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F 000 | INITIAL COMMENTS F 000
A standard health survey was conducted on
11/11-13/45. Deficient practice was identified with
the highest scope and severity at "D" level. F282
F 282 | 483.20(k}{3)(il} SERVICES BY QUALIFIED F2az! / (z / 7/
55=D | PERSONS/PER CARE PLAN i Corractive actlon accomplished for A3/15"
residents found to be affected by
The services provided or arranged by the facility deficient practice:
Wl AL Ll S L s Ol On 1114115, Nurses were noified of the
aceordance with each resident's written plan of deficient practica of fallure to follow the
care. care plan related to assessment and
treatment of pain. The current Pain
This REQUIREMENT is not met as evidenced Management policy and procedure was
. reviewed by nursing staff working and
Based on cbservation, inlsrview, racord review, their understanding Ve"ﬁe'j by signature,
] and review of the fad“ty Po'icies. it was The Director of Nl.ll'sing instructed Nurse
| datermined the faciity failed to impiemant care Supervisors to essess Resident #3 for
plan infervantions ralated to pain management for signs or symptoms of pain through
ona (1) of fifteen (15) samplad residents observation and verbal report as stated in
{Resident #3). Fadility staff failed to provide care the care plan. Nurses were also
plan interventions during wound care for Resldent instructed to pre-medicate Resident #3
#3 regarding pain management. 1 prior to wound care treaiment if routine
! pain medication was not recently given,
The findings Include; !
- Identify other residents having
Review of the facility PO"CV. Resident potential to be affected hy deficlent
Assessment and Care Plan Policy and ;
Procedure," with a revision date of 11/11/14, E?E?SZ; Nurse and Medication Aide
revealed that the care plan development process fity As Audits will ba
included selecting interventions and planning care Quality sur_ance_ wi
to identify and implement interventions and conducted fo identify other residents
treatment to address the resident's physical, having potential to be affected '?Y
functional, and psychosoctal needs, concarns, deficlent practice, The QA Audit lool (see
problems, and risks. !t further directs Attachment A) is designed to ensure Pain
"Interdisciplinary Team Staff compieting the MDS Management Policy is followed
(Minimum Data Set) and CAA (Care Area appropriately and in compliance with the
Assossmant) process are responsibla for care Residant Care Plan, These QA Audits
will e aversesn by the Diracior of
LABORATONY DIRECTOR'S OR PRDVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) OATE
L AXIA R/ 5™

