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{P 000} Initial Comments {P 000}
Based upon implementation of the acceptable
plan of correction, an on-site revisit survey was
conducted on 04/08/2024 and concluded on
04/08/2024. The facility was determined to be in
substantial compliance effective 03/15/2024 as
alleged in the acceptable plan of correction.
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Duplicated cltation- citation
previously noted and
rasponded 1o.

Adminisiration and Operation

(1) Licensee. The licensea shall be legally
rasponsible for:

{2) The operalion of the PCH or SPCH;

{b) Compliance wilh federal, state, and jcal laws
and adminisiralive regulations pertainjjig to the

operalion of the facifily, .

iatlon of OOdJ\.ODLD-D( uwe
operalion of ! ' &M €Nib E.B
he davelopment %D .

ransition
ation with an

{c) The development and fmplem
polictes related to administration
the facllity, and

(d) If the licensee is an SPC
and implementatlion of wirill
proceduras o ensure coo

individual or entlly thal asgists with lransltioning
residents with an SMI to Jommunily living
arrangements

This requir

ent Is nol mel as evidenced by:
Based on

sarvation, inlerviaw, and reviaw of

, it was determined the facllily (ailed
1o ensurgfihe implementatian of the facilily
“Infectigit Coniral Policy".

#4 (#ed to perform hand hyglene prior to
ming a bload glucose test (measures the
of glucosa in the bleod) using a glucomeler

TITLE {X0) DATE
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for Resident #i8. Floor Alde #4 then falled lo
perfarm hand hygiena aller perfarming the bl
glucose test for Resldent #6 and prior to
parforming the blood glucose lest for Rasidgnt
#7. Floor Alde #4 then {ailed lo perferm hfhd
hygiene alter performing the blood glu fest
for Resident #7 and prior lo perfarmingihe blood
glucose lest for Resident #8.

Mareover, further observaiion on Qf730/2024,
revealed Floor Alde #4 falled lo difinfect the
Individual glucomelers after usgior bload glucoss
tests for Residents #6, #7, a B

The findings Include:
Review of the Facility P litted, "Infection

Contral Policy” undatedfrevealed facllily slaff
shauld lake precaullogs while interacting with

residents to pravent gind contral the spread of
infeclion. Precautighs: Hand washing: Good
hand washing usigli soap and waler or walerlass

anliseplic befarefind afler pallant conlacl, after
using the bathrgfim, after handiing solled
material, and bfore and afier eating. Gloves:
Glovas shouly/be worn whenever contact with
any of the fgffowing was expecled (o occur; 1)
Blood; 2) Agly body fluids, secretlons, and
excrationgl’ 3) Non-intact skin and/or 4) Mucous
membrajfas. Afler removal of gloves, wash
hands {gimadialely or use walerless antiseplic.
Palienfcare equipmenl: Handle solled palient
care guipment In a manner o prevent skin and
muciius membrane exposure; coniamination of
clojfiing; and transfer of microorganisms la other
pafients and environmsnls. Do not reuse patient
cffre equipment uniil it has been cleaned and
processed approprialaly and discard single use
ems properly.
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P @15 Conlinued From page 2

blaod glucose lests for residents:

a. Floor Alde #4 falled to wash her hajtis
gloving (o perform a blood glucose s
glucomeler for Resident #8.

b. Alter performing the blood gl
Resldant #8, Floor Alde #4 rerp
gloves, but falled to wash heg
gloving to perform a blood g5
Resident #7.

¢. Alter parforming lhe
Resident #7, Floor Aldg4

performing the blood

fine Cleaning", revealed
facHily's Accuch

with Super Sall-Clolh Germicidal Dispos
Wlpes or a rgasonable subsiiiuta for that

ghal observalion on 01/30/2024

comeler pouch.

