/17/16. The
Administrator stated avdits would be raviewed at
each meeling until compliance is achieved.
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F 323 Continued From page 71 F 323
Interview with the Medical Director, on 12/30/15 F332
at 9:42 AM, revealed he was present at the
Quality 'mprovement meeting held on 12/21/15. 1. Unsampled resident M's
He: stated he was Involved in the development of physiclan was notified on
the AQC as the facility asked for his input. The December 16, 2015 by Unit
facility discussed the cormrective actions and the Manager. On December 16,
commitlee approved the audit tools. He stated the 2105 the Unit Manager
faciiity had notified him of the Immediate assessed Resident M and
Jeopardy and informed him of the details and the uetermined the resident did
action plans that had been implementad. He not exparience any negative

| stated he was commitied to attending the next outcome. The Medication
Quelity Improvement niseting scheduled ior Admitistration Recard was
. {01076, updated by the Unit Manager
F 332 462.25(m}{1) FIREE OF MEDICATION ERROR 352 to roflect current madication
55320 RATES OF 8% OR MORE orders cn December 18, 2015,

The Tacility must onsura that it is free of
w:edication srror rates of five percent or graatar.

This REQUIREMENT is not inet as evidenced
by:

Based on observatiun, inteiview, record review
and policy review, it was determined the facility
falled to ensure they were free of medication
errors of 5% or greater. Medication pass
presented thirty-five (35) opportunities with a total
of two {2) errors resuiting in a 5.71% madication
error rate. LFN #8 failed 1o administer two (2)
medications ordered for the morning medicaiion
pass for Unsampled Resident M.

The findings include:

Review of the facility's Medication Error Palicy,
ravised 01/02/14, revealed a medication error

LPM #8 recelved reeducation
ragarding the need to
administer all medilcations as
ctdered by Unit Manager on
December 16, 2015.

2. Ailresidents of the facility have
the potential to be affectad. A
physicians’ order audit
compared to the medication
administration records and
medication cart audit was
conducted by the Unit
Managers on December 16,
2015 to determine 1)
medications wers available to
administer to the residents of
the facility and 2) that
medication administration
records are in place per
physician's orders. Areas of
concern were corrected upon
discovery.

R
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F 332 Continued From page 72 F 332
was defined as a discrepancy between what the 3. The Nurse Practice Educator
physician/mlid-level provider ordered and what the and or a Pharmacy
resident received. Types of medication errors Representative conducted re-
intluded medication omissions. education regarding need to
_— ensure that the facility is
Observation of Unsampled M's madication pass, free of medication er:ur
on 12/16/15 at 9:40 AM, revealed Licensed rates of five percent or
Practical Murse (LPN) #8 did not administer e e e
Buspar 30 mg or Gabapentin 600 mg during her including medication
marning medication pass admin‘stration and process for
. ) . rocessi d ordering
Interview with Licensed Practical Nurse (LPN) #8, rpne;::t;g“:gn - e'mnber 1o |
on 12/16/18 at 9:20 AM, revealed she was not 2013, Including wmplemr: of
aware she was to administer Buspar and the Merication A dministation
Gabapentin medication io Unsamnlsd Rasident M Record ' 4 medication '
hacause il was not on the Madication ) cimini:tration e,
Administration Recerd (MAR) (o give. lf a et tont was comtoted after
medication was net givan then the omizsio: was pha o o N ; ;‘.;1_' 4
o the re-education with 2 passing \\Q
) score of 5% gradad by the
+f Review oi Uncampled Resident M's Physician :::;iifor :;.rzu.;:zerstzr d’i‘:;;me {b
Orders, dated 12/11/15 at 11:30 AM, revealed the ; 'cf d" ot ‘a-
physician crdered Buspar 30 mg twice 2 day, :"} - ;n m‘,ie n::d Staff
Gabapentin 300 mg at 2:00 PM, and Gabapentin ‘:'of'a’:';hcl’)’l‘e";;l : e 4
30% {ng. two (2) in the morning and two (2) at S dlngg e hires
ight.
ng with orlentation will complete
Interview with the Nurse Practice Educator, on ’Ee‘:)”c"’t"’" “"'f‘ti;' 4 posttest by
12/17/15 at 9:50 AM, revealed she had not the i'e“:”" e ‘l’; i””’se
conducted any medication pass with staff since i
hired seven (7) months ago. Tha only understanding upen refurii to
discrepancies she had found was when the work.
nurses circled that they did not administer a
medication, the nurses were not documenting as
to why the medication was not given. The Murse
Practice Educator stated a medication error rate
of five (5) percent was too high.
Interview with the Director of Nursing (DON), on
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Visual medication pass
F 332 Contlnued From page 73 F 332 observation audiis will be
12/17/15 at 1:24 PM, revealed she had not been conducted over all 3 shifts daily
able to review a medication administration pass times 2 weeks then 3 times per
with staff sinca hired. The DON stated she would week times 2 weeks then
like to have a medication error rate of zero (0) weekly times & weeks then
percent and five (5) percent was too high. The monthly times 3 manths by the
DON stated the pharmacy had come in to Director of Nursing and or Unit
complete a medication pass, but only found that Managers to ensure
some of the medicalions were not dated when medications are administered |
opened or the arders was missing & diagnosis. as ordered. A Visual :
The DON stated if Unsampled Resident M did not comparizon of the physicians”  «
receive his/her medication, hefshe would not be orders and the medication |
able to combat the symptoms they were having administration record will be ;
medically conducted for 5 rasidents 2 -
F 364 [ 483.35(d){1)-{2) NUTRITIVZE YALUE/APPEAR, F 364 times a week for 4 waeks,
=6~F | PALATARLE/IPREFER TEMP weekly for 4 weeks, then

Each rasideni receives and the facilily provides
foed prepared by methods that corsene rutritive
value, flavor, and appearance, and food thav is
palatable, attractive, and ai the proper
emperature,

This REQUIREMENT is not met as evidenced
oy:

Based on observation, interview and policy
review, it was determined the facility failed to
record food temperatures, and fziled to ensure
temperalures were taken for cne (1) of three (3}
units in the Hoinestead Unit,

The findings include:

Review oi the farility's policy regarding
Thermometer Use, dated 12/01/15, revealed the
facility's kitchen staff would test the food
throughout the preparation and service to ensura

4.  Tre Director of Mursing and or

FORM CMS-2567(02-99) Pravious Verslons Obsolele

Event 10: XNBO11

FacibyiC. ... thereafter.

monthly for 4 manths.
Concarns will be corrected
upcn discovery.

ths Unit Managers will submit a
summary of the audit findings
rnonthly for 6 months to the
Quality Improvement
Committee consisting of the
Administrator, Assistant
Administrator, Director of
Nursing, Activity Directar,
Housekeeping Supervisor, MDS
Coardinator, Maintenance
Supervisor, Director of Dining
Servicas, Health Infarmation
nanager Coordinator, Social
Sarvice Director, Business
Office Manager and Madical
Director for any additlonal
follow up and/or in-servicing
naads until the issues is
resolved and ongoing
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F364
F 364 | Continued From page 74 F 364
the appropriate temperature of the food was 1. OnDecember 17, 2015, for
reached and maintained. The facility would take dinner meal on Homestead, an
the temperature of the food and record the initial audit was conducted by
holding temperature of foeds held for service on Director of Dining Service to !
the Production Sheet. ensure temperatures of ali food
items were obtalned and
Review of the facility's policy regarding Food properly documentad an the
Handling, dated 12/01/15, revealed the kitchen production sheets with no
employeses would take and record the food concerns.
temperatures on the tray line and record those |
temperatures on the praduction Worksheets at Ali residents of the facility have
the beginning of each meal service, The policy the potential to be affected, !
additionally stated If the facility utilized 2 remote The Executive Chef or Director
meal assembly, slaff would take the holding of Dining Services observed
lamperatures of food and record those dining room 2n all upits
terperatures at each of those loeations. including Homestead to ensure
that food temperatures were \\l
Observalion of the dining axporienze on the obtained and recorded on \
Homestead Unit, on 12/15/15 al 11:20 FM, Jaruary 11, 2016 with QO
' | revealed food was delivered in a vart. The nurse, corrective action upen a‘
who had on a hair resiraint, removed the food dlscovery.
{which was in silver cooking pans) frem the cart
and separated the reqular food from the pureed 2. The Director of Dining Services
food while placing the food on the kitchen and or the Executive Chef will
counter. The nurse then removed the foil from the reeducate all dietary statf on or
pans and began to plate food based on the meal before February 5, 2016
ticket she had before her. There was no steam regarding need to ensure each
table present and no temperatures taken of the rasident receives and the
food before it was plated by the staff. There were facility provides food prepared
twenty-four (24) residents in the dining rcom all by methods that conserve
silling at mulliple tables. The food was served nutritive value, flavor, and
from the kitchenstte: area and staff passed out ihe appearance; a;1d food' that Is
piates. palatable, attractive, and at the
Observation of the diring experience on the E;;per temperature including
. peratures of food were
Homestead Unit, on 12/16/15 at 11:20 AM, v d
h . properly documented with a
revealed the food arrived to the unit. Meals wers
’ posttest completed to validate
served starting at 11:42 AM; no temperatures understanding with a passing
were obtalned of the food that was provided.
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score of 95% graded by the
F 364 | Continued From page 75 F 364 Director of Dining Services

| Interview with Lead Cook #1, on 12/16/15 at 1:45
' PM, revealed kitchen staff should have taken
| food temperalures when the focd came out of the

