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_ DEFICIENGY)

(F 000} INITIAL COMMENTS {F 000}

An offsite revisit was conducted, and based on

the acceptable Plan of Correction (POC), the

facility was deemed to be in compliance on
121715 as alleged.

(XE) DATE

12/17/2015

LABORAYCORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SEGNATUQE TITLE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing hemes, the findings stated above are disclosabie 90 days
following the date of survey whether or not a pian of correction is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days following the date these documaents are made available to the facility. If deficiencies are cited, an approved pian of correction is requisite to continued

program participation.
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g The completion and submission of this plan of
! Ar Abbreviated Survey investigating Complaint correction does not constitute that the facitity
i
i KY#0C023928 and Complaint KY#00023948 was ; ; i g .
i agrees with the cited deficiencies as stated in
] initiated on 10/22/15 and concluded on 10/23/15 g o o
g Complaint KY#00023928 and Complaint the 2567, The facility is compieting the plan of
KY#QG@&Q% wers subsgantéateﬁ and correction because it is required by state and
~deficiencies were cited with the highest scope foderal | The facility all "
; and severity of 2 D" ederal iaw. The fachity alleges compliance as
L 281 483.20(kj(3)()) SERVICES PROVIDED MEET P28 of12/18/2015.
| s8=0 PROFESSIONAL STANDARDS
N _ o FZE1483.20 (k) (3} The services provided or
; - The services provided or arranged by the facility o )
; " must meet professional standards of quality arranged by the facility must meer professional
f standards of quality.
!
i
’ his R ! £ “t miet a5 evidencas : . .
! ;}F;aa REQUIREMENT s net met a3 evidenced Surveyors Allegation: The requirement is not
; Based on observation interview, review of mc met as evidenced by the facility failed to ensure
; facility "Medication Administration” Policy. and services provided by the facility meet
review of the "Kantucky Board of Nursing . N
Advisary Opinion Statement” [AOS) #44 Patient professional standards of quality for one (1}of
| Care Crders, revised October 2010, it was seven {7} sampled residents {Resident #3},
; defermined the faciiity failed to ensure services
i provided by the faciity meet professional 1 Th .
! . . e aliegad noncomauglian
: standards of quality for one (1) of seven (7) LA ge ompance i‘"”as
sampled resicents (Resident £3), -+ eorrected for the resident affected
_ u , {Resident #3) by the deficient practice
! Chservation on 1H22/15 revealed Resident #3 . ] )
! was left unattended with medication in 2 cup. on by-ensuring the resident did consume
| the left hand side of histher plate at the Junch the medications herself, per interview
i tabie of this alert and oriented resident. And
I The findings include: educating the nurse directly involved in
] N o . , the deficient practice on the facitit
| Review of the facility "Medication Administration” ) P o o ‘y
i Policy. revised 12/2012, revealed nurses were o policy for medication administration
I observe medication consumption by residents. which includes that she will observe
j resident’s fonsumptmn of medications.
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Continued From page
Review of the Kentucky Board of Nursing
Advisory Opmion Statement {ADS) #14 Patierd
Care Urders, revised October 2010, revealed

Registerad Nurses (RNg) and Licensed Practical

Nurses (LPNs) were respensible for the
administration of medication treatment as
authorzed by & Physician, Physician Assistant, or
Advanced Practice Registered Nurse (APRN).
Review reveated components of medication
administrstion ncluded, but were not limited to
preparing and giving medication in the prascribed
dose. route and frequency.