1) The following cbservations were naled o
01/30/2024 slarling al 5:45 AM, related lo
of staff to perfarm hand hygiens when ob

ved her sollad
ands prior to
cose last on

hited glucose lest on
removad her solled
glaves, bul lalled lo wifsh her hands prlor to
flucose tast for Resident

tck machine shall be cleaned

aflar Floor Alde #4 checked the bleod glucose
glasident 46, she falled la disinfact the

After Floor Alde #4 checked the biood glucose
hr Resident #7, she falled to disinfect the
hlucometer prlor lo placing.jt back into the

PO15

the

able

starling
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glucomeler pouch.
¢. Aller Floor Alde #4 chacked the blood glyio
for Resident #8, she fallad to disinfect the
glucometer prior (o placing it back inlo 1pE
glucometer pouch.

During an interview with Floor Alde
01/31/2024 at 3:40 PM, she slales

procadure including blood gificose tests, and it

was important (o disinfec! jfa glucomelers prior

to placing them back inigithe Individual pouches.
he sialad fallure to wash

dgallura to disinfect the

2 could cause the spread of

or sanllize hands a
glucometers after
germs.

gaw with the Adminisicator (ADM),
5t 4:23 PM, she slaled staff should

' 8 between resldents. in conlinued
swiihe staled she expecled glucomelers to
ded/disinfacled Immedialaly followlng

eosd

KAR 20:036 3(4) Section 3. Administration | P0S0 Duplicate citalion. Citation
A4 Operalion previously noled.

(4) Patient rights. Palient rights shall be provided
for pursuanl to KRS 218.510 to 218.528.

This requirement is nol met as evidenced by:
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Based on observalion, Intesview, racord revig
and review of facilily pollcy, it was determing
facifity falled to ensure Resident Righls wgfe
protected to ensure the salely of each rgfident for
four (4) of eight (8) sampled residents; fResident
#2, Rasident #3, Resident #4, and Rafiident #5).

3.) On 11/01/2023, the facliily staff fleard yelling
and saw Resident #4 and Resideft #5 on lhe
Noor. Rasident #4 was hitling RgSident 45 In the
face with a sel of keys. Both rggidents ware senl
Blualion of Injurias.
Residenl #5 suslained a scfip abraslon, a
sprained finger, and a shgfider slraln. Resident
#4 sustained a laceratiogfon his/her hand, which

b.) On 11/28/2023, Resident #2 hit Resident #3,
and white Residagl 4 was allempting lo protacl

frgency room for evaluallon. Resident
agniosed in tha ER with facial contusion,
right ri§f contusion, lwo superficial laceralions en
A8, one laceration on the forehead, and one
fation on the left cheek.

e findings include:

Review of the Facilily Palicy tiled, "Rights of
Resldents—Dutles of Faclliles—Acllans®, effeclive
0711412022, revealed all residents shall be free
from menlal and physical abuse, and free from
chemical and physical resirainis except in
emergancies or excep! as thoroughly justified in
wriling by a Physician for a spacified and limiled

STATE FORM ?\mw 3] ‘";' )aq JOSEN Il contouation sheet 3ot 27
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period of lime and documented In the residen}
Medlecal Record.

Reviaw of the Facilily Pollcy titled, "Resid
ghall be free from Abuse and Neglecl”,

nolifiad timely.
Raview of the facilily Policy, tijad

Moniloring”, revised 08/22/2(714, revealed a
documented hourly check g each resident shall
bie perdormed and do ted lo observa aach

resident’s condillon and

more frequantly thagho
such as in the evegf of a changa of heallh
conditian, illness, ghysiclan’s order, and/or
behavioral changes.

Reviaw of KRE
Dutles of fa
frea from

216.516 Rights of residents,
gililies, revealed all residents shall be
anlal and physical abuge.

fte yelllng. and when siaff went lo
Invgitigate, stafl observed Resldant #4 wilh keys

fys. Cantinued review revealed staff separaled
joth residents, cleaned them up, and had
Emergancy Medical Services (EMS) lransport
both residents ta the hospital.

revealed (he facility admilled tha resident on

Review of Residant #4's "Admisslon Face Sheel",

éx?;m SUMMARY smmmonmmncms 0 PROVIDER'S FLAN OF CORREGTION 1x8)
REFIX (EACH OEFICIENCY MUST BE PRECEDED BY PREFIX EACH CORRECTIVE ACTIOH SHOULO BE CoUPLET
TAG REGULATORY OR LSC IDENTIPYING mmmmm TAG 088-REFERENCED TO THE APPROPRIATE oatg
DEFICIENCY)
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05/00/2022, with diagnoses lo include
schizaaffactiva disarder, bipolar disorder, slaag
disturbance, and nicoline usa disarder.

