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A Recertification Survey was Initiated on' 7 b N .
03/08115 and concluded on 03/06/15, Fa26 o o
Deficlencles were cited with the highest Scops Corrective  Actions  for
and Sevaerily of an "E". Targeted Residentis):
F 226 | 483.13(c) DEVELOPIMPLMENT F 226 Resident #7 who had
g8=n ABUSHNEGL&CT, ETC POLICIES reque.?}teé 5 ti‘ansfer to a
The facillly must davelop and Implement written fa(:i;!lty closer to the
resident's hometown was

polictes and procedures that prohibit
misireatment, neglect, and abuse of residents
and misappropriation of resident properly.

This REQUIREMENT Is not met as evidenced
by:

Based on Interview, record review, and review of
the facility’s poficy, it was datermined the facllity
failled to implement its wrilten policies and
procedurss which prohibited misireatment,
neglect, and sbuse of residants and
misappropriation of resident property for one (1)
of ninetesn (18) sampied residents (Resident #7).

Resident #7 made an allegation of
abuse/explolialion against a State Registered
Nursing Asslstant (SRNA) on 02727114, and the
Social Worker (SW) and Adminisirator were
nolified. Although staffl interviews indicatad
Resident #7, Resident #7's rcommate and the
perpelrator, BRNA #2 were interviewsd, the
facilily falled to identify the allegation as abuse.
in additlon, the faciity failed to conduct a
thorough investigation, fafled to protect residents
by removing the perpetrator from resident cars
during an Investigation, and falled to report the
allagation to the State Agency.

transferred to a facility of
hisfher choosing on
03/06/2015. Resident #7
was interviewed related fo
two other allegations hefshe
made and the facility
reporied. Curing these
interviews, the resident did
not exhibit or express any
negative psychofsocial
affects from the allegation of
abuse/explofiation. All siaff
are being in-serviced by the
Director of Clinical
Education (DCE), Executive
Director, DNS, ADNS, Unit
Manager, this in-servicing
began on 03/17/2015, and
will be completed on or
before 04/14/2015. The In-
service is  on  Abuse,

HLE

CATE

Ao lis

LABORATORY DIRECTOR'S OR FRO! FELIER PRES:ENYATWE’S SIGNATURE
/ﬁ—?—% [Z T Liea oDt

Any deficlency statement anding with an asterish.{"}-defotes 2 deficency which the Instiulion may b excused from comacting providing it Is determiried that
sther ssfeguards provide sufficlent protection fo the patients. {Se=instuctions.} Excep! for nursing homes, the firdings ainted above are disclosable 90 days
{ollowdng the date of survay whether or not 2 plan of comection s provided. For nursing homes, the above findings and plans of correction ara disclosable 14
days following he dals thess documents are made available lo the facility, if deficiencies are cited, an approved pian of corraction is requisite to continued

program paricipation,

FORM CME-2567(12.96) Fravious Versions Obsolele Evant ID:XLOGH Facillty I0; 100512 If continustion sthest Page 1 of 20



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

PRINTED: 03/20/2015

OME NO, 0838-0301

FORM APPROVED

GOLDEN LIVINGCENTER - FRANKFORT

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {%3% DATE SURVEY
AND PLAM OF CORRECTION NENTIFICATION NUMBER: COMPLETED
A BUILDING
{85155 B WiNG Glosfeois
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE

117 OLU SOLDIERS LaNg
FRANKFORT, KY 40601

Review of the facility's poficy titled “Investigation
and Reporting of Alleged Violations of Federal
and Slate Laws involving Mistreatment, Negiaat,
Abuse, Injurles of Unknown Source and
Misappropriation of Resldent's Property”, ravised
03/01/13, revealed any empioyes who suspected
an afleged violation should immediataly notify the
Execuiive Director (ED) or the Districl Manager
(DM), who wouid in turn notify the approprigle
State Agencles, In accordance with State Law.
Per the Policy, all investigations should be
conducted by the ED, Director of Nursing {DONS,
Director of Clinical Service (DOCS) or DM.

Continued raview revealed the results of all
Investigations wers to be reporied by the ED or
DM o the aporapriats Siats Agency, as required
by State Law, within five (5} working days of the
alleged vioiation. Further review rovealed the
investigation should include interviews of
smployess, visitors, residents, volunteers and
vendars who might have knowledge of the
alleged Incident. in addition, af information was
io be documented on the Visrification of
investigation Form or a state required form.
Furtharmore, the Poilcy stated if the suspected
perpelraior was an smployee, the ED or DM
should place the employes on immediate
investigatory suspansion while completing the
investigation,

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRESTION e
PREFD (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIK (EACH CORRECTIVE ACTION SHOULD BE CUMPLETION
TAG REGULATORY OR LSC ICENTIRYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE Date
DEFICIENGY)
F 228 | Continued From page 1 F 228 ’
Negiect, Misappropriation
The findings include: and Exploitation.

Additionally, the Exscutive
Director (ED) and Director of
Nursing Service (DNS) have
been assigned to complete
two in-services on The
Leaming Center (The online
education application the
facility uses for in-services
and on-going tiraining and
CEU's}) - These two in-
services will be completed
by 3/31/2015.

ldentification of Other
Residents with Potential
fo Be Affected:

All residents of the facility
have the potential to be
sffected. On 3/5/2015 the
Social Services Director
interviewed  forty  eight
cognizant residents and
asked if they had any
concemns with the Living
Center siaff, with care, or

Review of Resident #7's medical record revealsd had they witnessed Lo
the facility admiited the resident on 314/13, with experienced  inappropriate
diagnoses which included Depressiva Disorder arts involving staff
and Cerebrovascular Accident (CVA). Review of
the Annual Minimum Data Set {(MDS)
Assessment, dated 12/18/18, ravealed the factiity
FORM CHiS-2567(02-09) Praviaus Varsions Obsalate £vant ID:XLOGTY Facliy iD: 100512 i continuation shest Page 2 of 20
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coupla of months ago. Continued review
revealed the resident reporied the SRNA asked
Resident #7 to buy her 3 $80.00 coat, pay her
Hight bill and buy her a ring. According to the
SW's documentation, Resident #7 denled giving
the SRNA any money or being offerad anylhing in
raturn for the money; however, the resident
raported the SRNA sald she would "hook up® with
the resident when he/she was discharged from
the faciiity. Furlher review revasied the SW
completad an Investigafion of the resideni's
report, including a review of sctlons on Resident
#7's money account whils a living at the facliity.
Continued review revealed the Business Office
Manager (BOM) meat with Resident 47 o discuss
account balances and transactions, and the
resident was provided the ledger conlalning
deposits and withdrawals from the account.
Further raview of the Progress Notes revealed
Resldent #7 expressed understanding of the
information provided and did not have additional
concems. The Note staled Rasident 7 was
offered counseling services, buf refused to atiend
after two (2} or three {3) sessions. In addition,
the SW decumnented a Psychiatric {Psych;
Services consult was Initiated on 02/27/15.