Observation of the food temperatures taken after
all the residents were served, on 12/16/15 at
12:06 PM, revealed the Stuffed Peppers were 110
degrees Fahrenheit {F}, Rice was 104 degrees
(F}, Potato Soup was 102 degrees (F) and the
Purée Stuffed Peppers were 99 degreas (F).

oven, in the middle of the food service, and at the
end of the food service. He siated employeas
should have wiitten dawn the temperatures after
taking them. He siated he ususlly wrole down ali
of the food temperatures after taking
temperawres of the food. Howaver, ha couid not
pruduce a log where he documentad food
temperatures.

Interviaw with the Executive Cref, on 12/16/15 at
11:46 AN, revealed since he had worked at the
facility for the last two (2) months, he ncticed
thara was no steam table on the Homestead Unit.
The Executive Chef stated the meal service was
not family style dining. He stated family style
dining meant the food would be served ai the
table and not from a kitichenette. The Executive
Chef stated he thought there was a proposal for a
steam table.

Further interview with the Executive Chef, on
12/16/15 at 11:52 AM, revealed the fcod was
temped befora delivary to the Homestead Unit,
He stated the holding temperzture for the food
befare delivery to the Homesiead Unit would be
180 degrees (F). The Executive Chef staled if the
Potato soup temperature was not appropriate it
could make the residents sick because of the

and/or Exzcutive Chef. Staff

not available during this
timeframe including new hires |
with arlentation will complete
rerducation with a postlest by
the Director of Dining Services

or Executive Chef to validate
understanding upon return to
work.

3. The Diractor of Dining Services
and/or the Evecutive Chef and
or the Manager an Duty and or
Assiztant Administrator will
comnlete audits to ensura that
temperatures of alt food items

are obtained and properly \l
documenied on the production \
sheets across 3 meals per day Qa

for 2 weeks, Including

weekends, then 3 times a week
for 2 weeks, weekiy for § weeks
and monthly for 2 months then
as recommended by the
Quality Improvement
Committee.

4. The Director of Dining Services
and or Executive Chef will
subrnit 2 summary of the audit
findings for 6 manths to the
Quality improvement
Committee consisting of the
Adminlstrator, Assistant
Administrator, Director of
Mursing, Activity Director,
Heusekeeping Supervisor, MDS
Coordinater, Maintenance
Supervisor, Director of Dining
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Services, Health Information
F 364 | Continued From page 76 F 364 Manager Coordinator, Social
mitk that was used to make the soup. Service Director, Business
Office Manager and Medical
Additional interview with the Excutive Chef, on Director for any additional
12/16/15 at 1:50 PM, revealed the Homestead fellow-up and/for In-servicing
Unit did not do family style dining. He slated reeds until the issue is resolved
instead of family style dining, the kitchen staff and ongaing thereafter,
took the food to the Homestead Unit and the
nursing staff would plate the food. Prior to taking £371
the food to the Homestead Unit, kitchen
employees take tha tempgrature of the fonds. 1. OnDecember 17, 2015 the
| He stated .ha never recordad food iemperatures Director of Dining Services
of food going to the Homestead Unit or of food on .
S andfor Executive Chef
the tray lire.
tompleted observation of the
Interview with the Dielary Manager, on 12117115 dietary deartment to ensura
at 11:26 AW, revealed her mair priority was te yet that 1) the fioor and equipment
meals el io the units on time. The Distary were clear; food items were \\l
Manager stated the temperatures of the meals covered, [abeled and datey; \'L,
had not been docimented, there was no log to and refrigerators contained a
review lo ansure the temperaturas wers tuken thermometers hoth in the
o 4 before trznsnort to the Hoemesleaa unit. kitzhen and on the units, 2)
o . Dietary staff changad gloves
Interviaw with the Administrator, on 12/17/15 at with appropriate handwashing
145 PM, revealed he had not moniigied the =
between tasks and staff
temperature logs and was not aware the statf was contained hatr and beards i
not recording the temperatures from the tray line. :" carcs in
| The Administrator stated Family Style Dining was protectars, 3) there were no
jood being prepared in the kitchen and then scoops left in contalners or in
served on dishes. The food would be offered at the ice chest, 4) the zarbage
the table. The Administrator statod ke recogrized can had a lid, and 5} there were
the problem last month; howevar, there was no Quac chemical test strips
plan of action. avatiable for the three
F 371| 483.35()) FOOD PROCURE, F371 compartment sink and the )
85=F | STORE/PREPARE/SERVE - SANITARY dishes and carts were
o completely air dry prior to meal
The facility musi - service with corrective action
(1) Procure food frem sources approved or upon discovery
considered satisfactory by Federal, State or jocal '
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F371 | Continuad From page 77 F 371 2. All residents of the facility who
authoriies; and . cansurne meals prepared from
:(_-zn) disa:'o‘;:;zﬁgﬁac?r;;:?;gsme and serve food the kitchen have the potential
to be affected. On December
17, 2015, the Director of Dlning
Services and or Executive Chef
compieted observation of the
dietary department to ensure
that 1) the fioor and equipment
were clean; food items were
This REQUIREMENT s not met as avidenced cavered, labeled or dated, and
bv. o . . refrigeraters contalied
Ba'sed on nhservation, intervuew,‘ gnd policy | thermometers both in the
review, it was determined the facility faded to Kitchen and on the units, 2)
stor2 and serve food in a sanitaiy manner. The ) E ’
kitcren nad a nuiid-p of food sardiclay en the Dietary staff changed gloves
fwor and wauipment; focd itzins wore nat | with apprapriate handwasbing
covercd, labsled or dated; and, two (2) of {4) | betweer tasks and staff \\'{’
raitigerators did nnt have thermometers, Diztary | contzined hair and beards in QD
¥ i staff did not change gleves belveer tasks: siaif i protectors, 3) there were no

did not cantain kawr ond bearde in protectors:
there were scuops lefi in containers; and, a
garbage can had no lid. In addition, there were
nG chemical tast strips available for the free
uvompariment sin.

The findings include;

Review of the facility's palicy regarding
Department Sanitation, dated 10/01/15, revealed
the facility would maintair: the Food and Nutrition
Service Department In a clean and sanitary
manner tc ensure food and beverages were
stored, prepared, and served in a clean and
sanitary environment.

Review of the facility’s palicy regarding Cleaning
Standards, dated 12/01/15, revealed the food and
nutrition service employees wete to ensure all

scoogs left in containers or in
i the ice chest, 4) the garkane
' ran had a lid, 2nd 5) there were
Quat chemical test strips
available for the three
compartment sink and the
dishas and carts were
completely air dry prior to meal
service with corrective action
upon discavery.
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28, 2016 Th
F371| Continued From paga 78 F 371 On January °

Director of Dining Services
and/or Executive Chef provided
reeducation to all digtary
emplcyees to ensura that the
facility would maintain the
Food and Nutrition S2rvice
Department in a clean and
sanitary manner to ensure food
and beverages were stored,
orepared, and served in & clean
anii sanitary nvironment wirh
a positest competed Lo
validate understarding with o
passirg score ol 95% graded by
the Director of Dining Services
and/cr Executive Chef, Staff

food service equipment and areas were cleaned
and sanitary. Cleaning and sanitizing agents
would he availabla for use during al hours of
operation. All areas included baseboards, floors,
storage cabinets and shelves, inaster, and walls.