Any daficlancy statamant ending with an astarisk {*) danates 8 deficiancy which the institution may be excused from corracting providing it is detamminad that
wthor safoguards provido aufficlont pratostion to {he pafients . {Soe instructions,) Excopt for nuratng hames, the findings stated abovo are disciosabie 90 days
following the date of survay whether or not & plan of correstion Is provitod, For nursing homes, tho abeve findings and plans of corraction aro disclosable 14
days lollowing the dale hess documants are made avallabie ta tha faclity, If defiziensies ara cled, an approved plan of comaction Is requisite to continued
program participation.
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Nursing and the Quality Assurance
F 282 Continued From page 1 F282| Coordinator. The Director of Nursing will
planning problems, goals and Interventions for schedule the Audits to monitor
their assigned areas.” compliance with the Resident Cara Plan,
pain management, and infection control
Review of the medical record revezled the facility procedures, The QA Audits will observe
admitted Resldent #3 on 08/21/07 with diagnoses various restdent treatments and
of Chfonic Obslrucﬂve Pulmonal'y Disaase, procedures. lncludlng mund care' to
Borderline Diabetes Mellitus, Parkinson's assess staff compliance with the Resident
DISBESB, Osiﬂuaﬂhriﬂsl and Osteopomsis. Care Plan and lo idenufy If Othel'
Review of the Significant Change Comprehensive residents are affected by this deficit
Assessment dated 09/23/15, revesaled the facliity clice. QA Audits will be conductad
assessed Resldent #3 to not be Interviewable, 2[?93& ‘50% of Llcensle d N:;: anc d e
Actording to the Minimum Data Sat (MDS), the
facility assessed Resident 43 to have 1o skin Medication Aide staff by 12/23/15 and the
breakdown; however, the resident was assessed remaining staff by 1/23/16. Failed
to be at risk for the development of pressure compliance will result in re-training and
ulsers. In eddition, the MDS revealed Resident future QA Audits,
#3 racelved scheduled pain madication and as
needed (FRN) medication for pain management. Measures put into place or systemic
changes made to ensure deficlont
Further medical record reviaw revealed Resident practice wili not recur:
#3 was placed on palliative care related to Resident Assessment and Care Plan
dlagnosis of End Stage Lung Disease on Policy and Procedure (see Attachment B)
Assessment Record revealed the realdent was participate In the Resident Care Plan
also noted to have developed a Stage | pressure meeting slong with the Interdisciplinary
uler on 10/06/15. Team, resident, and heslth care
Raview of the Comprehensive Care Plan dated surrogqte ar family membe{. The I}Iurse
09/03/15 revealed the facllity had developed a Supervisor will actively participate in the
cara plan to address the provision of palliative assessment process and the
care including interventions to assess for signs development of the Resident Care Plan.
and symptoms of paln through cbservation and The Administrator notified the Nurse
verbat report and to administer pain medications Supervisors of the policy update and the
as ordered by tha physician. expeciation of their attendance and
participation in the Resldent Care Plan
Review of the Medical Record revealed the meeting, The Administrator will monitor
physiclan had prescribed Roxanol {narcotic pain for compliance beginning on 1211115,
mediation) twice daily and Oxyecodone (narcotic
pain medication) every six hours routinely for
FORM CMS5.2807(02-79) Provious Wisrzlann Ohacioin Event I0: QTT611 Factlly ID; 100430 it continuation sheel Page 2 of 10
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Pain Management Policy and Procedure
F 282 | Continued From page 2 F282] (see Attachment C) updated to include
pain, In sddiien, the physiclan had also routine assessment of pain, addressing
prescribed Roxano! avary four hours as needed path on the resident care plan when
for pain and Oxycodone every six hours as indicaled, dally assessment of pain,
needed for pain, Review of the Medication verbal and non-verbal indicators of pain,
Administration Recerd (MAR) revealad the non-pharmacologic options, monitoring
rasident had racaived the scheduled Roxanol and the effectiveness of pain medication or
Oxycodone at 8:00 AM on 11/12/15. freatment, and documentation. The
Observation of wound care on 11/12/15 at 9580 L‘E’AZ?:;?:? plg\fvacigg (22:1 Altachment
AM revesaled Resldent #3 hed a Stage Il pressure D) wil asslst KMAs and Nurses {o assess
ulcer to the right heel. Further observation . - >
revesled Licensed Practical Nurse (LPN) #1 pain appropriately with numeric rating
attempted to remove the soiled dressing from the scale, which is considerad a best practice
right heel; however, the dressing had adhered to for long term care, fo monitor the
the wound due to drainzge. LPN #1 proceeded to effectiveness of PRN and scheduled pain
soak the wound with normal saline and gauze medications. The Director of Nursing
and 1o pull the dressing from the resident's right provided education and training to
heel, Resldant#3 was obsarved to moan and to Licensed Nursing Staff and Medication
make facial grimaces during this procedure., The Aldes on the updated Pain Management
surveyor asked Residant #3 if this caused pain Policy, best practices In pain assessment,
and the resident replied, "Yas." LPN #1 continued use of the Numeric Raling Scale, and
to pull at tha soiled dressing in an attempt to implementation of the PRN Pain
However, thera was no evidence the LPN Training will be completed on 121215
Identifled or assessed Rasident #3 for avidance and the Director of Nursing will
. X g will monitor
of pain prior to or during the dressing change. for comollance with the QA Audit tool
Review of the Medication Administration Record P -
(MAR) indicatad the rasident had not received
PRN pain medication since 8:00 PM on 11/11/15. Plans to monitar performance to
ensure solutions aro sustained;
Interview with LPN #1 on 11/12/15 at 4:30 PM Licansed Nurse and Medication Aide
ravaalad she was unaware of a policy regarding Quality Assurance Audits wil be utlized
tha assassmant of pain. Whaen asked how she {o manitor performance and compliance