Interview with Resident #7, on 03/04/15 at 1-45
PM, revealed SRNA #2 had asked the resident lo

give her monay, buy her jewslry and a coat, fix

interviews with all residents
who are inlerviewabie to
idenfify any allegations of
abuse or neglect. Beginning
the week of Aprl 6, 2018
and ending April 10, 2015,
five interviewable residents
will be interviewed by either
the Executive Director, DNS,
Social Worker, or Licensed
Nurse, these interviews will
cantinue for four weeks to
ensure any abuse, neglect,
of  misappropriation is
identified, reported, and
investigated. Beginning the
week of March 30 and
ending April 10, 2015, the
Social Worker or Social
Service Assistant will
contact all interested parties
or families of residents who
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FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFI {EACH CORRECTIVE ACTION S8HOILD BE COMPLETION
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F 228 Conlinued From page 2 Fz22s
agsessad tha resident to havs a Brief interview members. Ali  residents
for Mental Status (BIMS) score of fifteen (15) interviewed denied they had
g?aif; indicated the resident was cognitively experienced any issues
with  staff. Beginning
Review of the Progress Notes, datad 02/27/15 at 3/27/2015 and completed by
3:24 PM and completed by the SW, revealed 440372018, the Social
Resident #7 reporied an aido had asked the W , ; ;
ortker or Social Service
e m st : h
resident for money and siated It happened a Assistant  wil complete
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her car and buy her a ring.  Confinued interview are unable to be inferviewsd
revealed SRNA #2 told Resident #7 they would to identify any allegations of
get married when the resideni was discharged abuse fy E:e | eg‘i oF
from the facility. Resident #7 siated hejshe use,  neg
reported this Infarmation o a nurse, misappropriation.
Interview with Resldent #7's roommals, on Systemic Changes:
03/04/15 at 1:50 PM, revealed hefshe had inni 2045
overheard SRNA #2 asking Resident #7 for sff ning o 84'}06*; 1’? '
money, Jawelry and to fix her car before. , amiy
members/interested parties
Interview with SRNA #1, on 03/04/15 at 2:30 PM, of residents who are not
ravealed she ascerted Resident #7 on the bus for interviewable will he
an appoiniment on 02/27/15 and the residant told : ;
har SRNA #2 raquested money to buy a coat and iéﬁryagwef 0 gsfé S ti‘!&;
pay utility bills, and asked for a ring, and stated ministrator, DNS, Socia
they wera golng to get marrisd. SRNA #1 stated Worker, or Social Service
she reported this fo the DON and the SW as soon Assistant or a Licensed
as she returned from the appointment on Nurse. This will continue for
02/2THS. four weeks and then
Interview with SRNA #2, ths alleged perpelrator, decrease fo f@sr interviews
on 03/04/15 at 2200 PM, revealed Resident #7 per month uniil modified by
made an accusation about her to SRNA #1, the Quality Assurancs
stating she had asked the resident for money to Performance  Improvement
pay bills and fix her car and she was going to \ ; :
inaity ihe resident. She siated the Administrator @AP 0] Cammiﬁgs (s\f%eéicai
had Interviewad her and this was how she found Director, Executive Director,
cut about the accusation. Continued Interview Director of Nursing Sewvice,
revealed the Administrator asked SRNA #2 if she Social Services, Dietary
had ever been in the resident's room by herself, bl ;
and if she had ever asked Resident #7 to pay her i&_@:nagen Aﬁﬁiwzﬁ'&’ﬁ Giﬁﬁi&a
bills, give her money or told the residant they erapy an urse
would get married. SRNA#2 firther stated she Managers) o  sustain
denied all the silegations, and she was not removal of the deficient
suspended from work or told she was under ractice, To ensure the
investigation. Further Inlarview revealed the DON P
told har not to go back into the Resident #7'3
rGom.
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same family
ge‘ﬁe‘?’ °§ the P;“Ch Qﬁiaﬁi }ﬁ?é%%f #%RNAX#’«;S membersfinterested parties
me clock punches, reveale worke : ; ;
on 02/2815 from 6:25 AM unti 3:03 PM, and are not bemi*,g . mier"'ag"eci
D3/01/15 from 8:27 AM until 2:43 PM, and was off each time, a list of residen
work on 03/02/15 and 03/63/15. family membersiinterested
" parties who have been
Inferview with the SW, on 03/06/14 at 1:42 PM, interviewed is bein
revealed she was told by SRNA#T on (02/27/14 of mairtained 1o ensure thg
Resldent #7's complaint to her about SRNA#2 e .
asking for money. She staled she and Minimum facility interviews as many
Data Set (MDS) Coordinator #1 went Immediately as possible. The DNS,
to interview Resident #7, who explained SRNA #2 ADNS, Unit Manager, or
had asked for money to pay a light bill, buy a coat e are
and buy a ring. She further stated Resident £7 Tr ezfrzg nt o Nggi o8 Skin
reported SRNA #2 told himéher she would loak congucung neac-io- -
the resident up after he/she was discharged. The assessment on all facility
SW stated this was an allegation of abuse and residents to identify any
would be considered sxploitation. Continiued signs or symptom of abuse.
interview revealed the SW and- she and MDS This will be completed by
Coordinator #1 also questionsd Resldent #7's 11012015, Th = tive
roommate on the sama date, and the roommals 4 ) : e Execu
was nof aware of anyihing, Furlher intervisw Director (ED) and Director of
revealsd no other staff or residents were Nursing Service (DNS) were
interviewed rolated to the allegation. Further ianed by the DCE to
interview ravealed the SW did not Intervisw SRNA ii;g et tw?; in-services on
#2, the perpeiraior, and she was unsure if anyorns B o
ever interviewed her. Addtionally, the SW The Leaming Center (The
revealed her role in abuse allegations was io online education application
igﬂegvéawéhe ﬁresiriegis?; and iﬁ%d:nigisizasor did the facility uses for in-
& investigaling and the reporting to State e oin
Agencles. She further siated she did not f@i;‘ﬁ’uﬁs d aﬁgu. Qﬁ%ghésg
ramember ¥ sha had notified the Direcior of _rarmng and L 5). .
Nursing (DON) of the allegalion, as per the two in-services will be
facility's policy. completed by 3/31/2018, as
Interview with MDS Coordinator #1, on 02/06/15
at 2:45 PM, revesled she had gone with the SW
to Interview Resldent #7 "a few days ago”, and
FORM CMS-2687(02-59) Previcus Visrstons Obsslais Evant ID:XLOGTT Facility l0; 100812 if coniinuation sheet Pags 5 of 20
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the resident alleged & SRNA was asked himiher
for maney. She stated Resldent #7 reporied the
SRNA asked for money to pay her rant, implied
she and the resident would be a couple when
hefshs was discharged from the faciiity.
Continued Intervisw reveaisd she and fhe SW
Interviewed Rasident #7's roommate who stated
he/she had not heard anything about it. MDS
Coordinator #1 stated sha could not remember
which SRNA Resident #7 had accusad and she
dld not Inferview anyones siss ralaled io the
allegation, as per the policy.

Interview with the DON, on 03/08/14 af 2:08 PM,
revesiad afler reading the SW's Nole dated
02/27114, sha did not remamber sver being
informed of Resident #7's aflegations. She stated
the resident's allegations shouid have been
reporied i the Administrator, as wall 25 State
Agencies. Per Inferview, the aflegations should
have also been Investigated o Include Interviews
with the perpetrator, and inferviews with staff who
had cared for Resident #7 prior {0 the allegation.

inferview with the Adminisirator on G3GE/15 at
3:30 PM, ravealed If an allegation of abuss was
reporfed, the facli's process was for the
perpairaior (o be immediately removed from
rasident care and suspended pending the
outoormns of the investigation. Continted interviow
revealed an investigation would be initiated to
include interviews with the rasident(s) involved,
Interviews with tha staff caring for the resident at
the lime of the allegafion, and all residents with a
BiMS scors of eight (8) or above would be
interviawed. The Administrator reveaied the
State Agencles inciuding the Stale Survey

Agancy, Adull Prolective Services and law
enforcement would be Immedistely notiffed i

will the Post examinations
for them.
Reeducation of all facility

staff on Abuse, Negled,
Misappropriation and
Exploitation is being

conducted by the Executive
Director, DNS, ADNS, Unit

Manager, DCE, began on
03/17/2015, and will be
completed on or before
04/14/2015. This
reeducation, ensurss  and
emphasizes the  facility
promptly reports all
allegations, immediately
protects our residents and a
thorough  investigation s

completed. Additionally, the
facility will review in it's daily
morning  stand  up  any
resident or staff concemns o
ensure we are capturing any
potential allegation of abuse.