Review of the facility's policy regarding Cleaning
Scheaduies, daied 12/01/15, revealed the Food
and Nulrition Service Departiment were 1o use an
eztablished cleaning schedule which identified
routine cleaning for all aepartment equipmant and
areas, The Director of Dinng Sarvices would
post the weekly dopartrinent Cleaning Schedule in |
an erea aceaessinie to the Mood 2nd Nulition
Scrvice 2mplovees. Emplayaes would clean the
assigned equirnient or 2reas 2< scheduled

A ] nnt aalisbie during this
i * CiganNg O S \ . :
tolewing the cleaning proredures Jdmeframe including new hives ’8\19\\ :

PR ' . with oriantation will complate
Peview of the fatility's Mastor Cleaning Schadule | . S 3 P
Dt Rt reacdusatior with 3 pusttest
reveqled 1he frequency 2 vhich the food and provided by the Firectos of
1 ~ulniticn servica employees wouk! clean areas f rovives oy -
it ae ; i Diniag Services or Executive
ihe Kitchen. Facility employees would clear Chef to validate understanding
haseboards quarterly; ths fionis manthly, the upon setam 1 work
storage cabinels and sheives weekiy; and, the POT e ’
wails weskly. The garbage can was on the

cleaning list; however, the list did not indicate the e
irequercy at which empioyses were ia clean it. and or Executive Chef and cr |
The iist did not indicate what frequerncy Manager on Duty and or
employees were to clean tha knife rack. - Assistant Administrator will

completz audits at each meal
Review of {he facility's policy regarding Food service {3 times per day) times
Handling, dated 12/01/15, revealed the facility 2 weeks to include weekends,
foods would be slored, prepared, and served in then dally times 2 weeks, then

safe and sanitary manner to prevent bacterial
contamination and the possible spread of
infeclion. Staff would cover and ptacs a lsbel on
any opened or unused portions. The label would

3 times per week jor 2 weeks,
then wezkly for 8 weeks and
menthly for 3 months and then

include a "use by* date. The policy further stated CHESE AU ELY thei Quality
employees would store ice scoops in a covered improvement Committee to
ensure that 1) the floor and
“ORM CMS-2567(02-99) Previous Versions Obsolate Evanl ID:XNBO11 " Facillty 10: 1
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itams are covered, labeled or
F371| Continued From page 79 F 371 dated; and refrigerators
container with drainage outside the ice machine. contain thermometeis both in
Additionally, the policy staled kitchen employees tha kitchen and on the units, 2}
would wash their hands frequently and wear Dietary staff change gloves with
disposable gloves uyhen handtling faod, appropriate handwashing
Entployees would change gloves afler each task. between tacks and staff have
q hair and beards in protectors,
. - . .
Rewgw of the facility's policy regard:ng e
: Refrigeralion and Freazer Temperature ! t2iners or in the Ice chast
| Standards, dated 12/01/15, revaaled the facility . c°"}‘ ‘ . ool
| would ensure foods he'd i refrigerated 4t '@ Barbage can s a fir,
equipment would be maintained at a sale end 5} there were Qisat
ternperature. The Director of Dining Services thernical test strips available
would obseries and recerd all of the tenperalurse for the three compartmeant sink -
of rafrigerators 2nd freezers on 2 daily asis and the dishes and carts were
using the Refriqaratar/Fraezer Temperature Log. roinpletaly air drv prior to maa!
lriternal thermcrl..etsrs. would be Iecated near the i 381V WHR ~o it ctiva artion
daor of each refrigeralor and freecer, ' upn discove ry. Qf)\
= JP 1] 1 A o m = Ooh
s8I0 rlf he feclity's pulmy: sgarcinmg Dmmg_ ¢, The Cirecton of Dining Serdces 3\
. Sorvive Stendards, dated 031613, revealed the -
) o Y . atid ¢ Execativa Ched will
v HHaclity wodia ran all stalf invelsad wath meal omit 3 summary of the audit
# o7 L service on 3afe food handling practicas. Staff :f‘”‘:"" 3{“ - t; iy
would ulilize proper hand washing and glove use | : findings for 6 moiitle o the
when serving fead to residents. . Qulity isprasenpent
Committee cons:sting of the
Review of the facility's palicy regarding Hand Administrator, Assistant
Washing, datad 03/16/15, revealed kitchen staff Aoministrator, Director of
wouid wash their hands after touching their hair, iursing, Activity Director,
ears, nose, or mouth, after handiing any food, Housekeeping Supervisor, MD%
after contacting any soiled utensils, before Conrdinator, Malntenance
wuching an y'clr.*an utensils plates, cups, or pans, Supanvisor, Directar of Dining
ar when moving from ore task to anather. The . o g
: R Services, Health Information
policy stated use of disposable gloves did not e Coardinator, Sociai
raplace proper hand weshing. “nager o 10
Servica Girector, Business
Review of the faciiity's poficy regarding Personal Office Manager and Medical
Hygiene, dated 12/01/15, revealed the kitchen Director for any additional
employees would use ha'r restraints such as follow-up and/or in-servicing
hats, hair coverings, or nets to keep hair from needs until the Issue Is resolved
FORM CMS-2567(02-89) Previous Verslons Obsolele Event ID: XNBO11 Facility ID and ongoing thereafter.

« wwrunuauun Sheet Page 80 of 102



PRINTED: 01/20/12016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (%2) MULTEPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185301 B. WING 1213012015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4604 LOWE RD
REGIS WOODS LOUISVILLE, KY 40220
(x4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAM OF CORRECTION (s)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | Continued From page 80 F3n

contacling exposad food. Staff wouid use facial
hair coverings to cover all facia! hair. Employees
would use disposable gloves and change them
between tasks,

Review of the facility's policy regarding
Department Sanitation, dated 10/01/15, revealed
the facility would ensure trash was in covered
containers. Kitchen staff would ensure the
sanitation bucket solutions were at the
appropriate concentration. witchen staff would
also keep the flcors clean and frea of debris.
Staff would follow clezaning schadules and utilize
tha cleaning preceduras. Stalf would ensure the
pots and nan sink was properiy fillad with hot 1 : :
water, deternent, and sanitizing soiwtion at the | INTENTIONALLY LEFT BLANK
approoriate concentration,

Review of the "acility’s policy regarding Manual

+ | Ware washing and Sanitizing, dated 12/01/15,
T revealed ihe kilchen stafi would test the solution
strength i the chemical sanitization sink during
each wash period using Quaternary test strips.
Staff would accomplisi manual wara washing
using a three-compartment sink for washing,
rinsing, and sanitizing. During chemical
sanitizing, the Director of Dining Service or
designee would test the solution strength during
each wash pericd using Quaternary test strips.
The desigriee would measure the Quaternary
product by dipping the test strip into the salution
for ten (10) second than checkiing the strip
against the strip container, The tast strip should
darken to the range of 150-400 ppm for proper
solution strergth. If the test sirip did not turn the
appropriate darkness, staff would make
corrections before the sanilizing process could
take place. Staff would record the resulis of the
test on the Manual Ware washing Sanitation Log
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Continued From page 81
at each wash period.

1. Observations of the kitchen during the Initial
tour, on 12/15/15 at 8:10 AM, revealed a buildup
of food particles on the Nlaor in the pantry and
kitchien. The floor in the pantry had a spill of a
white powdery substance on the floor. In the
kitchen, the knife holder on the wall had a buildup
of a greasy like substance and crumbs on the
top. The knife holdar was a metal box with a
black ptastic lid with slits in it. Several knives
were in e knife holder at the lime of the
observation.

Intervisw with the Exzcutive Ches, on 12/16/15 at
1:50 PM, revealed he and the Distary Manager
wera respaonsible for the sanitation of tha kitchen.
He stated the kitchen staff was riot maintaining
the kitcher. par the cleaning schedide. The Chef
staled the kilchen staff utilized a cleaning
schedule, but the staff was running approximately
forty-eight (48) hours behind on the cleaning
scheduls. The cleaning schedule included
cleaning under shelves, dry slorage, walls, and
coolers and the staff should have been cleaning
those araas. The Chef also stated he was
unaware of the buildup on the knife holder in the
kitchen.

Interview with the Dietary Manager, on 12/16/15
at 4:45 PM, revaaled she had previously identifled
concerns with sanitation and documentation in
the kitchen, The Dietary Manager slated she was
working on incorporating a new cieaning
schedule to improve sanitation. She stated the
kitchen had recently hired several new employees
and training was ongeing in the kitchen. The
Dietary Manager stated she was unaware of the
build-up on the knife holder.
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Observation of the kitchen during the initial tour,
on 12/13/15 at 8:10 AM, of the walk In refrigerator
in the kitchen revealed no tharmometer in the
refrigerator. The refrigerator contained two (2)
large shallow pans containirg beans and water.
The two pans were uncovered and had no date or
label on the pans and were sitting on the lowest
shelf. The refreshment refrigerator in the kitchen
contained five {5) containers of unlabeled,
undated substancaes. Three {3) of the containers
appeared o hald liquids. One (1) container
appeared approximately half-full of a purple jelly
like substance. One {1) container contained a
green sclid subslance. Other observations during
tour included a large garbage can in the kitchen
with no lid.