Review of Resident #3's clinical record revealed
the facility admitted the resident on 08/15/14, with
diagneses which incluged Ostecporosis.
Epiepsy, Idiopathic Neurcpathy, Essential
Hyperiension and Hear! Disease. Review of
Resident #3's Annual Minimum Data Set (MDS)
Assessment, dated U8/27/18 revealed the facility
assessad the resident a3 having 2 Brel Interview
for Mental Status (BIMS) of fifteen (15} out of
fifteen (15) indicating he/she was not cogritively

mpatred,

Review of Resident #2's Physician's Orders dated
Cotober 2015, revealed orders for Neurontin
Capsule 30C milligrams one {1) time a day and
Clonidineg HCL (anti-hypartensive medication) 0.1
miligrams three (3) times 2 day

Review of Resident #%'s Medication
Admiristration Record (MAR) dated Oclober
2016, reveaied the Neurontin Capsule 300
milligrams was scheduled o be administered at
noon dafly, and Clonidine MCL 0.1 milligrams was -

: schedulad to be administered three (3) timese &
day at 8:00 AM. 12:C0 Noon, and 860 £M.
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The facitity will identity other
residents/ patients having the potential
to be affected by the same deficient
practice by observing medication
administration practice of the
consistently assigned nurses on the
same unit 1o ensure compliance with
professional standards of quality
outlined in the facility policy for
medication administration,
The facitity will ensure that the deficient
practice does not recur by conducting
in-service training to all nurses
regarding the professiona! standards of
gquality outlined in the facility policy for
medication administration. The
Director of Nursing and administrative
nursing team will oversee, and present
the education of the nurses which
began on 10/23/15 and will be
concluded by 12/17/15. The facility
does not utilize Certified Medication
Technicians nor agency staffing. The
new hires will receive the education as
part of their grientation. Any PRN staff
who have not completed the education
by 12/17/15, will not be scheduled to
work until they have completed the

education.
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F 281 ugnzmue'd From page 2 _ F2a 4. The facility plans to monitor its
Observation on 10/22/15 at 12:20 PM, revealed erfo t .
Resident #3 had two (2) pilis. 1 3 oup. on the of perfermance to ensure the solutions
hand side of tis/her place. at the lunch table are sustained by conducting medication
pass observations of one nurse per

Interview with Resident #3, on 10/22/15 &t 1220
P, revealed nurses routinely lefl medication with
himiher, especially morning medications. per
his‘her request. Continued interview revealed

" he/she had nurmerous moming medications and
would il up on fluids 1o take them and would not

“have "any room in my stomach left to eat

. breakfast” so he/she took them iater. Further
merview revealed the resident identified the two
{2} medications in the cup as Neurontin, and

tonidine

week for a period of four weeks and
then at least one nurse per month for
two months, then at the direction of
the Director of Nursing, Medication
pass audits will observe two to three
residents for each medication pass. The
medication pass observations wiil be
conducted by the Directar of Nursing
and the nursing management team as

Review of Resident #8's medical record ravealed
the facility admitfed the resident on 0”4'14;1 3 with :
\ 5 : cata N _
diagnoses inciuding Parkinson's Disease and delegated. The results of the
monitoring will be discussed as part of

Dysphagia. Review of the resident's Quarterly
MDS Azsessment dated 07/27/15 revealed the ;
faciiity assessad the resident as having a BIMS the C‘zuaﬁt‘y Management program
score of twelve {12 out of fifteen (15) indicating OREoIng.

the resident was cognitively intact. Inierview with The facility alleges compliance as of
Resident #8 on 10/23/15 at 1:55 PM, revealed 12/18/15
nurses occasionaflly. maybe one (1) or two (2) RSl

times a week lefi medication with him/her to take

later.

i
]
|
i
|
Inferview with State Registerad Nurse Aide E
[SRNAJ#3, on 1072215 at 12:30 PM, revealed ;
she had never observed a nurse leave any i
medication with a resident, Continued inferview §
revealed medications should not be leff with ;
|

i

;

i

]

residents.