Any identified  potential
allegation will be
immediately acted upon.

Any staff member with a
concern an aliggation may
have cccurred is fo report
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there was harm. Per the Administrator, the facility the concem to  their
had twenly-four {24) hours to notify the same respective supefvisor
entitles if there was no harm. He further statad immediately. The

F 253
S8=F

the facility had five (5) days to send the final
report of investigation to the State Agencias.

Further intarview with the Administrator, revealsd
he tad not read the SW Note dated 02/27/45,
untit the Survevor was questioning him. He
staled the SW had made him aware of Resident
#7's allegation of SRNA #2 asking for monay
02/2715, and he had asksd the SW io foliow up
to make sure no money was iaken from the
resident. He revealed he had also spoken with
SRNA#2 the same date, and she had denied the
allegations. Per Interview, he did not Interview
olther residenis or staff and did not write down his
intervisw with SRNA #2, and the faciity did not
place SRNA#2 off duty. According fo the
Administrator, if an employes asked a resident for

maoney i could be explollation or a form of abuse;
however, he had not recognized this situation as
possible exploitation or abuse and had not
Implemented the facility’s abuse policy, The
Administrator Indicated he should have
implemented the policy though,

483.15(h}{2) HOUSEKEEPING &
MAINTENANCE SERVICES

The fadliity must provide housekeeping and
maintenance services necessary to maintain a
sanliary, orderly, and comforigble Interior,

This REQUIREMENT Is not met as svidensed
by

Based on observation, Iterview and review of
the facility's "Monthly Inspection® far praventive

Supervisor will ensure the
resident is safe the alleged
perpetrator is removed from
the facility and the ED and
DNS are called and an
investigation is started.

Monitoring:

Beginning the week of
04/13/2015, five head-to-toe
skin assessments will be
completed weekly by either
the Treatrnent Nurse, DNS,
ADNS, Unit Manager, or the

Director of Cilinical
Education  (DCE).  These
assessments will continus

for four weeks and then the
assessments will decrease

F253 tc one per month and
remain ongoing until
modified by the QAP

Commitiee to sustain the
removal of the deficient
practice. All  resident
concemns and allegations of
abuse will be reviewed by
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malntenancs, & was delermined the facility failed QAP!  each month for the
io provida malntenance services necessary to next four months beginning
maintain an orderly and comforlabls interior. April 2015 and ending in
Observation revealed the door frames on July 2015 or  continued

residents' rooms and commeon areas had missing reviews will be conducted if

paint. in addition, there was peeling wallpaper recommended by  the
and missing paint on the walls of residents' rooms Quality Performance
and common areas. Also, the general bathroom improvement Commitiee. 0aH5I2018

an the North Unit had missing and cracked tlle,
and misslng and cracked drywall.

The findings include: F 253

Corrective Actions for
Reviaw of the facility's, *Monthly Inspection” for m
preventive mainienancs, revealad actions 1o he Jargeted Resident(s):
parformed manthly Included, bul wers not imited The North Shower Room
to the following: check wall conditions {paint and had the tile replaced or
wailpaper) and repair as needsd; Inspect wall installed, the kick plate
cove base and repair as needed: in;.pez:t flooring replaced and installed, the
and repalr as nesded; and Inspact doors, entrance to the loilet ares

hardwara, bumper stops and frames, entrances

and {ollets, and repair or refinish as requirad, was repaired on both sides,

this was completed by the

However, chservation on initlal four of the facility, Maintenance Director on

on 03/03/8 from 1010 AM uniil 12910 P, 03/18/2015 The door
h b ! ,

revealed the North Shower Room had: brekan frames of resident rooms

and missing fle and a loose kick plate af the feft

of shower enfrance; and the entrancs area lo the 101,102,103,104,105,108,

section which housed the tollet had missing base 107,108,108,111,112, 113,
tiles on both sides of the wall, Continuad 114, 115, 118, 117 119
abservation revealed missing paint on the door 1 29' 1 23' 124 ! 195 ' 202
frames for residents’ rooms 101,102, 4 03, 104, ’ : : : :
108, 108, 107, 108, 108, 111, 112, 113, 114, 115, 203, 205, 208, 208, 210,
118, 117 18, 120, 123, 124, 125, 101, 202, 211, 213, 214, and 215 we
203,208, 208, 209, 210, 211, 213, 214, and 215, began painting on 3/23/2015

and missing paint on the door frames leading
from the lobby into the hallways o the resident
| rooms, and at the entranca (o the North Unit
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dining room. Furthermore, observation reveated and they were compieted by
a large area of missing paint below the overbad 3/27/2015. The door frames
light It roam 115, a large patch which was . ) .
unpainted above the North Unit nurse’s statlon, leading from the bbby, into
and a scuffed wall by the sink in reom 128, and the hallways to the resident
holes were noted on the right wall at the entrance rooms and the entrance o
to the South Unit dining room, and 2 long strip of the North Unit dining room
drywall had been palched but not painfed. were also painted by the
Further observation revealed: missing bassboard Maint g isor b
along the wiall in the hallway betwsen rooms 207 ainienance supervisor by
and 208, and missing andfor pesling wall paper in 3/2712015.
the North dining room, room 215 abovs the bad,
room 217 bshind the bed, and on the wall leading The missing paint below the
from the haliway to the lobby. over bed light in 115, the
interview with the Maintenance Director, on unpainted pa,ich at the North
03/06/15 at 11:00 AM, ravealed if something Wing Nurse's Station, a
reeded repaired, the staff was {o compleie a scuffed wall by the sink in
work order and enter it into the computer, He room 128, the holes noted
staled he chacked the work orders each morning, on the r% ht wall at the
and he recelved a lof of work orders from staff g " .
related to scuffe. Per interview, he currently had entrance to "South Unit
a lot of work orders relatsd to walls and floors dining room”™ (Main dining
needing repair, and he was aware of the pasling roomj, the long strip of
walipaper and he areas he had palched which
needed palnting. The Maintenance Direclor ‘3‘"3!"";32 P at?;?? andiwi?{)t
stated he was awars of the North Unit general painied, as weil as a missing
bathroom needing to be repaired, and he was to baseboard between rooms
keep it palched until the remodsl ocourred. 207 and 208, missing or
Continuad inlerview revealed he followed the peeling wali paper in the
monthly inspactions, however, he had o lake N iri
cara of safely issues firsi, and cosmetic issues North dining ﬁgm‘ room gzg
had to come last. He stated he had been busy above the bed, room
rapairing beds and replacing tight bulbs and behind the bed and on the
furnace fiters. The Maintenance Director wall leading fom the
acknowledged the facility was the residents’ i he lobby - se
homae, and it "shouldn't look like this", ha iway fo the lo y- the
Interview with the Adminisirater, on 03/06/15 at
Evant f:XL.0514 Faclfity fD: 100542 if conlinuafion sheet Page 9of 20
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A facllity must use the results of the assessmant
to davelop, review and revize the residents
comprehensive plan of care.