Interview with Lead Cook #1, on 12/16/15 at 1:45
P, revealed it was the responsibility of all of the
kitchen employees to label any food items stored
in the refrigerators or freezars.

Interview willr Lead Cook #2-0n- 1211515 at 8:10
AM, revealed the walk in rafrigerator should have
a thermometer in It to ensure the temperature of
the refrigerator. He stated he noticed two
thermometers in the walk in freezer and thought
an employee may have relocated the
thermometer from the refrigerator into the
freezer, In addition, the shallow pans on the
bottom sheif of the watk in refrigerator contained
beans soaking in water. He stated staff shou!d
have covered and labeled the beans and shouid
nat have placed them on the lowest shelf in the
refrigerator. The cook further identifisd the
contents of the five (5) containers in the
refreshment refrigerator. He stated the kitchen
employee who put the containers in the

F 371
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refrigerators should have placed labels on the
containers. The three {3) containers of liquid held
crange Juice, cranberry juice, and apple juice.
The other twe (2) containers held green Jell-O
and jelly.

Continued interview, on 12/16/15 at 1:50 PM, with
the Chef revealed staff should have labeled all
food prior lo placing it in the refrigerator. if items
were found in the refrigerator unlabeled and
undated, those items should have been disposed
of. He further stated that staff should not have
ieft the two (2) pans of beans on the lowest sheif
to soak and staff should have covered the pans.

Interview with the Dietary Manager, on 12/16/15
at 4:45 PM, revealed the facllity had improved on
the labeling of stored foods; however, the kitcher,
continued to work {o improve in this area. She
stated staff should not have stored pans of beans
uncovered and unlabeled in the refrigerator while
they soaked. She stated that without a label there
was no way lo know how long items had been in
the refrigerator or what the item was. This could
have potentially led to food borne iliness.

Observation of the kitchen prior to and during the
funch meal service, on 12/16/15 at 11:00 AM,
revealed kitchen employees did not perform hand
hygiene or change gloves between tasks. Lead
Cook #1 left the workstation and went to other
areas of the kitchen, touching items in the
kitchen, and returned to the workstation without
washing his hands or changing his gloves. He
also left the kitchen, touched the door when he
entered the dining room, and used the doorknob
to return to the workstation. The cook did not
wash his hands or change his gloves prior to
handling food again.

F3n
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Interview with L.ead Cock #1, on 12/16/15 at 1:45
PM, revealed staff should change gloves and
wash hands any lime they leave the serving
station in order to keep the food sanitary. He
stated he thought he did wash his hands each
time after leaving the food serving station.

Additional interview with the Chef, on 12/16/15 at
1:50 PM, revealed the Chef stated kitchen
employess should have worn gloves whenever
handiing food. Employeas should have changed
gloves between tasks or whenever touching ~INTENTIONALLY LEFT BLANY
anything else. He stated the cook should have
washed his hands and changad aloves after
touching the deor to and from tne dining room.

Interview with the Distary Manager, on 1216/15
at 4:35 PM, revealed employaes shauld have

| washed their hands and changed their gloves
every time ihey changad tasks.

QObservation of the kitchen prior to and during the
iunch rneal service, on-12/16/15 at -i1:00 AM,
further revealed kitchen employees not properly
using hair restraints. A Dietary Aide wore a hair
net, but had her bangs outside of the hair
restraint. Lead Cook #1 and the Chsf had beards
and did not contain their beards in any type of
net.

Intersiew with Lead Cook #1, on 12/16/15 at 1:45
PM, revealed staff did not cover their beards and
bangs in the Kiichen.

Further Interview with the Chef, on 12/18/15 at
1:50 PM, revealed he had spoken with the
kitchen aid the previous day about her hair being
out of the hair restraint. He stated he noticed she
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still had some bangs out of the hair net at lhe
time of the meal abservation, but did not mention
it to her at that time. The Chef also slated he did
not realize staff needed tc restrain short beards in
a hair restraint.

Interview with the Dietary Manager, on 1216/15
al 4:45 PM, revealed she noticed one of the
kitchen aides with her bangs ott of the hair net,
but did not talk to her about her hair at that time.
She also siated she-was inaware beards must
also be kept in a hair resiraint.

Observation of the ritchen prior to znd dunng the
lunch meal servize, on 124M46/15 at 11:00 Ald, INTENTIONALLY LEFT BLANK
also revealed @ scoop left in A corainer of
thickeier throughout the meat sarvice.
Cibservaton revealed a large garhage can inthe
isitchen with no lid. Einployees uzed this garbage
L 'l can and pizced food waste, wet paper towels,

T | soiled gioves, and packaging in this garbage can
throughcut the meal service.

Interview with the Chef, on 12116015 at 1:50 P,
revealed the garbage can in the kitchen should
have had a lid, as it is unsanitary. however, the
kitchen had no lid for the garbage can. He siated
he was not able to acquire new itams for tha
kitchen, such as garbage can lids, until the new
fiscal year due to budgetary constraints.

Qbservation of the iitchen prior G and during the
junch meal service, on 12/16/15 at 11:00 AM,
further revealed the knife holder on the wali n2ar
the food preparation area continued to have a

| thick greasy substance and crumbs on the top of
it. During the meal preparation and service, the
chef removed a knife from the holder and used it
to cut food items. Additionally, the floors in the
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kitchen contained crumbs, food, and paper items
near and under the food preparation {ables. The
floor in the dry storage aree had white powder,
red powder, crumbs, beans, and dust build up
under and behind the shelves,

Observalion of the refrigerator on tha Rehab Unit,
on 12/16M15 at 1:30 PM, ravealed the refrigerator
did not contain a thermometer. The refrigerator
contained a gallon container of milk and a gallon
container of chocolate milk.

Interview with the Dietary Manaoer, on 12/18/15
at 4:25 PM, revealed she had not bean
moniloring tha Ktchenatte ar2a in the Rehab Unit
hecause the 'atchan did not serve feod fram the
stearn fables in that dining roum. Sho stated che
had notinupected the refngsrator on that unit 2nd
vould ot cresk to tive refriperator ncl having g
thermaoineter. She stated that she was unsure i
the reirigerator fell under the jurisdiction of
nursing or of the kitchan, but that il likely shauld
have been monitored by the kitchen staff.

Observalion of the ice chest in the dining area, on
12/16/15 at 1:45 PM, revealed the ice scoop
resting in the ice chest with the ice. There was
ne ice sceop holder an or around tne location of
the ice chest.

Interview with the Dietary Manager, on 12/15/15
at 4:45 PM, revealed staff should not havs left
scoops in the thickener or in the ice chests. This
could lead to baclerial cross contamination and
food borne ilinesses. The Dietary Manager
stated she recognized the garbage can did not
have alid an it

Observation of the kitchen sanitation, on 12/16/15

F 371
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at 1:50 PM, revealed staff did not test the
sanitatlon sink for the correct chemical sanitation
level prior to washing pcts and pans in the
kitchen. Kilchen staff was washing pcts and pans
in the three (3) compartment sink at the time of
the observation. During the course of the
sanitation tour, the Chef used a chemical strip to
test the chemical level in the sanitation sink. The
strip read the chemical sink measured at 10 parts
per milian (ppm). The slrip container stated the
correct chemical concentration should read
betwecn 150-400 ppm.

inlerview with the Chef further ravealed tha s e
¢ kitcher: stedf did not test and record the chemical
I gink for carrect sanitaion level  Ha stated ihe last|
recorded tesiing of the vanitation sink was in !
Gotober 2015, The Chaf used & test sirp o tast
2 chemlcal leva! and staled the test sivp read

&1 10 pprn when it should have read 150-4GC ppm,

"t After closer look at the test sirips, the Chet stated
the cherical strips tested for chiorine and the
kilchen used four-Juart cleaner: He stated ths
facility did not have test strips to test faur-quat
cleaner in the chemical sanitation sink and that
the kitchen staff could not have tested for correct
chemiical sanitation level in the sink.