Interview with SRNA#4, on 10/22/15 at 12:35
PM. revealed medication should not be & with
: the residents but Licensed Practical Nurse (LPN

Event iD: 14HR 11 Faciity 1D 100268 If continuation sheet Page 3of 7

FORS CMS- 2567102591 Previcus Versiors Obsoiste



f88247

Rty ;
ADDRESS O1TY 87277

i
[ 2344 AMSYERDAM RCAD

| OVILLAHILLS. KY 41017
E CIENCY :‘l T?g;‘:fﬂ
! YR LSD IDENTIYY TAG
J F 281 Continved fFrom page 3 £ 87 i
i #1) roubnely ieft medication with cenain !
i residents. Further interview with SRNA #4
indicaled LPN #1 ”@Ltérew left medication with g

Rasigent #3. Regident #5 and Resident 26

Interview with SRNA 5, on 10/22/15 at 12:45
BM, revesled medication should not be left with
the residents but the nurses say #'s all right to
leave the medication with residents who were
alen and oriented. Further inferview with SRENA
#5 indicated she usuaily noticed medicalion bei NG

left with residents at the dinner table more thar in |

the resident rooms.
[

Inteniew with LPN #1 on 10722013 at 1.05 PM
who was assigned o Resident 3 reveazled she i
had been taught n nursing school, madications i
were not to be left with residents. Howsver she :
further stated. when she came to work at the ;
| faciity sbout three (3} vears ago, she was told ;
they were striving for a more home like
ervirenment and i would i:ae sl nght to leave §
medication with a resident if they wers alert and
orented. Continued interview reveszied PN #1
would routinely leave medication with Resident #3 ;
_and Resctent #7 bescause they were alart and
5 orignfed.

Resident #7 was not able to ba inlerviewed dus o
fdiness.

interview with the Director of Nursing (DON), on
10723715 at 1:45 PM. revealed since she had oniy

peen hired about 3 month ago, she was unable to

spesk o anything staff may have been told

before she was hired. Continued interview

revealed she was unaware nurses were Jeaving

medication with residents. She stated. per the

faciity policy. nurses were to observe resident

Event (D 14HR 1 Faiity (D 100268
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Continued From page 4
consumption of medication &t the time of
administration. She stated it was her expectation
for staif 1o follow facifity policy. Further inferview
revealed the facrht; did have a medication self
administration policy: however, it was not being
implemented at this time

65 483 70(h)

SAFE/FUNCTIONAL/SANITARY/ COMFORTARL
E ENVIRON

The facility must provide a safe. functional,
sanitary. and comforiable environment for
residents, staff and the public.

“This REQUIREMENT s not met 25 evidenced
Dy,
Based on sbhservation and interview, # was
determined the facility faied to provide a safe,
andd sanilary enmvronment. Observation of the
Household Kiichenettes reveaied soiled and
siicky cabinet drawers, soiled dish cabinets and
cabinet shelves solled ice machine exteriors and
thers was no access knohs on e covers of the
we machines, Also, the sleam tables were le?t

with food and debris.
. The findings include;

Ctservation of Household "A" kitchenette area.
oft 10722715 at £:.00 AM, revesied the silverware
frey was solled, and the drawer the silverwars
ray was in, had granule pariicles in it Also, the
lips of the drawers under the juice machine had 2
sticky substance on them, and there was a sticky
subsiance in the drawers, The cabinets above
the countar iop that held plates, cups, and
salcers had a stain. the cabinet sheives over the

e

Fags

Facihty B 100268

F 465 483.70 (h) The facility must provide a
safe, functional, sanitary, and comfortable
environment for residents, staff and the nublic

Surveyors Alfegation: The requirement is not
met as evidenced by cbservation of the
Household Kitchenettes revealed soiled and
sticky cabinet drawers, soiled dish cabinets ang
cabinet shelves, soifed ice machine exteriors
and there were no access knobs on the covers
of the ice machines. Alsg, the steam tables
were left with food and debris.