assessed pain prior fo wound care, LPN #1 with the Resident Care Plan and that Pain
stated she usually attemptad te plan wound care Management interventions are folfowed
within an hour of Resident #3 racaiving his/her appropriately. These QA Audits will be
regular morning dose of pain medication, LPN #1 overseen by the Director of Nursing and
further stated she should have stopped and the Quality Assurance Coordinator, The
asked the madication nurse about pain Director of Nursing will review the QA
FORM CMS-2867(02-98) Proviews Varslons Obsolats Event ID:Q7TSN) Fechny ID: 100429 If eentnuaton sheet Page 3 of 10
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Audits to ensure continued compliance.
F 282 | Continued From page 3 F282| The Quality Assurance Coardinator will
medication for Resident #3 before continuing collect data from the QA Audit tool for
wound care. tracking and monitoring of trends or
palterns.
During interview with the Director of Nuraing
(DON) on 11/13/15 at 8:25 PM, shae stated pain
assessments are done weekly during medication
pass and during MDS assessment. The pain
managemant care plan is devaloped accordingly,
She further stated staff had not reported any
prablems regarding these assessments. The
DON staled she was not aware if anyone F309 )2 /
monitors tha MAR to ensura pain is assessed or Corrective action accomplished for 23//5'
documentad., residents found to be affectad by
F 309 | 483.25 PROVIDE CARE/SERVICES FOR Fao9| deficlent practice:
58=0 | HIGHEST WELL BEING On 11/14H5, Nurses were notified of the
deficient practice of failure fo follow the
Each resident must receive and the facility must care plan releted to essessment and
provide the nacessary care and services to attain treatment of pain, The current Pain
or maintain {he highast practicabla physical, Management policy and procedure was
mentsl, and psychosocial well-being, in reviewed by nursing staff working and
accordance with the comprehensive assessmant their understanding verified by signature.
LR LETICE The Direclor of Nursing Instructed Nurse
Supervisors to assess Resident #3 for
signs or symptoms of pain through
observation and verbal report as stated in
This REQUIREMENT Is not met as evidenced the care plan. Nurses were aiso
by: instructed to pre-medicate Resident #3
Based on absarvation, intarview, racord raview, prior to wound care treatment if routine
and facility policy review, the facility failed to pain medication was not recently given.
pravide the necessary care and services to attaln
or malntain the highest practicable physical, Identify other resldents having
mental, and psychosocial well-being, in potential to he affected by deficient
accordance with the comprahansive assessment practice:
and plan of care for one (1) of fifteen (15) Licensed Nurse and Medication Aide
sampled residents (Reskdent #3) related to pain, Quality Assurance Audits will be
Observation of wound care on 11/12/15 for conducted to identlfy other residents
Resident #3 revealed facility staff felled to provide having potential to be affected by
H | frr
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Attachment A) I designed to ensure Pain
F 308 | Continued From page 4 Faoa| Management Palicy is followed
<y .
paln mansgement during wound care according appropriately and in compltance with the
to the faclity policy and the resident's care plan. Resident Care Plan. These QA Audits
will be overseen by the Director of
The findings include: Nursing and the Quality Assurance
Coordinator. The Director of Nursing will
Review of the facility policy, "Pain Management,” schedule the Audits io monitor
undated, revealed the purpose of the policy was compliance with the Resident Care Plan,
to ensure the resident is "monitored and treated pain management, and infection control
to manage end/or alleviate pain,” The polley : o
stated "daily resident pain avaluation is compilated pm%edum;a;l':tetr?ﬂ n-ﬁm;t:a‘:?g observe
during the medication pass” and the resident is L uds iy incl d'a an d
asked to describe any pain as mild, moderata, or proce ure."., ncluding wound care, to
severe. The policy directad that the resident ba monitar pain assessment, management,
re-evaluated cne to two hours after pain and reassessment to monitor _
medication is given to determine effectiveness eflactiveness of infervention. QA Audils
and for staff to document pain severity on the will be conducted on at least 50% of
Medication Administration Recard (MAR). Licensed Nurse and Medication Aide staff
by 1223115 and the remaining staff by
Review of the medical record revealed tha facility 1/123/16. Failed compliance will result in
edmitted Resident #3 on 08/21/07 with dlagnoses re-tralning and future QA Audits.
of Chronic Obstruclive Pulmanary Disease,
Borderline Diabetes Mefiitus, Parkinson's Measures put into p[ace or systemic
Further review of the record revealad Resident #3 practice will not recur;
was placed on ‘;""s"a“""_““’ 'EI"“’“ L Pain Management Policy and Procedure
diagnesis of End Stage Lung Disease on
09/03115. Review of the Significant Changa (se: A:t::shment ?t g?d:::datgsr;:ls::f
Comprehensive Assessment dated 09/23/15, . essrge P e wh g
ravealed the facility assessed Resident #3 to not pain on the resident care pian when
be interviewable, According to the Minimum Data indicated, daily assessment of pain,
Set (MDS) assessment, the facility assessad varbal and non-varbal Ipdlcators of Qaln,
Resident #3 to require scheduled paln madication non-pharmacologic options, manitoring
and as neaded (PRN) medication for pain the effectiveness of pain medication or
managament, treatment, and documentation. The
implementation of a PRN Pain
Review of the Comprehensive Care Plan Management Flow Chart {see Attachment
ravealed the facility had devaloped a care plan to D) and the Weekly Focused Assesament
address the provision of palliative care including (see Attachment E) will assist KMAs and
intarvantions o assess for signs and symptoms _Nurses o assess pain approorately with
FORM CMS:236T(22.9%) Previgus Varsions Obagiale Evont [D: Q77311 Facllity ID; 180438 If continuatinn sheet Page S of 10
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F 308 | Continued From page 5