Interview with the Dietary Marager, on 12/16/15
at 4:45 PM, revealed the kitchen used the wrong
slrips to test for the correct chemical laval in the
sanitation sink. She stated the staff had been
using sirips that test for chlorine and the facility
used Tour-quat. She statad that staf had been
using the test strips, but not documenting the
results and not reporting that the test strips were
not changing color. The facility did not have
four-quat test sirips.
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2. Observation of the Homestead dining
experience, on 12/16/15 at 11:5C AM, revealed
the Unit Manager serving food on wet dishes.
There were sight (8) wet plates and seven (7) wet
bowls utilized by the Unit Manager.

Intervisw with the Executive Chef, on 12M16HE at
11:52 AM_ revealed dishes should be dry; if the
dishas were wet it could be a breeding ground for
kacteria,

Observation of a lray delivery io the Transitiona!
Care Unlt (TCU; dining zirea, on 12/16/15at 1112
P, revealzd bvo (2) meal bnvs wers delivared to
lhe TCU dining ares hy the Scheculing Manags-
on awet cart

Interview with the Sanaduling Msaager, on
T2/19/15 at 1:42 PM, ravaaled she saw the
tletary slaf spray the cart off, nut the staf did not
dry the cart before she delivarad the trays.

Intarviaw with the Dietary Manger, on on 12/16/15
at 4:45 PM, revealed the plates may have been
wet if the kilchen staff did not let them sit long
enough to dry prior to stacking them. She stated
stacking wet plates created s breeding ground for
bacteria. The Dietary Manager stated these
sanitaion concerns put residants at risk of cross
contamination and food borne ilinesses

interview with the Administrator, on 12/1715 at
1:12 PM, revaaled the facility had previously
identifiad sanitation as an area of concern. He
also stated he was aware of the issues In the
kitchen bacause of the survey resulis from the
previous year. The Administrator stated he was
concerned that some of the identified issues
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remained. The Adminisirator stated he had
reviewed the food service auditing tool; however,
he had not been monitoring the actual fcod Fa31
setvice audite Yo ensure sanitation. He stated he )
had not asked ihe Dietary Manager for a copy of e The_e"pllrzd mfglcation fut'j
the audits to review. unsample r;sf EmtshH ;';1 l
F 431 | 483.60(b), (), {e) DRUG RECORDS, F 431 e
58=p LABEL/STORE DRUGS & BINLOGICALS .

The fachlity nust employ or obtain tne services of
4 licansad pharmacist who estatiishes a system
of records of receipt and disposition ot all
contrclied drugys in sufficient uelai’ 1o erable an
accurale recenciiiation; and determines that drug
records are In oreler and thal 2n account of all
vonirolled drugs is mainlained and periodically
ieconciad

Prugs and biologicels used in tha facility must ha
'abeled in ecsordance with curranily avtepled
professional principles, and includa the
appropriate accessory and cautionary
instrurctions, and the expiration date whan
applicable

In accordance with State and Federal laws, the
facility must store all drugs and biolegicals in -
locked cormpartments under proper temperature
contirols, and permit only authorized personnei to
have access lo the %evs.

The facil.tly must provide separately focked,
pertnanently afiixed compartmants for storage of
centrolled drugs listed in Schedule 1l of the |
Comprehensive Drug Abuse Prevention and |
|

Control Act of 1978 and other driigs subject to
abuse, except when the facilitly uses single unit
package drug distribution systems in which the

Marager on 12/16/201S. The
EDK box in the NF1 medication
room was secured with 2
numerated plasticseal by the !
Unit Manarer on 12/16/2015.

2. Al rasidents of the Tacllity hav
the potential to be affacted
The Unit Managers and or
pharmacy reprasentative
completed eLdits of ail
niedlcation carts on Lecember
306, 2015 10 ansure that explied
and or discontinued |
medications had bean removed
from fthe cart. Concerns

- idantifled were corrected upon
discovery.

The Unit Manager coverng
NF1, NF2, TCU and the
Homzstead Unit checked all
EDK boxas on December 16,
2015 to determiae If they were
locked and secured with a
numerated plastic szal. Areas
of concern were corracted
upon discovery.
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quantity stored is minimal and a missing dose can andon Pharrpacy
be readily detected. Representative conducted ra- -
education to ensure drugs and
biological: used in the facility
were not expired or
discontinued and that
Emergency Drug Kit [EDX) is
This REQUIREMENT s not met as evidericed S B T
by: plastic seal forﬁLIcense Nurses
Basad on observation, interview, and review of an January 19, 2016. Th? U
the facility's policy and procadures, it was ' educatlon covered medication
determined the facility failed lo ensure drugs and ordering and storing of
biclegical's usad in the facility were not expired or : medications to include facking
discantinuad for twa (2} of fourtzen (14) the EDK box. A post-test was
unsampled res:igents, Unsampled Resident H and completed after the re- \ll"'
Unsampled Resident |, and failed to £ssur2 anie education with a passir g score \7_, )
1) of one {1) Emergency Drug iUt {EDICG was of 95% gratled by the Directer B" |
sealed. ol Nurses or Nurse: Przctice
] : tducator to validate
The findings iaclude: understanding of the
infarmation presented  Stuff .
Review of the facility’s policy, regarding Storage not available during this :
and Expiraticn Dating of Drugs, Biologicals, timeframe including new hires :
Syringes, and Needles, dated 08/01/02 and with utiertation will complete
revised 05/16/11, revealed drugs, blolegicals, re-aducation with posc-iest
syringes, and needles would be stored under provided by the Diractor of
proper conditions ‘with regard to sanitation, Nurses or Nurse Practice
temperature, light, moisture, ventilation, Educator to validate
segregation, safety, security, and expiration dale understanding upon return to
as directed hy state and federal regulations and work,
manufacturer/supplier guidelines,
1. Observation of the medication cart on Nursing
Facility 1 (MF1), on 12/161 5 at 11:10 AM,
revealed expired and discontinued medications; a
narcotic and an antianxiely medication.
Unsampled Resident H's Tramadol 50 mg per
tablet had expired on 01/26/15. Unsampled
Resident I's Lorazepam 0.25 mg had been
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discontinued since 09/17/15. Both medications
weie on the NF1 medication cart at the time of
inspection and were available for use.

Interview with Licensed Practical Nurse (LPN) #3,
on 12/16/15 at 11:23 AM, revealed she
understood the process of disposal of
discentinued and expired narcotics and
antlanxiety medications, but kept the axpired and
discontinved medications in the cart. LPN #3
stated she was supposed ta inform the Unit
Manager, and/or the Director of Nursing (DON),
the medications would be signed out of the
narcotic book 2nd remicved from the cart. The
DON and nnother aurse were to destroy tha
axpred and discontinued medicaiions with a
witness.

Interview with the DON, on 12/16/15 at 3:50 PM, |
reveaied she vould pul! expired and discontinued
madications, Including narcotics and antianxiaty
medications, from the can at least monthly. She
would hava expected nurses to inform her about
expired and discontinued medications. The DON
stated ail medications sheuld have been dated
when opened te monitor for expired dates or
discontinued narcotics and antianxiety
medications. These medications shoutd have
been brought to her attention by the nurse.

2. Observation and inspection of the medication
room, on 12/16/15 at 9:23 AM, revealed the
Emergency Drug Kit (EDK) on N1 was not
seated with a numerated nlastic seal, Continued
Inspection of the process revealed the pharmacy
Emergency Box Usage Sheet (EBUS) was only
partially compieted and no seal number was
captured on the pharmacy EBUS.