1. The alleged noncompliance was
corrected on 10/24/15 for the residents
affected by the deficient practice by
conducting detailed cleaning of each
Househeld Kitchenette by STNA staff at
the direction of the Director of Nursing,
The cleaning was audited for
compieteness by the DON.
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| FA483 Continued From page 5 F 468
f microwave had debris and dust like particles on
: them, and the top shelf lip had a dime sized . . . L
] yeflow food substance on it The ice macking 2. The facility will identify other residents/
extenor was covered with dust fike particles and & patients having the potential to be
I sticky subsiance and there was no access knob .. .
, . _ affected b
| ont the cover of the ice machine. Alss. the ‘y the same deficient practice
| stearntable well had a piace of flosting bread in By observing Household cieantiness
; the water, rounds one household per week. This
; Ovservation of MHouseholds "B" kilchenalis araa will be conducted By the members of
! Of TO22/15 at G112 AM. revesled the silverware the interdisciplinary team at the
| tray and drawer was sofled. The inside of the di . ) .
= . ir
drawers under the juice machine was covered ec‘{solr‘z of tif}e Director of Nursing,
3. The facility will ensure that the deficient

with & sticky substance and the dish cabinets
and ice machine had a build up of dust fike
particies. Alsc. thers was no access knoh on tha
cover of the lce machine,

Observation of Household “C" kifcheneta on
1225 at 917 AM, revealed the silvarware tray
and drawer holding the fray was soiled. the inside

of the drawers under the juice machine were
cited with a sticky substance and the dish
cabinets and ice machineg had g build up of d
Eikﬂ particies. In addition, Household "C's
kitchenette steamtable well had a piece of plastic

floating in it

usi

interviaw with State Registered Nurse Aide

[SRNA} #1, on 10/22/15 at 9:17 AM. revealed i+
was the SRNAs responsibiiity to ensure the
kitcheneties wers cleaned up after each meal,

“much as a kitchen at home would be cieaned up
afier a meal to include wiping up spills ang
sweeping and mopping the floor. Further _
interview revealed the Dietary staff came up once
a month and de-limed the dishwasher and :
stearmtable wells and deep cleaned the ficors,

- walls and cabinets.

practice does not recur by conducting
in-service training to all STNA regarding
the standards for cleaniiness within the
kitchenettes, for which they are
responsible for cleaning. This in-service
training wili be conducted using the
internet based staff training system
Gverseen by the human resource
director for completeness, This in-
servicing was begun on 10/23/15 and
will be completed 12/17/15. The
training will be provided to new hires,
the facility does not yse agency staff.
Any PRN Staff who have not completed
the education by 12/17/15 will not he
scheduled to work untif the education is
tompleted.
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g 4. The facility plans to monitor its i
: Interview with the Director of Nursing {DONY on . i
i rryiy L r N !
' TZ3ME 8t 1.45 Pt revealed during walking performance to ensure the sofutions §
; rounds on 10/13/13, the general cleaniiness of are sustained by conducting Household
; e faciity kitch es did not meet | : ; .
| the facility ’““C“e”‘f?ﬁ"g did not meet fer Kitchenette cleantiness audits once per |
expeciations. Continued intarview revealec, a
i socn &s information gathering/discussions were week x 4 weeks on each Household
compigted and processes and procedures were thern one Household per week ongoing f
developed and compleled. staff education would f the direct] f the Di : :
o8 instituted on general kitchenette cleaniiness. at the direction of the Director o !
f Nursing. The audits will be conducted {
! by members of the administrative [
é interdisciplinary team at the direction i
i of the Administrator. The audits will be i
! . . . . f
§ conducted using visual inspection to |
: . . L i
! determine that the criteria for ]
;
! cleantiness is met and will be checked |
; . . , H
off on an audit tool. The audits wilf H
begin the week of Nov 22-28, 2015 :
The results of the monitoring will be !
i , . i
i discussed as part of the Quality
ﬂ Managemernt program ongoing. J
f ]
|
; The facility alleges compliance by
f ; |
12/18/15. I
E i
; ;
| E
; z
/ ]
z ;
; i
E
| ;
{ i
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