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FOOU NITIAL COMMENTS FOo0The following  constintes  the
: : facility’s response to the findings of
An Abbreviated Survey investigating KYO0021118 the Department for Health Services
was initfated on 01/06/14 and concluded on ’ : .
01/09114. KYO0021115 was subsiantiated with and does not constitute an admission
deficiencies cited. of the facts alleged or conclusions set
F 186 483.10(0(2) RIGHT TO PROMPT EFFORTS TO Fiesforth on the summary statement of
85=5 RESOLVE GRIEVANCES deficiencies,
' Aresident has the raht to promat efforts by the . L
faciity to resolve griavances the resident may ['his pian of correction is prepared as
have, including those with respect to the behavior required by the provisions of the
of other residents. Health Safety code, 42 CFR and
constitutes  the  facility’s  written
This REQUIREMENT is niot met as evidenced credible allegation of compliance.
by _
Based on observation, inlerview and raview of F 166
the facilty's policy, it was detarmined the faility
falted to mainiain an infection contral orOgranm
é&ﬁ?ﬂgﬁt}? provide a safe, aaniz:ry and Residents #1, 3, 4, & § have received
comfontatie environment and lo help pravent the .
devetopment and framsmission of disease and ﬁ}?‘ég,w i{p on the smms; of fh_e”
infection for one (1) of thwee (3) rasident dining missing ifems by the social service
aress. The faclity falled 1o ensure infaction director and the follow up has been
contsol practices were adhered to during 5 facility documented
wmposed unit closure related to o viral infection ’
within the Iacility. Tha facilily Talled o ensurs . .
dining tables were sanitized prior to meals in the All residents have the potential to be
temporary Wisteria Uit resident dining area. affected by alleged deficient practice
The findings include: hc}s?fﬁver missing items feports were
reviewed by Social Services Director
Heview of the facility's policy, tifed "Standard for follow up regarding missing
Cleaning Procedures” undated, ravealad : N el
germickdal cleaners should be used o cloan all iems ‘;mcf“ all have received
horizontal and vertical surfaces. appropriate follow up as of 1729714,
] Ubservation of the Wisteria Unit resident f . P
_ {";Wr{?fﬁuga Py Dhep 3 oaf ;.azj
mm??mcmm R ?m;gﬁﬁfgﬁn REFHESENTATIVE'S SIGHNATLIRE CHLE {X6} DATE
) ; L . . : /
Sl AL L b L0 f@?ﬁ"ﬂ*‘sai}fﬁ o, fre Ffra iy oF

Any deficlardy siatement ending with an ash
wihar satequands provide sulficient prestection

foliowing e date of survey whathar or nol 8 plan of correction is providest. For nurging homes,
o ihe faclity. ¥ daflciencies are cited, an approved plan of corection s reguisite 1 continued

days folitwing the date 1hese dotumenis are mads avatabia
pmgam paricipation.
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communily area during inltisl tour, on 01074 at

3225 PM, revealed staff sottingup a tamporary

dining area for residents. Further abservation
revealed slaff reirieved a folding table storad ap
the floor in the Medication Cart siorage ares.
Continued ohservation revested siaff el the nble
upright and without prier cleaning and sanilizing
of the table surface, served six (8) residents their
meal. Further observation revealsd staif ‘
retrleved three (3) badside rofling iray tebles from
residents’ rooms and without prior clean and
sanilizing the table surfaces, served three {3
diffarent residents their meals,

Interview with Certified Nursing Aide {CNAYHZ, on

GUG7114 5 1:.08 PM, revesled she refrieved
rofiing bedside table trays from residents’ roams

- {0 serve vlher residents their mieals, without prior

Cleaning and sanitizing the serving surface,
Furthar interview ravealed she should have
cleaned and sanitized the roffing lable frays after
one resident and prior 1o another resident’s use o ;

“wipe off the garms”.