Residant #4 had no Cara Plan to revlaw.

Review of the Pragrass Notes, revieweg for

August 2023, Seplember 2023, and Qflober
2023, revealed Reslden! #4 had no yerbal ar
physical altercalions with residenisglor were
aqgressive behaviors noted,

Review of Resldent #4's Monilg
it was Initial hourly to Indicate
observed on an hourly basls §
allercation with Resident #5

@ resident was
or to the

Review of Resident #4's Pragress Note, entered

revealed Rasident #4 ghd another resident
(Resldent #5) had gojfe
raview revealed stalf/separated lhe residents,

called the Advancgt Praclical Reglstered Nurse

sent Resident #
evalualion of {#

lo the hospilal far further
rles.

Review of asident #4's Hospltal Emergency
Room (EBf record, daled 11/01/2023, revealed
Residenyitd was seen (or an assauit with a
left-hagli lacerallon. Continued review revealed
the rgfident had a three (3) cenlimeter (cm) left
laceration which had lo be repaired with

Nbservalion of Resident #4, on 01/29/2024 at
8:53 AM, revealed the restdent was clean, neal,

odor.

g Log, revealed

by Floor Alde (FA) #5, djled 11/01/2023, untimed,

(APRN), notifled guardians of bolh residents, and

appsopriately dressed, well-graomed, and without

(X910 SUMMARY STATEMENT OF OEFICIENCIES D PROVIIER'S PLAN OF CORABCTION {x3)
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During an imMerview with Resident #4, on
01/29/2024 al 6:53 AM, helsha stated he/she
remembered the Incldent invalving Rasldent #5.
Resident #4 stated he/she was drawingon a
plece of paper using a colored pencll, when
Resident #5 slarled "lollowing me and was
cursing at me.” Resident #4 stated he/she jJept

continued to state, he/she hit Resid#nl #S “about
six times.” Resident #4 slaled thef
us and sent us both to the hospjil. Resident #4

1 b.) Review of Resldent §6's
Sheet", revealed the fac)

*Admission Face
admitted the resident

it fas intial hourly to indicale the resident was
gbserved on an hourly basis prior to the
altercation with Reslident #4.

Revlew of Resident #5's Haspital ER record
daled 11/01/2023, revealed Residenl #5 was
treated for a shoulder sirain, scalp abrasion, and
finger sprain.
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Qbservation of Resident #5, on 01/29/2024 at

6:10 AM, revealad tha resident was clean, npat
appropriately dressed, well-greomed, andg¥!
odor.

During an interview with Rasldent #640n
01/20/2024 at 8:10 AM, he/she slal 571 he/she

stated It fell like Resident #4 hgl hit "my head
about 30 limes”, causing a s

ih Floor Alde (FA) #3, on
M, she slaled she worked

t Involving Resident #4 and
staled she was nol sure

ad yelling, bul when she
jene, “the fight was on.” FA #3

Resldenl #5. FA {
which resldent
arrived at Iha 2

screaming 3 each other, and Rasident #4 was
Rfisident #5 with a set of keys. FA#3

alfh on histher hand. FA #3 slaled both
is were sent {o the hospital ER for
evaliation, FA #3 siated prior (o this Incident,
affher Resldent #4 or Resident #5 appeared
affilated or were showing aggressive behaviors.
hhe was unaware of the (wo (2) residents having
argumenls in the past.