The faciiily must devslop a comprahensive care
plan for each rasident that Includes measurabie
objectives and timeiables io mest a resident's
medical, nursing, and maniai and psychosoclal
needs that ars Identified In the comprehensive
assassment,

The cars plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicahle physical, mental, and
psychosoclal well-bsing as required under
§483.25; and any services that would otherwise
ba required under §483.25 but are not provided
dus to the resident's exercise of rights under
§483.10, including the right to refuse treatment

XA 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CORRECTION s}
PREFI {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 88 COMPLETION
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DEFICIENCT) :
F 253 Continued From page § F 253
11:30 AM, revealed he did & waiking tour monihly identified areas were starled
and made a list of things he saw which needed to ;
be repaired, and entered it inlc the computer as a ungai‘ ;fpilr on 3;2?‘;39;5
work order. Hs statad all staff had bean and wit be corrected by
inserviced on entering work orders into the 4/14/2015,
computer, The Administrator further stated the
et 1o 2t of s vt oetors acng ond ted to dentificafion _of _Other
2 & Ty Y H ¥ 3
maintenance staff for the building. Per interviaw, Resag_ﬁ;ﬂenm w;fh Poie niial
he planned (o hire 2 part-fime contract person to Wﬁﬁ;
palnt and patch the walls, Continuad inferview All  residents have the
revealed the Administrator did have a problem potential to be affected. An
with the way the general bathroom on the North i i
Unit locked, and it needed to be remodeled. He :il;g stras be;;:g camﬁEicteﬁﬁSy
stated the facility had plans o romodel the e j : eculive
bathroom this year, Direcior, the Maintenance
F 279 483.20(d), 483.20(k}{(1) DEVELOPR F 279 Director or the
§8=p [ COMPREHENSIVE CARE PLANS Housekeeping Supervisor of
all  resident rooms and

comman areas {o ensure we
are maintaining a sanitary,
orderly, and comfortable
environment. The audit was
completed by March 27,
2015, in addition to the
areas identified by the
surveyors, it was determined
on our Audit we would also
paint the door frames for
rooms 118,121, 122, 128,
201, 204, 208, 207, 212,
218, 217, 218, 218, 220,
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under §483.10(b)(4). 221, 222, 223, 224, and
225
This REQUIREMENT s not met as evidenced .
by: Systemic Changes;
Based on Interview, record review and raview of Either the DCE,
facliity policy, it was delermined the facility fafled Housekeeping Supervisor,
to ensure Comprehensive Care Plans wers Executive Director, or
developed for each resident which Included Maintenance Director, will
measurable cbjectives and timetables to meet & . . 0T,
resident's mental and psychosocial needs in-service all nursing staff
identified In the comprehensive assessment for and department heads on
one (1} of eleven (11) sampled residents who identifying areas in need of
were reviewed for Care Plans (Resident #5), cut repair of replacement, and
of & lotal sample of nineteen (19) rasidents. how to communicate via
The findings include: Building Engines (the facility
work order system) for the
Review of the facllity's, "interdiscipiinary Care iftems to be corrected. This
Plan® Policy, revised Ociober 2008, revesled the fev ;
Soclal Service {85) staff would pariicinate In the in-service began on _Mamh
developmant of a Comprehensive Care Plan for 30, 2015 and  wili  be
each resident. Review revesled the 88 staff completed by April 14, 2015.
would communicate residents' mental and gﬁdiﬁgm;fy, gither tha
psychosocial problems/nesds, and concerns to Exscutive Director
the interdisciplinary team for inclusion in the care : e : :
plan. Per the Policy, this would include: Mamt&m;n»;e Sapams&i’: or
problems, needs, concerns, and sirangths H:m_usekeepmg Superv isor
identifled in the psychosocial assessment; areas will conduct a monthly audit
triggered on the Minimum Data Set {MDS) and of all rooms and common
Identified on the Resident Assessmaent Protocol crperd e o ;
{RAP) Summary as pracesd to the care plan; ariis “f;d ;{;‘eﬁﬁf‘y ”?:S n
historical fssues currently managed with need of repar.  Areas
Interventions which placed the resident at risi for identified will be repaired or
decline in functioning; non-triggered nasds for replaced by the next
which the resident required on going support; and monthly audit. Additionally,
the discharge plan, i discharge was anficipated In
the next ninety (90) days.
Evand [0 X061 Faclity 10: 100542 If continuation sheet Pags 11 of 20
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F 279 Contirued From page 11 Fz7o
Review of Ras{den: #5's medical record revealed the Department Head daily
Cho i T S | rung st e bt
Gastroesophagesl Reflux Disease, Diabetes modified to addr ess specific
Meliitus, Pressure Ulcer, Other Noninfectious environmental  issues fo
Lymphedema, Cellulitls and Abscess unspecified ensure items in need of
site, Edema, Anorexia, and a Cough. Review of repair or cieanig}g are
tha Admission Minimum Data Set {(MDS)
Assessment, daled 12/29/14, revealed the facilily add Feszet?, 60(‘3”2&? ted tang
assessed fhe resident as having a Brief Intarview reparted in our daily stan
for Mental Status {BIMS) scors of nine 4] up meetings.
indicating moderate cognitive Impairment,
Further review of the Admission MDS, Section £, Monitoring:
revealed the facility assessed the resident as Al audit findings and
having behavioral symptoms not direcled toward g
others. Review of the Admission MDS Care Area Department  Head _Ffound
Assessment (CAA)} revealad the resident sheets rounds will be
iriggered for behavioral symploms and the CAA presented o QAP
doveiopad fo bapasires o had been Commitiee (Medical
review of Resident #5's Comprehensive Care Director, Executive Director,
Flan revealed ne documented evidencs a care Dfi’gctczr of Nagrsmg Se’mce,
plan had been developed for behavioral Soclal  Services, Dietary
symptoms as Indlcated in the CAA. Manager, Activities Diractor,
interview with the SS Dirsctor, on 03/08/15 &t Therapy ; and fNﬂ;’;Q
11:45 AM, revealed Resident #5 had past and Managers) for review or the
continued behavioral symptoms of yalling out next four months beginning
Instead of uslng his/her call bell, and velling out April 2015 and ending in
due to confusion from Dementia. Per Interview, it July 2015 or continued
was the S8 Director's responsibility to complats e ol B ;s
the MDS sections in the areas of Psychosocial, audits will be conducted if
Moad, and Behavioral Disturbance, and develap i ecammaniﬁe@ by the
the Comprehensive Care Plans for the areas Quality Performance
triggered. Continued intarview revealed sincs improvement Commitiee. BA/5/2045
Reslident #5 had irlgpered for behaviora
disturbance and continued to have behavioral
disturbances, a behavioral disturbance care plan
should have been developad. However, the S8