- Interview with Certifled Mursing Alde {ONAY #3, on

OHOTI4 at 1118 PM, revesied she relreved he

- iabie from the slorage area 10 serve the residents

reals without prior tleaning or sanlizing the abis .
surface. Further inlerview revealed the table had
been siored on the flgor and lsaned lowarads the
wall.  Further interview revealed she shauld have .
cleaned and sanitized the tatde prior to serving

the meal on the abla surface,

intsrview with the Licensed Praclical Nurse {LPN) -
£1, on OUO7/14 at 110 PM, reveslted the roling
table Fays should have been cleaned and
sanitized prior o anocther resident's use. Further
intarview revealed ihe portable table with drop

s g‘f%& ; o !{p- ’;’&‘M

F 168 Social Services Director was P
cducated by  Administrator  on
/10/14 on follow up of grievances
and documentation.

Social Services implemented

complaint/concern log and revised.
missing item initial report form o
include summary of resolution on’
1/10/14.

Complaint  concern log will be
audited weekly x’s 4, then monthly
'X's 3, then quarterly by QA Nurse or
ADON 10 ensure follow up with:
-appropriste  parties  has  heen
catnpleted.

the completed audits will be
eviewed through the DA process
‘weekly x’s 4 then monthly x's 3 then
quarterly by the QA Sub-Committee:
which consist of QA Nurse, DNS,
ADON,  Social  Services and

Administrator.
jedt "’f’f
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F 188 Continued From page 2
down tegs should have been clesned and

prior (o serving the residents' mesls,

Interview with the Wisteria Unit Managear, on
QAT at 1:21 PM, revaaied the iahles and
rays should have been deaned and sanitlzed
prior 1o use due o cross contamination.

interview with the Infection Control

room, related o a wide spread virs] infection
revealed thete was no facility policy refated o

her expectation would be 1o clean and sanlize
tha table surface pifor to serving meals io
decrease or provent the spread of haclernial
andfor viral cross contamination,

interview with the Administrator, on 0170814 at

contrel purpeses to decresss cross

cuntgmination.
A83.15{g)(1} PROVISION OF MEDIDALLY
RELATED SOCIAL SERVICE

+ 250
55=g

sefvices o attain or malntgin the highest
practicable physical, mental, andg psychosocial
weli-being of each resident

This REQUIREMENT i not met a5 evidanced

. sanllized aller satling upnght for maea! service and

Murse/Assistand Director of Mursing, on 01/07/14
at 1:30 P}, reveated the temporary dining sreas
were utilized due to the closure of the main dining
withint the resident population. Further interview

cleaning and sanitizing of a dining table; howsver, :

5:43 PM, revealad the tables should have been
cleaned prior 1o use with a sanitizer for infaction

The facilty must provide medicallyrelated social

FORM CRB-25871905-98) Prevous Yessions Obsalam

Everd H 4847014
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PREFK (EACH CORRELTIVE ACTION SHOLILD ag COMPLETION
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Fiaa.
F 280
F 250
Resident’s #1, 3, 4, and 5 have
received follow wp on status of
missing items by Social Services and
foliow up has been documented.
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by
Based on record raview, interview, raview of the

faciity's Social Service Birectors Job Deseription

ang Performance Standsrd and review of the

. facility’s policies, & was determined the faciity

fulled o pravide social services io aliain or

matriain the highest practicable physical, mantal, ‘

and psychosocial well-being of each resident,

The facility falled 1o ensure sufficien and
appropriate sodial services were provided to meet
the resident's needs for four (4) of the six (8)
samplad residents. The facility fafled o ensure
wvestigations regarding grievances andior
complainis related to missing lems were fnflowed
. compteted or resolved and documented per
e facility's poficy for Residents 81, #3. #4 and
#5).

Refar to F166

The findings include:

Review of the Social Service Dirsctor's (S50} Job

Desoription, undated, reveated # was the
responstility of the 330 10 develop and
implement soclal sarvice policles and procedures
o mest the neads of the residents, Further
faview revesled the 880 should develop
ong-to-one professional refathonships with
residents and familles as needed for counseling,
Continued review revealed the SSD would
counsel residents and famifies in deaiing with
amations. Further review revegled the SSD was
responsible for the documentation of
psycho-sovial negds, inferactions and follow-up _
aclians with rasidents andlor families according to
the facility policies and procedures. Furiber
review rovealed the 88D was responsible for tha
coordination of the family and community
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DEFICENGYS
= 250 ‘ Continsed F ; ¢ 250 All residents have the potential to be
ontinued From pags £ ) .
pag affected by alleged  deficient

practice, however missing items
reports were reviewed by Social
Services Direcior for follow up
regarding missing items and all have
received appropriate follow up as of
129714,

Social Services Director was 8.
educated by facility Administrator on
1/10/14 on foliow up of grievances
and documentation.