of pain through observation and verbal raport and
to administer pain medicsations as ordered by the
physician.

Review of the Medical Racord ravealed the
physician had prescribed Roxanel (narcatic pain
medication) twice dally and Oxycodone (narcotic
pain medication) every six hours routinaly for
pain. In addition, the physician had also
prescribed Roxanol every four hours as needed
for pain and Oxycodone every six hours as
neaded for pain, Review of the Medication
Adminisiration Racord (MAR) ravaalad the
resident had received the scheduled Roxancl and
Oxycodone at 8:00 AM on 11/12/15,

Observation of wound care on 11/12/15 at 9:50
AM revealed Resident #3 had & Stage |l pressure
uleer to the right heel. Further observation
revealed Licensed Practical Nurse (LPN) #1
attemptad to remove the soiled drassing from the
right heel; however, the dressing had adhered to
the wound due to drainage. LPN #1 proceeded to
soak the wound with normal saline and gauze
and to pull the dressing from the rasidant’s right
heel. Resident #3 was observed to moan and to
make facfal grimaces during this procedure. The
surveyor asked Resident #3 If thls caused pain
and tha residant replied, "Yes." LPN #1 continued
to pull at the soiled dressing in an attempt to
remove the dressing from the resident's foot,
Howevar, thare was no evidenca tha LPN
identified or aasessed Resident #3 for evidence
of pain priar to or during the dressing change.
Review of the Medication Administration Record
(MAR) indicated the resident had not recelved
PRN pain medieation since 8:00 PM on 11/1115.

Interview with LPN #1 on 11/12/15 at 4:30 PM

numeric rating scale, which is considered

F309| abest practice for long term care, to

monitor the effectiveness of PRN and
scheduled pain medications. The
Director of Nursing provided education
and training to Licensed Nursing Staff
and Medication Aldes on the updated
Pain Management Policy, best practices
in pain essessment, use of the Numeric
Rating Scale, and implementation of the
PRN Pain Management Flow Chart,
Education and Training will be completed
on 12/12/115 and the Director of Nursing
will monitor for compliance with the QA
Audit tool.