Unit Managers will complete
audits of the rmedication carts
and medication roome to
daetermine

expired/discontinued

madication are remove and

EDK boxes are locked and
secured with a numerated

plastic sea) dally tirmes 2 weaks
including weekends, 2 times a
week times B weeks, weekly I
times 8 weeks, i-waekly times |
4 weeks and monthly for 1 |
ronth with corrective action

and re-education Lpon
dizuovery,

4. The Director of Nussing and o-
LIalt Managers will submita
suminary of the audit findings
for 6 months to the Quality
trmprovement Cormnmittee
consisting of the Administrator,
Assistant Adrolnistrator,
Director of Nursing, Activity
Director, Housekeeping
Supervisor, MDS Coordinator,
Maintenance Supervisor,
Director of Dining Servicas,
Health Intormation Manager
Coordinator, Social Service
Birector, Business Office
Manager and Medical Director

o
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Interview with LPN #2, on 12/16/15 at 10:25 AM, ;
revealed the unsealed EDK box had to be sealed
with a plastic seal thal was numeraled. LPN #2
stated the number on the seal assured tracking of
the times the EDK biox had been opened for the
facility and pharmacy to assure availability of
emergency medicalions. The nurse slated the for any additional follow-up
number had to be placed on a pharmacy and/or in-servicing needs until
Emergency Box Usage Sheet (EBUS) on the the lssue s resolved and
bottom, after resealing the EDK box. LPN #2 cngoing thereafter
continued ic state the sheet would be faxed to the '
pharmacy with the number. Further observation Fa41
and interview with LPN £2 revesled the EBUS, !
dated 12/03/13 and collected an 12/16/15 at 1. Residents # 8 and unsampled
10:35 AM, hac no seal number recarded. resldents J and K were ra-
assessed i 2
Interview with the DON, on 12M6/15 at 4:20 PM, fori|gns ::ddstﬁ.e;lﬁs”oufrs" \\u
revaained the would have expedtsd nurses to Infaction on January 26, 2015 \’5
" | fellow the procass of saaling the EDK box and No changes were hoted from
¢+ i recording the rumber of the sea! on the residents’ # 2 and unsampled
¢ | pharmacy Emargency Box Usage Sheet. The tesidents ) and Ks’ baseline
DON staled she was nct aware the nurses were Residant # 25 is no longer
rot following the process. The DON slaled she resides in the facility. LPN # 13
only started there in October of 2015 and she will receive ré-edﬁcatlon.upor
was out of the facility for 2 weeks for her iraining. return to work by the Unlt
F 4411 483.65 INFECTION CONTROL, PREVENT F 441 Manager and or Nurse Pyactice
§s=E | SPREAD, LINENS Educator regarding aseptic
techni i
The facility must establish and maintain an cathetg:tia“r{: :?1: :2::':5
Infection Contiol Prograin designed to provids a check that indwe'ling catherar
safe, sanitary and comfortable environment and drainage bags are covered and
lo help prevent the development and transmiission off the floor.
of disease and infection. LPN # 1 received re- education
) cn December 16, 2015 by Unit
(@) Infestion Control Program .
The facility must establish an Intection Control mir;dﬁséi;eng:ﬁ:ﬁ: .
Frogram under which it - medication pass
(1) Investigates, controls, and prevents infections )

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:XNBO11

Facility |D: 100503

If continuation sheel Page 93 of 102




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/20/2016
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT QOF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
185301 B. WING 12/30/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
4604 LOWE RD

LA S LOUISVILLE, KY 40220
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 | continued From page 93 F 441 2. All residents of the facllity have
; ; the potential to be affected.
i, the f:-fClIil)n The Director of Nursing, Unit
(2) Decides what procedures, such as Isolation, Mana dorN
. PR Eers and of iNurse
should be applied to an individuai resident; anq Practice Educator completed
(3) 'Malnta:ns arecord of incidents and carrective rounds of all units on January
“ actions related to infections. 22, 2016 to determine
(b) Preventing Spread of Infection R R L
(1) When the infection Control Program practied with all re
: to inciude urinary catheter care
determines that a resident needs isolation to I tic technique. durin
prevent the spread of infection, the facility must - L P
' isolate the resident. medication pass and all
{2} The facility must nrohibit emnlovess with a residents with urinary cait heters
communicable disease or infected skin lesions | O = i
irom direct contact with residents or their food, if LU G T dral"age
direct contact will transimit the disease. t:ags O
(3) The faciiily raust require staff to wash their Lo el SRl T
hands afier rach direct resident eontact for which L et TG IR
hand washing is indicated by accepted 3. The Nurse Practice Educator
r.rofessional practice. and or Director of Nursing ra- \V
. . educated the Nursing \’b
5, h(c}Liners Department regarding the need
+*| Personne! must handle, stere, process and i tn establish and malntain an
*| transport linens so as 1o prevent the spread of Infection Contro! Program
infection. designed to provide a safe,
sanitary and comfortable
environment and to help
prevent the developrnent and
transmission of disease and
infection including appropriate
hand hyglene, urinary catheter
This STANDARD is nol met as avidanced by care using aseptic technique,
8ased on ohservation, interviews, f'eoord raview, and maintaining indweiling
and review of the facility’s policies, it was . catheter drainage bags are
determined the facilily failed tc implement their covered and off the floor on or
infection control practices to prevent the before Febiuary 12, 2016. A
development and transmission of post-test was given at the time
diseasafinfection during the medication pass and of the re-education with a
catheter care for two (2) out of thirly-seven (37) passing score of 95% graded by
sampled residents, (Residents #8 and #25) and : the Diractor of Nurses or Nurse
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: XNBO11 Factity ID Practice Educator to validate et Page 94 of 102
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F 441 | Continued From page 94 E 444

j iieep the droinays bag below ihe invel of the

two (2) unsampled residents {Unsampled
Residents J and iK).

The findings include:

Review of the facility's policy regarding Hand
iHyqiene, sffeclive since revised on 10/01/13,
revealed adherence to hand hygiene practices
was maintairied by all personnel. This included
hand washing with soap and wate; 'when hands
were visiiiy soiled and the use of alcohol based
hand rubs for routine decontamination in clinical
siualions.

Peview c.:' the fazhity's policy rega:ding Indweling |
Vatetsr Care, revised £1/02/44, ravealzd '
inat, ULIIOI.a lo secure ha o *'ne.ar 3 u.r.-:ng and to

&pai‘ents bleddz: and off the flagr, d

.:,ji Cbservation of catheler care for Resldent #8,
»ou 12717115 at 3:25 PIA, with Licanz2d Practical
Murse (LPN) #18 revealed the nurse complated
ihe cathoter care using aseplic technique.  *~
Howaver, once the cleaning had been completed,
the nurse used the same gloves to touch the
drainage bag, iben levched the resident's arm,
leg, bed remole, and call ligh: without removal of
sciled gloves and performing hand hygiene. In
addition, the nurse washed out the dirty basin
used to clean the catheter with the zame g'oves,
lnuched lhe drainage beg again, touched the
resident’s privacy curtzin before she removed the
soiled gloves and washed her hands with soap
and water.

Interview with LPN #18 (at the time of the
observation) revealad she had not noticed she-
had kept the soiled gloves on after catheter care

not available during this
timeframe Including new hires
with orientaticn will completa
reeducation with a posttest to
validate understanding upon
return to work.

Tha Director of Nursing, Unit
Marnager and or the Nurse
Practice Educator will conduct
visual observation audits aver
all three shifts dally times 2
vieeks including weekends thei g
3tmes a week for 2 weaks,
weakly for 8 weeks, bi- waskly
for & weeks then monthly for 1
month to ansure thay
appropriate hand hyzizne,
vrinary catheter care esing
azaptic techrique, indwalling
catheter drainage begs are
covered and off the flaor Lo
prevent the spread of infection.
Concerns will be corracted
ugon discovery,

\1:\\[’z
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i

and touched all those items. She slated she was
a litle nervous and did not pay aitention to
details.

Additionally, observation of Resident #8, on
12/16/15 at 7:52 AM, reveaied the resident sitting
on the side of Ihe bed awaiting breakfast. The
resident's catheter's drainage bag was laying on
the flaor. On 12/17/15 at 8:05 AM, observation
revealed the drainage bag was again laying on
the floor.

intarview with Resident #8, un 1211715 at 807

4, revealer the drainage bsg had been laying
or the floor for some time, The residan! stated
thex stait had not instrusted e o keep the
naz off the floor

! *_ﬁ ilarview wilh Carbfiad Nursing Assislant (CHA)
21 o 12/17H5 at 825 AMi, revealed e had

Provided bowel incontinent caie for the resident
and had noticed the urinary catheter bag laying
on the finor. He staled the drainage bag vias not
sunposed to ba on thedlcorr He sald this was the
first time he had checked on the resident and
observed the drainage bag on the floor. He slated
it was the rolicy of the facility io either anchor the
dralnage bag to the bed or place it in a wash
basin.

Interviovs with LPN #18 (Pesidunt #&'= nurszs), on
13/17/15 at £:35 AMi, vevealed she had not
looked at the indwelling catheter and had naot
ohserved {he drainage bag on the floor. She
stated catheter drainage bags are supposed to be
anchored te the bed frame and off the floor. if on
the fioor, this could place the resident at risk for
infections.