Secial Services implemented
complaint/concern log and revised
missing ilern initial report to include.
summary of resolution on 1/10/14.

Complaint concern log will he
audited weekly x's 4 then maonthly
%’s 3, then quarterly to ensure follow
-up with appropriate parties has been
completed by QA Nurse or ADON,

The completed audits will bhe
reviewed through the QA process
weekly x’s 4 then monthly x’s 3 then
‘quarterly by the QA Sub-Committes
which consist of QA Murse, DNS.

(e nfnued  Ow 28508 0¥ /2 )
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F 250 Continued From page 4 )
resources as nesded lo solve financial needs and
10 promote amolional security. Continued review
revealed the S80I was responsible o organize
and participate in the theft loss program.

Heview of the facility's policy, dtled "Policy for
Protection of Personal and Progerty Righis of the

. Residents” with a reviewsdfravised date of 0408,
reveaied it was the facility's policy to protact the
resident’s personal and property rights by

_checking in at the tme of admission a8 articles
that the resident has with himvher, Further review
revegled alf articles of clothing and property that
the rasldent wishes o ratain with himvher were

- marked with a permanent marker and keptin the
resdent’s badside table or closet, Condinued
raviaw revealed every possitde means and
atlerstion would be given to protecting ali personal
and propatty righis of the resident,

Review of the facitity's paoficy, titled “Complain
HMandling Policy” with a review date of 04/09,
revealed it was the facility's policy to handle &l
complainis by residents or family members ina
professional, unbiased, confidentisl and
understanding manner. Further review revested
@ report o tesults of the Investlgation of the
comptlaint should be completed within five {5}
warking days and after the complaint had been
resulved ihe completed Grievanca/Complaint
report form was to he given i the Adminisirator
for recond keeping.

Review of ihe faclity's "Residents Having Missing
flems” log with dates from 08118613 through
112N 3, revealed twenly two (22) of the
thirty-four (34) items reported missing were not
found and the grievancelcomplamis not resclved.

¥
S
Fos0 ©
ADON,  Social

"Adiministrator,

gy Finded bymes Page o oF %)
Services  and

j-36 14
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250 Continued From page 5
interview with the Director of Nursing, on
C1/08114 2t 8:30 PM, revesied I was the Sacial
Services Direclor's (S50 responsibility to
document and investigate missing items. Furiher
interview revealed il was the SSI's responsibility
o keep rasidents and famities aporised on the
progress of the investigatlon.

irferview with Residen! #1, who was on the

OH08/14 at 1:30 PM, revealed he/she had lived st
the faciifty for two (2) months and since
admission hefshe has had three (3) palr of pants

- and one (1) shirt missing. Further intervisw
revaated the facility had not kept Himsher apprisad
of the progress for locating the missing ilems or
resolving the grievance. Record review of the
Soclal Service Notas, revealed no documented
svidence of the missing ilems and no
documented evidence the facility followad up with
Resident #1 and kept Resident #4 aporised of the
prograss of the grievance/complaint investigation.

Record Review revesled Resident #3 was
- admitled by the faciity on 10126013, Review nf

reveaiad Resident #3's son reported a par of
slack shoes missing since the end of November

avidence the facility identified the shoes were
SUSSING Prior to the care plan mesting, Review of
the Social Servine Noles, revesied no
dacumented evidence the facility kept the family
apprised of the prograss of the investigation for
the missing shoes,

Interview with Resident #4, who was on the
factity provided lst of interviewsble residents, on
0407714 al 11:23 AM, revealed hefshe frequently

fncility provided sl of interviewable residents, on

the Care Planning Meeling notes, dated 124113,

2013, Continued review revealed ne documented _
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- had clothing missing and a couple of months ago
maoney was missing from histher room. Residert
#4 reported the money missing and was told the
facility would check inlo i, however, helshe had
not received any updates on finding any of the