Plans to monitor performance to
ensure solutions sre sustalned:
Licensed Nurse and Medlcation Alde
Quality Assurance Audits will be utilized
to monitor performance and compliance
with the Resident Care Plan and that Pain
Management interventions are followad
appropriately. These QA Audits will be
overseen by the Director of Nursing and
the Quality Assurance Coordinator. The
Director of Nursing will review the QA
Audits fo ensure continued compliance.
The Quality Assurance Coordinator will
collect data from the QA Audit teol for
tracking and monitoring of trends or
patiemns.
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F 308 | Continued From page & F 309
revealad she was unaware of a policy regarding
the assassment of pain, When asked how she
asseased pain prior to wound carg, LPN #1
stated ahe usually attermpted to plan wound care
withln an hour of Resident #3 receiving hister
regutar morming dose of pain medication, LPN #1
further stated she should have stopped during
wound care and asked the medication nurse
about pain medication for Resident #3 bafore
continuing the wound care.
During interview with the Director of Nursing
{DON) on 11/13/15 at 6:25 PM, she stated pain
assessments are completed weekly with
hydration assessment, during medication pass
and during MDS assessmeant, and tha pain
management care plan is developed accordingly.
She further stated staff had not reparted any
problems regerding these assessments, and that
she was not aware if anyene monltors the MAR to
ensume pain is assessed or documented,
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 F441 /°2 / &3//5'
$8=0| SPREAD, LINENS Correctlve action accomplished for
The facility must astablish and maintain an residents found to be affected by
Infection Control Program designed to provide a deficlent practice; .
safa, sanitary and comfortable environment and On 11/14/15, Nurses were nolified of the
to help prevent the development and transmissian deficient practice related to infaction
of disease and infection, control. The Infection Control Standard
Precaution policy and current Clean
(a) Infection Control Program Dressing Change procedure was
Thae facility must eslablish an Infection Control reviewed by nursing staff working and
Program under which it - their understanding verified by signature.
(1) Investigates, controls, and prevents infections The Director of Nursing reviewed the
LD U impartance of good Infection control with
(2) Decides what procedures, such as isclation, the nursea performing the treatment for
should be applied to an indlvidual resident; and Resident #3
(3) Maintains a record of incidents and correclive '
FORM CMS-2E87 (02-89) Pravious Wimlona Chasiia Evant ID: Q77511 Facily ID: 100439 ¥ continuation sheel Paga 7 of 10
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(b) Preventing Spread of Infection

(1) When the [nfection Control Program
determines that a resident needs isolation to
prevent the apread of infection, the facility must
Isolate the resident

{2) The facility must prohibit employees with a
communicable disease or infacted skin lesions
from direct contact with residants or their food, if
direct contact will tranamit the disease.

(3) The faciiity must require staff to wash their
hands after aach diract rasident contact for which
hand washing is Indicated by accepted
professional practica,

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This STANDARD is not met as evidancad by:

Based on observation, interview, record review,
and facility palicy review, the facility failed to
maintain an effactive infection control program ta
prevent the development and transmission of
diseasefinfection for ona (1) of fiftaen (15)
sampled residents (Resident #3). Observation of
wound care for Resldent #3 on 11/12/15 revealed
LPN #1 failed to change gloves and perform
handwashing after removing a solled dressing
and prior to applying a clean dressing fo the
resident's wound.
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Identify other residents having
F 441 Continued From page 7 Faa1|  potential to be affected by deficient
actions related to Infections, practice:
Licensed Nurse and Medication Alde

Quality Assurance Audits will be
conducted to identify other residents
having potentlal {o be affected by
deficlent practice. The QA Audit tool {see
Attachment A) is designed to ensure
Infection Control Profocols are followed
appropriately. These QA Audits will be
overseen by the Director of Nursing and
the Quallty Assurance Coordinator, The
Director of Nursing will schedule the
Audits to menitor campliance with the
Resident Care Plan, pain management,
and infection control procedures. The QA
Audits will observe various resident
treatments and procedures, intluding
wound care, to monitor infaction control
procedures, appropriate use of PPE, and
handwashing. QA Audiis will be
conducted on af least 50% of Licensed
Nurse and Medication Aide staff by
12/23/15 snd the remaining staff by
1/2318. Failed compliance will result in
re-tralning and future QA Audits.