Even! ID:XL0GH Facifity ID: 100512 If continuation sheet Fage 12of 20
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Director revealed not being able to find no F 279
avidance the behavioral disturbancs care pian Corrective Actions for
had been developed refated to the resident's - -
behaviors. Targeted Resident{s):
Resident #5 had a
intarview with the Director of Nursing (DON), on comprehensive care plan
03/C8/15 at 3:20 PM, revesled the S8 Dirsotor completed for the mental /
was responsible for developing a care pian on iml :
behavioral disturbances. Per intarview, it wouid BSY?EEGC!ai ;?g?ngfed .nEEd
be her expectation if Resident #5's CAA triggered per LAA on 3/8/2015 by the
for behavioral disturbance, and the behavior was Sccial Services Director.
still ocourring, she would expect the behavioral
disturbance to ba care planned. identification of Other
F 2821 483.20(1(3){1} SERVICES BY QUALIFIED F 282 : : p
$5=0 | PERSONS/PER CARE PLAN Residents with Potential
fo Be Affected:
The services provided or arranged by the facility All active residents have the
must be provided by qualified persons in potential to be effected.
accordance with each residant's writlen plan of All MDS { Minimum Data Set
care. ) comprehensive
assessments  and RAPs
This REQUIREMENT is not met as avidenced {Resident Assessment
i§: ) ol .y & roview of Protocols) with correlating
ased on interview, record revisw and review o cC inge Ca
the facility's policy, t was delermined the faciilty A;?; S:;gégn gs ; (i dr&m‘ﬁ‘ga
failed to ensure sarvices were provided by the . Sie e
faciity in accordance with each rasidents wrilten CA{& triggered report were
Comprehensive Cara Plan for one {1} of ninatesn reviewed by the RNAC,
{19) sampled residents (Resident #4), Social Services and DNS by
Resident #4's Comprehensiva Care Plan 3?26:.;&? 5 with ves‘iﬁcatsi_)r; of
specifiad the suprapuble catheter was fo be compiiance on care plan
changed according to Physician's Ordere. development per CAA
Review of the Physiclan's Crders for February triggered direction for care
2015, ravealed the resident's suprapubic catheter needs were identified on the
was lo be changed each month, However,
raview of the Treatment Administration Record
Evant i XL0GH Fecflity 10: 100512 if conttnuation shast Pags 13 of 20
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(TAR) and the Progress Notes, revealed the comprehensive care plan.
suprapuble cathter was changed on 01/28/15, No additional con s
and not changed again uniil G3/05/15 aiter 5d enaf;é o concems were

Survayer Intervention.

The findings include: Systemic Changes:

The DNS in-serviced the

Review of the facility's, “Interdisciplinary Care :
Flan” Policy, revised Oclober 2008, reveaied the gNA.C » ADNS, ;nd Social
interdiscipiinary care pian was Implementsd to ervices on 3 _25.15_ on
guide the faciiity in the provision of necessary how the Interdisciplinary
care and services to allain or mainiain tha highest team (IDT) process works
praclicable physical, mental, and psychosocial and following CAA triggered
waell baing of each residant, directions from  resident
Review of Resident #4's medical record revealsd comprehensive assessment
the facility admitted the resident on 12/08/14, with - MDS /RAP  of individual
dizgnoses which included Depressive Disorder, needs to ensure they are
Paraplegia, Pressure Ulcers and a Suprapubic ; ‘ .

Cathater related to Urine Refention, and a history gﬁf ;Z?g ?;E identified on

of Urinary Tract Infactions {UTls). Review of the
Admission Minimum Data Set (MDS)

Assessment dated 12/16/15, revesled the faciiiy Monitoring;

assessad the resldent as having a Brief Interview Effective 3/24/2015 the RNAC
for Mental Slalus (BIMS) of a fifieen (1 Soutof

filieen. Further raview revealed the facility {CRN ;&ssiess‘m?n? i
assessed the resident as having an Indwelling - gordinator) is to provide a

scheduled comprehensive

cathster.
assessment listing
Review of the March 2015 {Physiclan's) Orders and CAA trigger report to DNS
Summary Raport revealed orders to change { Director of Nursin
Resident #4's Suprapubic Catheter every month : 8
related 1o Unspacified Urinary Retention. Services) or ADNS
{ Assistant Director of
Review of Resident #4's Com;;;ehsnsive Plan of Mursing) fora 10% weekly review
Cars, Initiated 12/26/14, revealed a problem of ; ;
alteratlon in slimination of bladder related o a o ensufe compliance with
Suprapubic Urinary Cathsler. Continued review
ravealed the goal stated Resident #4 would have
FORM CMS-2557(02-08) Pravious Versiana Obselate Evend D1 XL06GT Facllity 1D; 100512 i continustion shest Pags 14020

i4



PRINTED: 03/20/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0301
STATEMENT OF DEFICIENCIES {%1) PROVIDERISUPPLIERVCLIA [X2) MULTIPLE CONSTRUGCTION {3} DATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
1851450 B WiNG 03/06/2015
MAME OF PROVIDER OR SUPPLES STREET ADDRESS, CITY, STATE, 21 CODE
GOLDEN LIVINGUBNTER - FRANKFORT ;Z:;ﬁfgé:gis: ::?5 4
(X410 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5}
PREFIY (EACH DEFICIENCY MUST B8 PRECEDED BY FiAL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RECULATORY OR LSC IDENTIFYING INFORMATION) TAG caoss-ﬁsmasgsc;géggga APPROPRIATE bagE
F 282| Continued From pags 14 F 28z
no complications from use of the Suprapubic carg plan completion this
Catheter, such as, pain, infection or obsiruction. review will continue for 12 wesks
Further review ravsaled the Interventions included The DNS will it )
Suprapubic Calhatar cars every shift and as € Wil mon#zor
needed, and to change the Suprapubic Cathster and report the results of the
a8 per Physiclan's Orders. review to the QAP team monthly
on status, NAMEI2048
Review of the TAR for January 2015, revealad the
Suprapubic Catheler was Iniflaled as changed on F 282
(1/28/18. Howevsr, review of the February 2018, i .
revealed no documented evidence the Corrective Actions for
Suprapuble Catheter was changed as per the Targeted Resident{s):
care plan. In addition, continued recgrdbra\ﬁew of Resident #4 had the Supra
the Progress Notes documented for February :
2015, revealed no documentad evidence Pubic cathgter changed on
Rasident #4's Suprapubic Catheter had been 34572015 with no adverse
changed. results identified.
Interview, on 03/06/15 at 10:30 AM, with Licensed z :
Practical Nurss (LPN) #1 revealed she was gsggﬁc?:en %pr 20#%6:;
assigned lo Reslden! #4 on the dale the esiden i otentia
Suprapublc Catheter was 1o be changed in to Be Affected:
February. She stated she did not changs the Only one other resident in
Suprapubic Catheter though bacause she was an the facility had a supra pubic
LPN, and she thought a Registerad Nurse (RN} catheter. This resident's
had to change the Suprapubic Catheter, Par supra pubic catheter was

interview, she notlfied tha Weekend Suparvisor,

who was also an LPN, of ths nead for Resident reviewed  for  change

#4's Suprapubic Catheter lo be changed, and the services provided as per
LPN Weekend Supervisor should have passed it care plan and no concerms
on {o fhe Night Supervisor who was a RN, were identified.

interview with the Dirsctor of Nursing (DON) on Potential exist for  ail
(03/08/15 at 11:32 AM, ravesled the Madication residents o be effected - An
Administration Records (MARs) and 'E;f\ﬁs weara audit was completed by the
not routinely audited. Per infarview, she was ]

unaware Resident #4°s Suprapubic Catheter had DNS comparing the
not been changed for the month of February until
the Surveyor asked questions on 03/05/15. She