- missing ltams regaried. Review of the social
Service Noles revealed no documented avidence
the facility followed up vath Resident #4 and kept
Resident #4 apprised of the progress of tha
grisvance/complaint invesiigation.

letarviaw with Resident 45, who was on the
faciity provided list of iderviewabla residents, on
G1/07714 at 10:49 AM, revegled hesshe has had
muitiple Hlems missing. Further interview

revealed In July or August of 2013, hefshe
feportad b {2} twenty doffar bills were missing.
Further inferview revealed hafshe was told by the
Social Service Director thet helshe should not
have lalt the money i the pants pecket and the
resident said hefshe had not been advised of any
further invastigation. Continued interview
ravadled halshe falf they have not receive an
acceptable resciution to the items or money
reported missing and not refurnad, Neview of
the Sacial Service Notes revesled no
documentad avidences the facility followed up with
Resident #6 and kepl Resident #5 apprised of the
pregress af the grievance/complaing
investigations.

Interview with the Sacial Service Director (S80),
on Q10814 at 3:01 PM, revealed she was
responsivle for assessing, invesiigating ang
followrg up with residents and famiies regarding
grigvancesfoomplainis in relation o missing
tems. Further inlerview revealed i was her
responsibiily o ensure residents and families
were kepl apprsed as o the progress of the

E 286
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“faciity's bwestigetion of each resident's
grevante/complaint. She siated she did not
Inform the resident andior family of ihe five {51

day investigation report, Continued intervisw :
revealed after notification to the resident or family _
regarding the facifity's initial search for 3 missing
ftarm, she did not keep the resident or farnily
apprised of the progress of the investigation.
Further interview revealed she should kaep the
resident and/or family apprised of the :
imegstigation and she should he docunenting the
fullow up in the Social Service Notes of the
resident's chart,

* rterview with the Admiristrator, on 01709714 st
5:43 PM, revealed it was tha responsibiity of the
Soctal Service Director { 5500, w0 document and

: investigale missing tems. Fusther interview
revealed it was also the responsibility of the SSD
to keep residents andior families apprised on the
facility's progress of the investination. Continuad
mierview revealed her expectation would be
documentation in the rasidents record and
communication with the resident andlor family
wilh the initlal report, at the fifth investigational
day and then st least monthly uniil the item was
found or issues were regalvad.

483,65 INFECTION CONTROL, PREVENT

58=D SPREAD, LINFNS

£ 441 F 441

Facility was in a state of emergent
care  and  had  unit’s  isolated
secondary to gastrointestinal virus,
No residents were harmed by alleged
deficient practice however the
portable tables were cleaned and

The facility must establish and mainiain an
infaction Control Program designed 10 provide a
safe, sanftary and comfortabie environment and

to help prevent the development and transmission
of disease and infection. '

{2} Infection Conirol Program
The tacility must establish an tnfaction Centrol

disinfected on wisterin and the other
three units  [/6/14 by the Unit

FORIM CMS.2567102-80) Prorduus Verwons Obscisle
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: Managers and the Infectio
F 441 Continued From pags 8 F 441 g N ction Control

Prograe under which it -

{1y lnvestigates, controls, and pravents infections

iy the Taciity;
{2} Decides what procedures, such as isolation,

. shouid be appited o an individual resident; and
{3} Maintaing a record of incidents and corrective

actions related o infectlons.

{b} Preventing Soread of infection

{1} Whan the Infection Control Program
determines that a rasident needs sciation o
pravent the spread of infection, the facilily must
isoiate tha reskiam,

- 12} The facility must prohibit emploveess with a

compmunicabie disease or infected skin lesions

~from direct contact with residents or their food, i

direct contact will ransmit the diseasa.

{3} The Taclity must require siaff 1o wash thelr
bands after gach direct rasident conlact for wiich
hand washing is indicated by accepted
profassional practice.

{¢} Linans
Personnel must handle, store, process and
transport linens so 38 lo prevent the spread of

infection.