Measures put into place or syatemle
changes mada to ensura deficient
practice will not recur:

Wound Care Polioy and Procedure (see
Attachment F) updated to include
disposal of gloves after removing soiled
drassing, handwashing sfter removal of
gloves, and followed by clean gloves
bafore applying & clean dressing. The
Director of Nursing provided educatian

and training fo Licensed Nursing. Siaff on
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(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
150 REGULATORY OR LSC IDENTIFYING INFORMATION) 186G CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
Wound Care Policy updates and Infection
F 441 | Continued From page 8 F441| Control prevention. Education and
The findings includs: Training will be completed on 12/12/15
and the Director of Nursing will monitor
Review of the facility poliey "Standard for compliance with the QA Audit tol,
Precautions," undated, revealed "use of
disposabla gloves is indicatad for procedures Plans to monitar performance to
where blood, body fluids, secretions, excretions snsure solutions are sustalned:
fndlor non-intact skin are handled" and that Licensed Nurse and Medication Aide
g*,'::;'s“’:;"’rgfn";::: LI N DAL Quallty Assurance Audits will be ulllzed
) to menitor performance and compliance
Review of the medical record revealad the facif of Infection Control Poficy and Procedure.
admitted Resldent #3 on 08/21/07 with diagnosg; These QA Audits will be overseen by the
of Chronic Obstructive Pulmonary Disease, Qirector of Nursing and the Quality
Borderline Diabetes Mellitus, Parkinson's Assurance Coordinator, The Director of
Disease, Osteoasthritis, and Ostecporosis. Nursing will review the QA Audits to
Raview of the Significant Change Comprehensive ensure continued compliance, The
Assessment dated 09/23/15, revealed the facility Quality Assurance Coordinator will collect
assessed Resident #3 to not be interviewable. In data from the QA Audit tool for tracking
addition, the facllity assessed Resident #3 to and monitoring of trends or patterns.
have no skin breakdown; howevar, the resident
was assessed to be at risk for the development of
pressure ulcers,
Review of the Weekly Pressura Ulcer Record,
dated 10/11/15, indicated a Stage | pressure uicer
to Resident #3's right heel which had devsloped
on 10/08/15, The pressure sore was to receive
treatment and dressing changes daily and had
progressed to & Stage Il pressure ulcer on
10/24/15.
Observation of wound care on 11/12/15 at 9:50
AM ravealed Rasidant #3 had a Stage |l prassure
ulcer to the right heel, Further observation
revealed Licensed Practicat Nurse (LPN) #1
atternpted to remove the soiled dressing from the
right heel; however, the dressing had adhered to
tha wound due to drainage. LPN #1 proceeded to
sosk the soiled gauze attached to the wound with
FORM CMS-286702-79) Previous Verslons Obyolele Evant ID: QTT511 Faclity ID: 100438 If continuation shast Pags 8 of 16
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F 441

Continued From page ©

normal saline and to pull the dressing from the
resident's right heel. LPN #1 dischargad the
soiled dressing and with the same solled gloved
proceeded to clean the wound. Whila wearing
tha sama soiled gloves LEN #1 was observed to
apply a Calcium Alginate dressing, LPN#1 did
not remove haer glovas or wash her hands untl
she had applied the clean dressing.

Interview with LPN #1 following dressing change
on 11/12/15 ravealad she had baen tralned to
change gloves between dirty and clean dressing
changes,

Interview conducted an 11/13/M15 with the Director
of Nursing (DON) revealed that she had not done
direct observation of wound care. She also
stated gloves should be removed and hands
washed after removing a soiled dressing and
before applying a claan drassing.