FORM CMS-2887{02-99) Pravious Varsions Obsalale Evant D XLOGY
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stated she {alked fo LSZN #1 that day, and was comprehensive care plans
fold by LPN #1, she did not change the i
Suprapublc Catheter becauss shs thoughli an RN tt?@the Maﬁ;h 2015 gggﬁi {:ear;
had to change it. The DON revealed the facility Ofgers and no additiona
was In the process of irying to clarify f a LPN concems were identified on
could change a Suprapubic Catheter or not. care service delivery per
Further interview revealed she was on cal the care plan direction.
weekend Resident #4's Suprapubic Catheler was
to be changed, and the LPN could have caliad : R
her or cautge hava writien on the Shift Report the Systemic Changes: )
catheter was not changed. The DON siated she Direct care staff { Licensed
could find no documentation Resident #4' Nurses and Certified
Suprapubic Catheter had basn changed since ursin i
01/28/15, and she had ensured the cathsler was g;é:? ?n-s insc’:éa{;&) D?;g
changed last night, 03/05/15, g in- Y
F 441! 483,65 INFECTION CONTROL, PREVENT F 441 /0N compliance requirements
58=0 | SPREAD, LINENS for care delivery per
comprehensive care plan
The facility must establish and maintain an deveioped according  fo
Infection Control Program designed to provide s identified resident
safe, sanilary and comfortabls anvironment and \
to help prevent the development and fransmission independent  needs  and
of disease and infection. communication of any
concemns interfering  with

{a) Infection Control Program

The faciity must estakiish an infection Conirel
Program undsr which it -

{1) Invastigates, controls, and pravenis infaclions
in the faciiiy; .

{2} Decldes what procedures, such as isolation,
should be applied to an individusl resident: and
{3} Mainiains a record of incidents and corrective
actions ralated to infections.

{b} Preveniing Spread of Infection

{1) When the infection Conirol Program
determines that a resident needs izolation to
pravent the spread of infection, the facility mus!

immediate care delivery as
per care plan for additionai
intervention to  ensure
compliance - this in-service
began on 3/25/2015 and will
be completed on or before
0471442015,

FOFN CMS-2357{02-88) Fravious Varsions Obsclats

Event {0 XLOGY
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(24310 SUMMARY STATEMENT OF DEFICIENCES 10 FROVIDER'S PLAN OF CORRECTION pesy
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F 441/ Confinued From page 18 F 441
Isolate the resident. Monitoring:
(2) The facility must prohibit empioyees with a Weekly the DNS
communicable disease or Infecled skin lesions (Director of
from direct contact with residents or thelr food, If . . .
diract contact will transmit the disease, Nursing) W_!ﬁ audit
{3} The facliity must require siaff to wash thair 10% of active
hands afer each direct resident contact for which resident comprehensive
hand washing Is indicated by accepted care plans for compliance of
professional praciice. care delivery per  Physician
{c} Linens orders with follow up rounds
Personnel must handle, store, process and to ensure the care directives
transport linens so as o prevent the spread of are implemented and in
infection. place for the residents
audited. This audit will be
completed for 12 weeks.
Monitored resuits will be
reported to QAP! monthly by
4152018

This REQUIREMENT is not mst as evidencad
by:

Based on observation, Interviaw, recerd review
and review of the faclliy's policy, it was
delermined the facillly failad 1o sstabiish and
malntain an Infecticn Control Program designed
to provide a safe and sanflary environment and
to help prevent the development and
transmission of diseass and Infaction for ong (1)
of four (4) sampled resldents who were observed
for colostomy, perineal and Foley catheter care
and skin assessments and dressing changes
{Resident #4), of a tatal sample of nineteen {18}
regidants,

Obssrvation of colostomy care, a skin
assessment and dressing changss for Resident
#4 revealed the nurse used poor Infection control
technlqus regarding glove use and hand washing

during provision of care,

the DNS for progress status,

F441
Corrective Actions for
Taraeted Residentiz):
Upon notification of hand
washing procedure concemn
during the survey
observation - Resident #4
had dressings removed on
the pm shift of 3/4/2015
with colostomy care
completed and dressings

FORM CMS-2587402-90) Pravious Yarsions Obsolets

Event 10 3L0GT

Facilty ID:; 100512

17

 coniruation sheel Page 17 0f 20



PRINTED: 03/20/2015

DEPARTMENT OF HEALTHAND HUMQN_SEQV?CQS FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB ND. 0838-0381
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DEFICIENGY)
F 441 Continued From pags 17 F 444
. _ reapplied using the
The findings Include: appropriate hand washing
Review of the facilty's, "Handwashing/Hand gm‘:’edu?hby 2 iémmw
Hyglene”, revised August 2014, revealed all Urse with no adverse
personnel should follow the handwashing/hand outcomes.
hyglane procedures to help prevent the spread of
infections to other personnel, residents and Identification of Other
visitors, The Paolicy revesled staff wers to use an Residents with Potential

alcohel based hand rub or alternatively, soap and
water for the following sHluations: befors and afier
direct contact with residents; after contact with a

1o Be Affected:
All  residents have the

resident’s intact skin; after contact with blood or polential to be effected. No

body fluids; afler handling used dressings or other residents were

contaminated equipment; and after removing

gloves. The Pollcy statad the use of giaves did adversely affected.

not replace handwashingfhand hygiens. Further Treatment cart handies, lock

review revealad integration of glove use along and keys as wel as the

with routine hand hygiene was recognized as the identified door handies for

f:sest practice for praventing healthcare assoclated the identified unit of RN#

infections. were cleaned and sanitized

Record review revealed the facility admitied by DNS 3/4/2015 upon

Resident #4 on 12/08/14, with diagnoses which notification of the gioves /

Included Paraplegla, Colostomy, Pressure Ulcers hand washing concem, to

{FUs)and Depressive Disorder. Review of the : o

12/16/14 Admission Minimum Data Set (MDS} decrease the risk of other

Assessment revealed the facility assessed residents or staff affected

Resident #4 as cognitively intast. Continued adversely.

raview of the MDS revealed the faclilly assessed

Resident #4 {o have PUs which Included one (1} Systemic Chanaes:

Stage Il PU, two (2) Stage Il PU, and one (1) SEECTS LRAnges:

Stage IV PU. One on one education w§t§z
the identified RN#1 with

Observation, on 03/04/15 from 10:50 AM through review of Infection Control

11:30 AM, of Resident #4's skin assessment, policy and hand washing

colosiomy care and dressing changes, performed
by Registered Nurse (RN} #1, revealsd the nurse
cleansed the resident's colostomy site with soap

FORM CMS-2587(02-99) Pravious Varsions Obsoiate Event ID: XLEG1 Facifity 10: 100512
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and water, rinsed and dried the area, and applled
skin prep, a wafer and the colosiomy bag,
Observation revealed the nurse then removed her
gloves, and without washing or sanitizing her
hands, took the treatment carl kev out of her
pockst and opened the treatment cart drawer to
obtaln a ¢lip for the colostomy bag. Continued
obeervation ravealed RN #1 then washed her
hands and proceeded to perform the dressing
changes. RN #1 was observed to cleanse the PU
to the right Ischium with Normal Safine (NS} and
a guaze pad, removed her soilad gloves, and
withou! washing or sanitizing her hands look the
keys out of her pockel agaln, opened the
trealment cart drawer, and removed a measuring
device. Pear observalion, the nurse then washed
her hands, donned néw gloves and complated
tha dressing change. Observation revealed RN
#1, ramoved her gloves, washed her hands and
cleanad and drassad the PU on the resident's left
buttock. After performing the dressing to the
rasident’s left bultock, RN #7 was observed with
the same soiled gloves, o plck up two {2) bags of
sofiad linen and solled drassings and exit
Resldent £4's room without washing or sanliizing
her hands. Further observation revealed RN #1
procesded down the hall angd epsned the door to
{he dirty utility room wilh her solled gloves on.