This REQUIREMENT is not met as eviderced

By
Hased on cbsarvation, interview and review of
the facilty's pollcy, it was determined the faciiity
failed to maintain an infection contral program
dasignad {o provide a safe, sanitary and
comiortable environment and to help prevent the
development and bansmission of disease and
infectinn for one (1) of three (3} resident dining
areas, The facifity falled to ensure irdection

" Infection

WEre

Nuorse made rounds to check for
sanitation, hand washing, glove

-usage, cleaning of over bed isbles
cand portable tables on 1/10/14, no

1ssues identified.

control  rounds  were
performed  on /10714 by  the
infection Contrel Nurse, chserved
for sanitation, hand washing, glove

‘usage, cieaning of over bed tables

and portable tables. No concems
identified.

Infection control in-service began on

16/14 by ADON and will be
completed by 2/3/14. Areas covered

sanitation, hand  washing,
gloves, Cross comamination,
cleaning of over bed tables and
portable tables and prevention of
infection

Infection control audits will be
performed  weekly x’s 4 then
monthly by Infection control nurse
or QA Nurse utilizing infection
control audit form.

e Jo ok sz

f{",m }i’fhu:ﬁo’
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s control practces ware adhered to during a faciity

imposed unit closure related to a virgl infaction

. within the faciity, The facility failsd o ensure

dining tables were sanitized prior o meals in the
iamporaty Wisteria Unit resiient dining srea.

The findings include:

Review of the faclity's policy, tiled "Standard
Cleaning Frocedures” undated, revesled
germicidal cleaners should be used o clean ali
horizontal ang vertical surfaces.

5 Observation of the Wisterla Unit resident

community area during initial tour on 010714 at

1228 PM, revesled staff setting up & lemporary

dining arsa for rosidents. Further observation
revpaled staff retrieved a folding table stored on
the floor in the Medication Cart siorege area.
Contleued ohservation reveated stalf sat the iables
upright and withaut prior cleaning and sanitizing

- of the table surface, served six (8) residents thelr

maal. Further observation revealed siaff
refrieved thres {3} bedside rolfing tray tables from
residents' rooms and without prior clean and
samiizing the tabie surfaces, served three {3)
diffarent residants their meals,

interview with Cerltifled Nursing Aide {CMAY#2, on

QY74 Bt 108 PM, revesled she ratrieved

rodfing bedside table rays from rasldents' mams
i serve other rasidents their meals, without prior
cleaning and sanitizing the serving surfacs,
Further interview revesled she should have
cleaned and sanitized the rolling table iravs after
one residant and prior 10 another resident's uga 1o
“wipe off the garms™,

ntervisw with Certified Nursing Aicﬁe {CNAYHS on

The
reviewed through the QA process
weekly x's 4, monthly x's 3 then
quarierly by QA  Sub-Commitiee
which consist of Infection Control
Nurse, DNS and QA Nurse,

completed  audits  will pe’

o3 by
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- 01407114 at 1118 PM, revealad she retrisved tha
table from the storage area o sarve the residents
meats withoul prior cleaning or sanitizing the tabde

bean stored on the floor and leaned towards the

cwall Further interview revealed she shauld have
cleaned and sanitized the table prior fo serving
tha meal on the lable surface.

Interview wilh the Licensed Practical Murse {LPN)
¥t oon QHO7H4 51150 PM, revesied the sedling

“tablz bays should have baen cleaned and
sanitized grior to anolher residant's use, Further
interview revealed the portable fabls with ron
dowet legs should have been cleanad and
sanilized after setting upright for mesl service and
prios 16 serving the residents’ meals,

interview will the Wistera Unit Manager, on
O137714 at 1:21 PM, revealed the tghles and
rays should have been cleaned and sanitized
prior {o use due (0 Cross contamination,

Interview with the infection Control
NursefAssistant Directer of Nursing, on 01/07/14
at 1:30 FM, rovealed the temporary dining areas
werg utilized due to the closure of the main dining
roomm, related (o a wide spread viral mfaction
within the resident population, Further interview
revasled there was no faciity policy refated o

har expectation would be Io clean and sanitize
the table surface prior io serving maals o
decrease or prevent the spread of bacterial
andlor vival cross rontamination,

Interview with the Administrator, on 91/00/44 at
5:43 PM, revesled the tablss should have been
cleaned prior (o use with 3 sanilizer Tor infection

surface. Further interview revealed the table had

cleaning and sanilizing of a dining table; however, -

F a4t
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control purposes 1o detrease cross
cottamination,
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