F 441
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PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building

185276 vt |B- Wing o 121232015
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

LORETTO MOTHERHOUSE INFIRMARY

515 NERINX ROAD
NERINX, KY 40049

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments

program, to show those deficiencies previously reported on the CMS-2567, Statemant of Deficiencies and Plan of Correction, that have been
corrected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identificalion prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on
the survey report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix F0282 Correction ID Prefix F0309 Comrection ID Prefix F0441 Correction
483.20(k}3)ii 483.25 483.65

Reg. # 83.20(kX3K) Completed |Reg. # Completed | Reg. # Completed
LSC 12/23/2015 LSC . 12/2312015 LSC 12/23/2015
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC N o LSC

1D Prefix Correction ID Prefix Corraction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC B o Lsc

ID Prefix Correction | ID Prefix Correction | ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction | ID Prefix Correction | 1D Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LsSC ] LSC
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STATEAGENCY [ZZ] (INIMALS) d& 2 X/ - ,97

v 1 3/l [

REVIEWED BY REVIEWED BY DATE TITLE DATE
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FOLLOWUP TO SURVEY COMPLETED ON EI CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

11]1 372015 UNCORRECTED DEFICIENCIES (CMS-ZSGT) SENT TO THE FACILITY? D YES D NO
Form CMS - 2567B (09/92) EF (11/06) Page 1 of 1 EVENT ID: Q77512
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NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

LORETTO MOTHERHOUSE INFIRMARY

515 NERINX ROAD
NERINX, iKY 40049

This report is completed by a State surveyor to show those deficiencies previously reported that have been cormrected and the date such
corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC pravision number and the
identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey

report form).
ITEM DATE ITEM DATE ITEM DATE
¥4 Y5 Y4 Y5 Y4 Y5
¥
ID Prefix NO144 Comrection | ID Prefix NO194 Correction | ID Prefix N0199 Correction
902 KAR 20:300-6(7 902 KAR 20:300-7(4 902 KAR 20:300-8
Reg.# (p)2.a, £ Completed |Reg.# (g2 5L Completed { Reg. # Completed
LSC 12/23/12015 LSC 12/23/2015 LSC 12/23/2015
ID Prefix Correction ID Prefix Correction | ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC B - LSC
1D Prefix Correction ID Prefix Correction | ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC S LSC
ID Prefix Correction | 1D Prefix Correction | 1D Prefix Correction
Reg. # Completed |Req.# Completed | Reg. # Completed
LsSC LSC - LSC
D Prefix Correction ID Prefix Correction | 1D Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC LsSC
REVIEWED B8Y " REVIEWED BY DATE SIGNATURE OF SURVEYOR 0 DAT /
STATE AGENCY (INITIALS }
el " AD | 23 a) Um_,r\) ?-7:3 I
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO 7| (NITIALS)
FOLLOWUP TO SURVEY COMPLETED ON [C] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
1111312015 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACIITY?  Jyes [] NO
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OFFICE OF INSPECTOR GENERAL

Matthew G. Bevin Sandy G°[;':‘-”.- :‘99";":' F;::ggam Manager Vickie Yates Brown Glisson
Governor 'vision or fiealth Lare Secre
116 Commerce Avenue L
London, Kentucky 40744 )
(606) 330-2030 Stephanie Hold
Fax: (606) 330-2054 Acting Inspector General

hitp:/ichfs.ky.govios/oig
February 18, 2016

Ms. Michelle Essex

Loretto Motherhouse Infirmary
515 Nerinx Road

Nerinx, Kentucky 40049

Dear Ms. Essex:

Thank you for submitting your proposed plan of correction regarding the deficiencies
noted during the survey completed on November 13, 2015.

We are accepting your allegation of compliance and presume that substantial
compliance was achieved by December 23, 2015, as alleged in your plan of correction.
Therefore, we are not recommending the remedies referred to in the initial notice dated
December 1, 2015, to the Centers for Medicare and Medicaid Services Regional Office
at this time. Based on implementation of your plan of correction, we will recommend
that your nursing facility be relicensed and recertified for continued participation in the
Title XVIII/XIX program(s) contingent upon approval from the appropriate agencies.

Your cooperation is appreciated. If you should have questions regarding this
information, please contact our office.

Sincerely,

Sandy Goins

Regional Program Manager

SG:md:lk
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