Interview with RN #1 on 03/04/15 at 11:30 AM,
revealed she should have washad her hands
gach time she removed her sollsd gioves after
praviding cars, and before oblaining ltems from
the treatment carl, She stated she should havs
washed her hands prior to sxiting the room after
provision of care, but didn't think she nesded to
hecause she was carrying bags of solled finens
and dressings.

policy in relation to dressing
changes, skin assessment
and colostomy care was
performed on 3/5/2015 by
DCE (Director of Clinical
Education)

All staff will be educated on
the Infection Conirol

process with an emphasis
on hand washing and glove
usage this education is in
process and will be
completed by 4/12/2015 by
DCE ( Director of Clinical

Education)
A return demonsiration of
competencies per duty

designation for direct care
staff - licensed nurses and
cerified nursing assistanis
on the areas of colostomy
care, assessment of skin,
clean / sterile dressing
changes and hand washing
procedures will be
completed by 4/14/2015.

STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIERICLIA {2 MULTIPLE CONSTRUCTION £03) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMFLETED
188158 B WING 0310812618
MAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, 21P CODE T
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL EREFIX {EACH CORRECTIVE ACTION SHOULD BE eoseLETIoN
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F 441 | Continusd From page 18 F 441
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DEFICIENCY)
F 441 | Continued From pags 18 F 441
Interview with the Direcior of Mursing {DON) on Monitoring:
03/08/15 at 4:00 PM, ;evealzdigfi #; ;?Suiidoff One on one skills
E ac o ; ;
ge:f Z!:n?és? Zﬁgragrii?dif:: cars, Pers intarvisw, the ehsewgtscn of direct care
nurse should have washed her hands before staff will be conducted to
exiling the room aiso, as per the facllity's policy, validate Infection  Control
compliance with  hand
washing. procedures,
colostormny care, skin
assessment and dressing
changes - these
cbservations will be
completed & times a week x
12weeks by either the
DNS, (Director of Nursing,
ADNS {Assistant Director of
Nursing}, DCE (Director
of Clinical Education), Unit
Manager, or Weekend LPN
/ RN Supervisors,
Resulls of these audits or
observations will  be
reporfed by the DNS o
the QAP commities
monthly for  review. 0471512015

FORM CMS-2567{02-89) Pravious Yersions Obsolets
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Ham SUMMARY STATEMENT OF DEFICIENCIES i PROVIGER'S PLAN OF CORRECTION {354
PREF {EACH DEFICIENCY MUST BE PRECEDED BY BULL PREER {EACH CORRECTIVE ACTION SHOWLD BE COMPLETION

TAG FREGULATORY OF LEC IDENTIFYING NFORMATION) TAG CROSS.-AEFERENCED TO THE APCROPRIATE BAvE

DEFG) e
K 000 | INITIAL COMMENTS 1 Kogo

CFR: 42 CFR 483.70(z)

BUILDING: 01
PLAN APPROVAL: 1873, 1982
SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NF

* |Targeted Resident{s);

onsfor

The smoke detectors zre
being testediinspected by
SafeCare Incomporated the
week of Aprit 6, 2015 in
accordance with NFPA 70
National Electrical Code ad

TYPE OF STRUCTURE: One {1) story, Typa vV
{000

SMOKE COMPARTMENTS: Three (3) smoke
compariments

§

FIRE ALARM: Complate fire alarm systam with
five {5} heat detsctors and thirty-seven {37}
simoke delaciors

NFPA 72,

identification  of Other
Residents with Potential
io Be Affected:

All active residents have the
potential to be effected. The

SPRINKLER SYSTEM: Complale sulomaic dry
sprinkder system. ’

GENERATOR: Type Il gonerator. Fusl soures is
propans gas.

A Standard Life Safety Code Survey was

Administrator and
Maintenance Supervisor
conducted a review of all
fests and inspections

required for Life Safety from
Fire and the review found
no other deficient practices

conducted on 03/03/15. The facility was found regarding tests or
not to be In compliance with the requirements for inspections.  This review
participation In Medicare and Medicaid. Tha sasme '
facillty is certified for one hundred {100) beds witk ;‘zzz 201 ;"mmi@ﬁ oft
a census of ninely-four {94) on the day of the ‘*’ :
survey.
Usficlencles wers cited with the hghest
defleiency of a scops and severlty of an "E",
THLE {X6 DATE

LABORATORY DIRECTUR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

B ey

Lrecvti< Diceclpr ol

Any deficlency stalement ending with an asterisk (S-defioles 2 deficlency which ihe Instiiution may

oilwer safeguards provids suficiem profection lo the patlenis, (Ses Insirucions.) Exeapt for

foliovdng the date of survey whather or not & plan
days foliowing the dale these documenis are
grogram parliclpation.

of comrection is provided. For neslng hom
made avalizbla to the faciiiy. if deficlsncies 2

ba excusad from carrecling providing it iz detérmined thal
nursing homes, the findings sisted sbova are disciosabls 80 days
a5, tha abovs Bndings and plans of correction are disclosable 14
citad, sn approved pian of corraclion Is raquisite to continued

FORGM CMS-2587(02-96) Pravicus Versions Gbsdiots Event 10:XL0G2 1

Facllly I 100512
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Afirg alarm system required for life safaly iz
installed, iested, and maintained In accordance
with NFPA 70 Nationa! Electrical Code and NFPA
72. The syslem has an approved maintensnce
and tasting program compiying with appllcabla

requiremenis of NFPA70 and 72.  ¢8.1.4

This STANDARD s not met as avidenced by

Based on interview and record raview, Hwas
determined the facility falled to ensure smoke
detectors were Inspecied, according to Natlonal
Fire Protection Association (NFPA) slandards.
The deflciency had the polentlal to affsct two {2}
of four (4) smoke compartments, filty-gight (58)
residents, staff and visitors.

The findings include:

Review of the faclilly's smoke detector
maintenance and inspection records on 03/03/15

Life Safety from Fire each
month  beginning with the
March 20, 2015 review ang
continue monthly reviews for
four {4) months until June
2015 and then quarterly to
sustain  the ramoval of the
deficient practice.