4.  The Director of Nursing and or
Nurse Practice Educator wilj
submit a summary of the audit
finding manthly for 6 months
to the Quality Impravement
Commlitee consisting of the
Administrator, Assistant
Administrator, Director of
Nursing, Actlvity Director,
Housakeeping Supervisor, MDS
Ceordinator, Matitenanca
Superssor, Director of Dining
Services, {tealth Information
Manager Coordinator, Sucind
Service Ditector, Business
Oihce Manzgar and [adical
Director for any additiona!
foliow up end/nr in-seivicing
needs untii the issue Is resuived
and ongoing theraafter,
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Continued From page 96

interview with Nursing Facility 2 (NF2) Unit
Manager, on 12/17/15 at 8:42 AM, revealad sho
conducled walking reunds and looks for catheter
bags on the fioor. She stated Residant #6 would
transfer self to the Led from the wheelchair and
would not always anctier the cathater bag to the
bed. She stated tha resident's catheter bag was
cften cbserved on the floor and she had to
remind the resident to keep it off the floor. She
stated each shift was supposed to perform
vaiking rovnds and give report 1o the staff
stariing the work shift, She steted the resident
currandly o VRE {Vanaymicn Resistani
Erterecoczug) in hislher urine that raquirag i
trestmant onr wonld be At dsk for addilisna; |
nfecuons i the draipage bag was on tha flaor,

Feview of the ciinical record for Residant g8
lravealeg the facuty admulied fne resident an I
| O71G/15 with a diagnoses of Neurogenic Bladder

{ with the use of an inowelling cathetz The dlinical
reciord revealed the izsidant was in the hospital
from Q0121118 to 10111715 for MRSA
iMathicilin-resistont Slaphyloceceus aureus) iri
the UJrine and Sepsis. The recard revealed ihe
resident experienced another UTI (Urinary tract
infection) an 11/23/15 that required antibiotiz
treatment. On 12/10/15, a Urinalysis and Culture
revesled the resident had VRE in hisfher urine.
Intravenous antibiotic madications were ordzared
and continueed througn the survey,

2. Ohservalion of Resident #25 sitling in 5
wheelchair in the hallway, on 12/17/15 at 9:40 AM
and 1:20 PM, revealed the resident had an
indwelling catheter attached to a drainage bag
and hung from the wheelchair. The drainage bag
was noted to be in direct conlact with the fioor on

F 441

INTENTIONALLY LEFT 3LANK
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both ohservations,

Interview with Certifiad Nursing Assistant (CHA)
#9, on 12715 at 2:26 PM, revealed indwelling
catheter drainage bags were not supposad o be
In conitact with the floor. She staied she had
been irained by the facility that this could cause
contamination and the resident could get an
infection.

Interview with LPN #3, on 12M7/15 at 2:41 P,
revealed indwelling catheter drainage bags could
not be in contact with the Jecr as this could nause INTENTIONALLY LEFT BLANK
a scrioys infecton. She slated siaff wero trained
to ensure cefety with cathaler use.

4. Ohservation diving tha medicaben pass, an | |
12016075 at 8:13 AN, revealod | BN #1 did not i
praclice hand nygiene belora, duiing, or afier
m2adicaiion pass betwee. two (2] unsampled
resldents..i'nsainplec Residert .} and Unsamypled
i Rasldeni k.

interview with LPN-#1, on 12/16/15 at 10:20 AM,
revealed she did not utilize hand hyglene during
the medication pass. The nurse stated she did
nat wash her hands; however, she kriew she
shouid have. The nurse further stated she
normally sanitized her hards; however, she 1
confirmed she did not sanitize her hands either.

interview with the Director of Nursing (DON), on
12/18/2015 at 4:.06 PM, revealed she 2xpected
the nurses to uilize all medication rights,
including knocking on duars, explaining
medications to residents, administering
medications and washing hands. The DON
expected nurses to usa hand hygiene before and
after giving medications, as well as before and
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after contact with any residents.
Further interview with the DON revealed that had
she known the nurses had not washed or
sanitized their hands, this would have provided
for a teachable moment. The DON stated the
tack of hand hyglene or sanitizing could cause an _—
infaction.
A plan of action was daveloped and
F5201 483.75(0)(1) QAA o F 520 implemented by the Quality
$5=F | COMMITTEE-MEMBERS/MEET Improvement Cormittee to comrect
QUARTERLY/PLANS identified quality issves and concerns. A
Quality Improvement Committee
Afaciilly must maintain a quality assessment and :‘EE“"E':" #s ';Fld o;! Jalrl u?r:i-"’ 291:. 0
assurance committee consisting of the director of :custs.t gac d"m P al:' rciuding auc 't:'
nursing services; a physician designated by the ecucation, and compliance monitoring. !
feciiity, and 2t least 3 other members of the )
: cliit;' . ".tai;. ' The Nursing Home Administrator (NHA) \\‘t
e conducted an “ad hoc” Quality \73
The quality assessment and assurance Improvement Cornmittee meeting on
commitlee-meets at least quarterly to Identify January 4, 2016 to address the identified
issues with respect to which quality assessment . quallty Issues cited at F271.
and assurance aclivities are necessary; and . ] I
develops and implements appropriate plans of - The Ma“ag_‘f" of Clinical Operatians or
action to correct identified quality deficiencles. Reglonal Vice Presidant of Operations re-
educated NHA on December 31, 2015
AStats or the Secretary may not require who will re-educate the IDT on the
disclosure of the records of such committee Quality improvement Commitree frocess
except insofar as such disclosure is related to the on or before tanuary 8, 2016,
compliance of such committee with the
requirements of this secticn. The governing body will ensure that the
facllity is administered In 2 manner that
Good faith aliempts by the committes to identify enable It to the use its resources
and correct qualily deficiencies will not be used as effectively and efficiently to attaln or
a basis for sanations. maintain the highest practicable physical,
mental and psychasocial well-being of
each residenit.
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. 1. Onbecember 17, 2015 the
F 520 | Continued From page 99 F 520 Director of Dining Services
‘L!,'his REQUIREMENT is not met as evidenced and/or Executive Chef
Y-

Based on abservation, interview, record review
and policy review, it was determined the facility
failed to meet quarterly to identify issues with
raspect lo deficient praclice and to ensure audits
were conducled that were included in prior plans
of corrections, The facility had been cited at F371
for one (1) Standard survey on 10/30/14 and one
(1) Abbreviated survey on 04/30/15. {Refer to
F371) In addition, the facility failed to hold Quality
Assurance (QA) meaetings since 08/15/15.

The findings include:

Review of the facility's Quality improvement
Process, revised 04/01/03, ravealed the facility
would implement an ongolng Quality
tmprovement (Ql) Process. The Quality
Improvement Commiitee (QIC) would be
compased of the Administralor, Director of
Mursing, Medical Director, and Representatives
from each department. The GIC would incet at
least ten (10) imes annually, preferably monthly,
to monitor quality within the center, Identify
issues, and develop and implement appropriate
plans of action to correct identified quality
deficiencies. The QIC was responsible to review
key clinical events, survey results and plans of
correction, the process which were known to be
high risk, high volume, or problem prone, and are
known to jeopardize the safety of customers and
complainants.

Review of the last Standard survey, dated
10/30/14, revealed the facility was cited for not
labeling and dating food items in the refrigerator.

Review of the Plan of Correction (POC) from the

completed abservation of the
dietary department to ensure
that 1) the fioor and equipment |
were clean; food items were
covered, labeled and dated;

and refrigerators contained !
thermometers both in the

kitchen and on the units, 2)
Dietary steff changed gloves i
with appropriate handwashing
between tasks and staff
contained hair and beards in
protectors, 3) thera were no
scoops left in containers or in
theice cnest, 4) the garbage

can had a lid, and 5) there wera \b
Quat chemical test strips \\']7
available for the three a'
compartment sink and the
dishes and carts were
completely alr dry prior to meal
service with corrective action
upon discovery.

2. Allresidents of the facility who
consume meals prepared from
the kitchen have the potential
to Le affected. On December
17,2015, the Director of Dining
Services and or Exacutive Chef
completed observation of the
dietary department to ensure
that 1) the floor and equipment
were clean; food items were
covered, labeled or dated; and
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refrigerators contained
F 5201 Continued From page 100 F 520 thermometers both in the

Standard survey, dated 10/30/14, revealed lhe
Dietary Manager would complete sanitation
audits, which included the checking of unlabeled
food in refrigerators and cleanliness of the
kitchen for lwenty-four (24) weeks, The audits
would be submitted to the QIC for further review
and recommendations.