Monitoring:

The Maintenance
Supervisor or the Executive
Dirsctor will submit the
review of tests and
inspections and Life Safety
code Environmental Binder
to the Qualty Assurance
Improvement (QAP])
Committee {(Medicaf
Director, Executive Director,
Director of Nursing Service,

Social Services, Dietary
Manager,  Activities
Director, Therapy and

Nurse Managers) for four (4)

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPELIERICLIA (%2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MNuRBER: A, BULDING 01 - MAIN BI5LDING 54 COMPLETED
185139 B WiNg B3eX201E
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
117 OLD SOLDIERS LANE
g@i&%% LIVINGCERTER - FRANKFORT FRANKFORT, KY 40801
X0 | SUBMARY STATEMENT OF DEFICIENCIES B FROVIDER'S FLAN OF CORRECTION (5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (BACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY ORLIC IDENTIRYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPIRIATE BaTE
DEFICIENCY)
K000 | Continued From page 1 KaoD
The findings that follow demonstrate Systemic Changes:
nencompliance with Title 42, Code of Federal H% enance
Regulations, 483.70(a) et seq. {Lifs Safety from ] f
Fira) Supervisor and Executive
K052 | NFPA 101 LIFE SAFETY CODE STANDARD K 0s2) Director will review all tests
88=E and inspections required for

FORM CMS-2887(02-98) Previous Versions Obaofata
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X4 1D SUMMARY STATEMENT OF DEFICIENGIES © PROVIDER'S PLAN OF CORRECTION e
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DEFKHENCT)
K082 | Continusd From sags 2 K52
at 3:58 PM, with the Maintenance Director, months beginning in April
revealed the facility falled to ansure bi-annual ; ;
sansilivily testing was parformed on smoke gg:g ang ?;f ding rtl n A ng
datector heads located in the facillty. Continued &nc then quartery anc
review revealed the last documentad sensitivity remain ongoing  until
testing of the smoke detector heads were modified by the QAP
performed on 01/25/13. Interview, with the Committee to sustain the
Malntenance Director at the fime of the review, .
revealed the faciity had switched companles who remey al of the deficient
performed the maintenance of the smoks practice. 04/15/2015
delsctors, and the sensifivity testing must have
been overlooked by the new COMpPATY. K072

Reference: NFPA 72 (1589 Edition)

7-3.2.1* Detector sensilivity shall be checked
within 1 year after Installation and avary allemate
yaar therealter. Alter the second required
calibration test, if sensitivity tests Indicats that the
detector has remained within its listed and
marked sensitivity range {or 4 percent
obscuration light gray smoke, if not marked), the
length of time between callbration tests shall be
permitted lo be extended to a maximum of §
vears. If the frequency Is sxtended, racords of
detector-caused nulsance alarms and
subsaquent frends of these alarms shall ba
maintained. In zones or In areas where nulsance
slarms show any Increass over the previous vear,
calibralion tesis shall be performed. To ensurs
that each smoke detecior Is within lts fisted and
marked sensilivity rangs, it shall be tested using
any of ihe following methods:

(1) Calibrated test mathod

{2} Manufacturer * s calibrated sensifivity test
instrument

(3) Listad contro! equipment arranged for the

purpose
(4) Smoke detector/control unii arrangement

wheraby the delector causes a signal at the

Corrective Actions for
Targeted Resident{s):

+Director and Maintenance

The Maintenance
Supervisor  cleared  the
outside sidewalk leading
from the North Short Hall of
the snow and ice build up on
03/03/2015.

identification of Other
Residents with Potential
to Be Affected:

All residents of the facility
have the potential to be
effected. The Executive

Supervisor did a walk
through of the entire building
March 24, 2015 to ensurs
all means of egress were

FOFM CMS-2587(02-89) Pravious Varslons Obsniste
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HAME OF PROVIDER OR SUPPLIER .
GOLDEN LIVINGCENTER - FRANKEORT

STREET ACDRESS, CITY, STATE, ZI° CODE
7 OLD BOLDIERS LANE
FRANHFORT, KY 40801

88=D
Means of egress are continuously maintained fres
of all obstructions or impadiments o full Instant
use In the case of fire or other emargency. Mo
furnishings, decoralions, or other objects obstrust
axils, access lo, egrass from, or visibility of exils,

7410

This STANDARD is not mat as svidenced By
Based on observation and interviews, I was
determined the facility failed to ensure means of
egress weére continuously maintained free of all
ahbsiructions or impediments fo full instant use In
the casa of fire or other emargency according io
Natlonal Fire Protection Association {NFPA)Y

then quarterly to sustain the
removal of the deficient
practics, The Executive
Director notified (April 8,
2015) the facility Snow
Removal Vendor of their
faliure o  mest the
provisions of our agreement
requiring the ".snow and
ice removal services to keep
sidewaiks, access
ramps..on  the facifity's
grounds accessible and

X4 SUMMARY STATEMENT OF DEFICIENCIES 0 FROVIDER'S PLAN OF CORRECTION (s
PREFK {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IIENTIFYING INFORMATION) TAG CHOBS.REFERENCED T0 THE APPROPRIATE oavE
DEFICIENCY)
K052 | Continued From pags 3 Kas2
control unil whars lis sensiivity is cutside lis free of obstructions or
listad sensilivity range : ;
{5} Other callbrated sensitivity test methads {mpecim?ents. . . No
approved by the authority having jurisdiction obstructions or impediments
Detectors found to have a sensilivily ouiside the were observed.
listed and marked sensitivity range shall be
cleaned and recalibrated or bs rsplaced. temic Changas:
Exception No. 1: Detectors lisled as fiald M&n nes
adjustable shall be permittad to be sither adjusiad . a !
within the listed and marked sensitivity range and Supervisor or  Executive
vleaned and recalibrated, or they shall be Director  will inspect sl
fEﬁPfai‘:?d- No. 2 Thi ‘ ¢ shall not 2ot means of egress each
. Xcepuon No, 2: This requirement shall not apply o ;
to single slation deteciors refarsnced in 7-3.3 ard manth beg’m“jg with  the
Table 7.2.2. March 24, 2015, o ensure
The detector sensliivity shalt not be tested or they are free of obsfructions
measured using any device that administers an or impediments and
unmaasured concentration of smoks or other continue monithly
aerosol info the deiecior, : -
inspections for fowr (4)
K Q72| NFPA 101 LIFE SAFETY CODE STANDARD Ko72 months until June 2015 and

FORM CMS-2567{02-98) Previous Versions Chaciste Evenl 102300521
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K 072 | Continued From page 4 Ko7z
standards. The deficiency had the potsntizl o obstructed by snowfice."
affect one (1) of nina (9} exils, twenty-two {22; ;2 g?ﬁ {}; ai; ;‘; e fa G??“
rosidents, siaff and visitors, ; Vs : ity
Maintenance Supervisor,
The findings Include: Executive Director, or acting
Ch i G3/03/15 at 3:08 PM, with th Nurse Supervisor wil
servation on at 3 . with the ; :
Maintenance Director, revealed the outsida visually m;spict aiijm;ans;hof
sldewslk leading from the North Short Hall had an egre§s Prior i and aiter the
accumulation of ice and snow. Interview, with the parking ot has been plowed
Maintenance Director at the time of cbservation, o ensure they are free of
revealed the facility did have a policy regarding impediments when fhers is
keeplng sidewalks ciear of snow and kg, Further . :
interview, revealed the snow had been pushed snowfice accumulation,
upon the sidswalk when an outside coniracter o
had plowed snow from the parking lot. Monitoring:
The fing knowledged by th The Maintenance
@ findings were acknowiedgsd by the Supsrvisor or the Executive
Administrator during the exit confererica, Direcior will submit to
Reference: NFPA 101 {2000 Editlon) the QAF_’i Caf}jimsﬁee the
7.1,10.1" Means of egress shall ba continuously monthly Inspections of ths
maintained fres of all cbsimcii:'{as or o means of egress for four {4)
g?i??f?:g;i itii Instant use In the case of fire months begéﬂﬁiﬁg in April |
gency. 2015 andending in Juby f
2015 and then quarterly and
remain ongoing  until
medified by the QAP
Committee o sustain the
removat of the deficient
prachice, D4/152045
i
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