Review of a complaint invesligation, dated
04/30/15, vevealed the facility was not recording
ihe temperatures of food items before service,

Review of the Pian of Carrection from the
Complaint survey, dated 04/30/15, revealed tha
Dietary Cooks and Servers would complete daily
focd tamperalure logs on fuod bars and hall travs,
The Adsninistrator, Assistant Admin'strator,
Diatary Manager would conduct meal service
audits, seven (7) days per waek for two (2)
weeks, three (3} days per week for two {2) weeks,
weekly for five (5) weeks and then monthly
theraafter. The Administrator would track the
results of the audils. Rasults of the audits would
be submilied tu the monthly QIT for further
review and recommendations for six (6) months,

Review of the signalures to the QI meetings,
revealed the Administrator had only conducted
one {1) Ql meeting on 08/10/15. The
Administrator was to audit food temperature logs
into October of 2015.

Observations of the kitchen, on 12/15/15 at 8:10
AM; on 12/16/15 at 11:00 AM; on 12/16/15 at 1:50
PM; of the Rehabilitation Unit on 12/16/15 at 1.30
PM; and, of the ice chest in the dining area on
12/16/15 at 1:45 PM, revealed dirty floars and
equipment, spills, thermometers missing in the
refrigerators, foods and liquids not covered,

kitchen and on the units, 2)
Dietary staff changed gloves
with appropriate handwashing
between tasks and staff
contained hair and beards in
protectors, 3) there were no
scoops left in containers or in
the ice chest, 4) the garbage
can had a lid, and 5) there were
Quat chemical test strips
available for the three
compaitment sink and the
dishes and carts were
completely air dry prior to meal
service with corrective action
upen discevery.

On January 28, 2016 The
Director of Dining Servicas
and/or Executive Chef provided
reeducation to ail dietary
employees to ensure that the
facllity would maintain the
Food and Nutrition Service
Department in a clean and
sanitary manner to ensure food
and beverages were stored,
prepared, and served in a clean
and sanitary environment with
@ posttest completed to
validate understanding with a
passing score of 95% graded by
the Director of Dining Servicas
and/or Executive Chef, Staff
not avallable during this
timeframe including new hires
with orientation will complete

&
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provided by the Director of
F 520 | Continued From page 101 F 520 Dining Services or Executive
labeled or dated, and a large garbage can in the Chef to validate understanding
kitchen with no lid. Employees did not perform upon return to work. -
hand hygiene or change gloves between tasks.
Kitchen employees did not properly restrain their The Director of Dining Services
halr. A scoop was left In a food container. The ice and or Executive Chef and or
scoop was resling in the ice chest with the ice Manager on Duty and or
and there was no holder for the scoop. Staif did Assistant Administrator will
not test the sanitation sink for the correct complete audits at each meal
cnemical sanitation level with the correct test service (3 times per day) times
strips pricr to washing pots and pans in the 2 wezks to include weekends, ¢
kitchen. thien daily times 2 weeks, then
Interview with the Administrator, on 12/17/15 at SO zkwee':‘
1:45 PM, revaaled he had one only Qi meeting then wealdy for 8 weeks an
since he had hean the Administrator. He stated manthly for 3 montks and thea
the committee was to review items sush as as determined by the Quality
infacticns, weight loss, and hospitalizations, falis improvement Committea to \\,Q
and incidents, housekeeping, mairlenance, ensure that 1) the floor and qj
dietary conceins and any policies and procedures equipment are clean; foor \
that neegdd to ba addressed. The Administrator iterns are covered, labeled or
staled hehad no rezson or explanation as to wiy dated; and refrigerators
the QIC had nat met, The Administralor stated he
had no idea that labeling and daiing of food items contain thermometetrs both in
had been a problem during the 13/30/14 and the kiichea and on the units, 2}
04/30/15 surveys. The Adminisiralor stated that Dietary staff change plovas with
label and daling of food was a safety issue for the appropriate handwashing
residents to ensure that the foud was not spoiled. between tasks and staff have
Tine Administrator stated there had not been any hair and beards In protectars,
signs or symptoms of food borne iliness. The 3) there are no scoops left in
Adrainistrator sga‘lted he had not completed any of Ty e e
the audits specified in the POC and if he would ) the garbage can has a Iid
hava had a Qlf meeting, he would have identified ULl !
the temperature logs had not been completed as and 5) there were Quat
outlined in the plan of correction from the April chemical test strips avallable _
2015 Complaint survey. for tha thrae compartment sink
and the dishes and carts were
completely air dry prior to meal
service with corrective action
upen discovery.
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The Director of Dining Services

and or Executive Chef will

submit a summary of the audit

findings for 6 months to the

Quality Improvement
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Housekeeping Supervisor, MDS

Coordinator, Maintenance u
Supervisor, Director of Dining \\
Services, Health Information 9\\%
Manager Coordinator, Soclal

Service Director, Busiress

Cffice Manager and Medical
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and ongoing theraafter.
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PLAN APPROVAL: 1978, 1980, 1988
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) story, Type lI
unprotecled,

SMOKE COMPARTMENTS: Twelve (12) smoke
compartments,

FIRE ALARM: Complete fire alarm system with
heat and smoke deleciors,

SPRINKLER SYSTEM: Complete automatic,
sprinkler system; hydraulically designed.

GENERATORS: Two (2) new, 400 KW, Type ll
generators, installed in May of 2014, fuel source
is dlesel.

dry

A Recertification Life Safety Code Survey, ulilizing
the 27868 Short Form, was conducted on
12/15/18. The facility was found not In
compliance with the Requirements for
Participation in Medicare and Medicaid.
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K 000 | INITIAL COMMENTS K000

The Regis Woods Center provides this
plan of correction without admitting or
danying the validity or existence of the
alleged deficiencies. The plan of
carraction is prepared and executed
because it Is required by federal and
state law.

| RECEIVE]

OFFICE OF INSPECTGR GENER

JVBICK JF ~EAL e TaE "ACIITES AND 5

The findings that follow demonstrate s
noncompliance with Tille 42, Code of Federa!
Regulations, 483.70(a) et seq. {Life Safety from
4 - Fa / 2
onﬂm DIRECTOR'S PR PROYIDER/SUPPLIER REPRESENYATIVE'S SIGNATURE (XB) DA

Any defiefency slalement endi
other safeguards provide suffikiént protection to the patients.
fallowing the date of survey whether or not a plan

program parlicipation,

Willf an aslerisk (*) denotes a deficlency which the institution may
(Seainstructions.) Excepl for nursing homes,

of corraction Is provided. For nursing homes, the above findings and plans of correction
days loflowing the date these documents are made avallabla to the facility. If deficiencles are clted, an ap

m correcting praviding It Is determined that
tha findings slaled above are disciosabla 90 days
are disclosable 14
proved plan of coneclion Is requisile to continued
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K000 Continued From page 1 K000 o5
Fire).
On January 7, 2016 the Maintenance
Deficiencies were cited with the highest Director inltiated request for quotes to
deficiency idenlified at an F lovel. install automatic sprinkler coverage for
K056 | NFPA 101 LIFE SAFETY CODE STANDARD KO56|  Entrance Aand Entrance B. A scheduled
§S=F assessment occurred on January 27, 2016
if there is an automatic sprinkler system, it Is and quote will be obtained on January
installed in accordance with NFPA 13, Standard 29, 2016 by a sprinkler company.
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the All residents of the facility have the
building. The system is properly maintained in potential of being affected. The facility
accordance Wiﬁ] NFPA 285, Standard for the Maintenance Director completed visual
Inspeclion, Testing, and Maintenance of observations of both Entrance A and \?
Water-Based Fire Protection Systems. It is fully Entrance B on 12/16/2015 with no \\
supervised, There s a reliable, adequate water additional concerns identified. On \"5

suppiy for the systern. Required sprinkler
systems are equipped with waler flow and tamper
switches, which are electrically connecled to the
building fire alarm system.  19.3.5

This STANDARD is not met as evidenced by:
Based on observalion and interview, it was
determined the facility failed to ensure the
building had a complele sprinkler system in
accordance with Natlonal Fire Protection
Assoclation (NFPA) Standards. The deficiency
had the potential to affect each of the twelve {12)
smoke compariments on the residents, staff, and
visitors, The facllity has one-hundred and
eighty-six (188) certified beds and the census

1/19/16 the maintenance director
audited all entrances per NFPA 13
requirements. No other areas of
concerns identified

The Regional Property Manager re-
educated the Malntenance Director and
Maintenance Assistant on 1/19/16 in
regards to NFPA 25 18.3.5 requirements
for full sprinkler coverage. A posttest was
administered to validate understanding.

Estimated completion by February 5,
2016. The Property Manager and the
Administrator will overzee the project to
completion. The Administrator will keep
the Life Safety office appraised during

this time via emall.
was one-hundrad and seventy-seven (177) on the
day of the survey.
The findings include:
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