2 a.) Raview of the Facilily's Invesligation, dated
11/28/2023, revealed Reslidant #2, Resident #3,
and Resident #4 were in lhe smoke bulldin ing when

STATE FORM \ JOSE1
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Rasidenl #3 ran Inlo factlily and lold slaff
Rasident #2 hit him/her and Resident #4.
Continued review revealed Rasident #3 was
observad to have a left chaek bruise, and the,
right cheek was puffy. Further review ravealfic
Raslidant ##4 was blaedinp from his/her hegt and
histher nose. Ongoing reviaw ravealad By
#2 slaled Resident #3 was a "Russian’

gmission Face Sheet”
revealed the facility admitlgd the rasident an
05/08/2022, with dlagnogfis of schizoaffective
disarder with possible syhlhetic induced
exacerballon, esthma ilabetes meliitus, and
nicotine use disorderfResldent #2 was
discharged from thegtacilily on 12/26/2023 and
senl lo a psychlalrif hospital and per Lhe
Adminlsiratar, willffiol return to the facilily.

Resident #2 hal no Care Plan to review.

Raview of th#f Progress Noles, reviewed for
August 2028, September 2023, October 2023,

i v Initial hourly to indlcate the resident was
ghserved on an hourly basis prior to the
iitercation on 11/28/2023.
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Reviow of Resident #2's Progress Nols, enlegfU
by Medication Technlcian (MT) i1, dated
11/28/2023, revealed Resident #2 got Into

all residents were separated immedialg
Continued review of the Progress Ngje
ihe family, and the Nurse Praciillc
nolified.

Raview of Resldenl #2's ER Ngj, daled
11/28/2023, revealed ResidenjH
an assaullUsuleldal Ideation g#fd behavioral
problem with recommenda
the primary care provider g
Conlinued review of the &
Resident #2 lold ER slafj
aggressively and atlacjjed anolher person
?ecause “sameone oganed a lighter in his/her
ace”.

Nola, revealad

2 b.) Review of Reffident #3's “Admisslon Face

an 05/07/2021
headachaes, ki
disabliily.

ise conlrol, and inteflectual

Resident ## had no Care Plan (a review.

Review g the Progress Noles, reviewed for
Augus}f£023, Seplember 2023, Oclober 2023,
and Nfivember 2023, revealad Resident #3 had
no vgrbal or physical allercations with residents

allffication on 11/28/2023.

it was initial hourly to indicate the resident was
obsesved on an hourly basis prios to the
altercation on 11/28/2023.

allercalion with Resident #3 and Residag( #4 and

Bins to follow up with
d faclity psychiateist.

Sheat" revealad Yie facllity admiltad the resident
oith diagnoses of non-Intraclable

norfiere aggressive behaviors noled prior to the

aview of Resident #3's Monlloring Leg, revealed
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Review of Resident #3's Progress Nole, enigfed
by MT #1, daled 11/28/2023, ravealed Resifient

#3 was hit by another rasident (Residant i
no medical lreatment was completed asf
#3 refused 10 go lo hosplial for treatme

(APRN), Psychiatrist, and the legalf§usrdian ware
notifled of the Incldent.

revealed the resident had djfig
unspeciiied psycholic disgfie r. unspeacifled
deprassive disorder, andfinspeocified intellaciual
developmantal disabilily Conlinued review of the
Psychialrlc Note revegfad Resldant #3 was to gel
3 Depakole level ang/continue with current
medications, Contigied review of the Psychiatric
Note, revealed Rgfident #3 had a Dapakote level
wilhin normal lirgfts.

Qbservalion gf Resident #3, on 01/29/2024 at
9:13 AM, reyBaled lhe residant was clean, neal,
appfoprlat dressed, well-groomed, andwllhoul

dent #2 got upset and "hit both sides of my
ad”. Resldent #3 statad Resident #2 waould gel
psel if he/she did not get histher own way and
e/she did nol know whal set him/her off that day.
Rasldent #3 slaled Resident #4 stepped in 1o lry
(o help him/her when Raslident #2 slarted hitiing
Resident #4. Rasident #3 slalad he/she weni
inside the facllity lo alert staff who intervened and
separated Resident #2 and Resident #4,
Resideni #3 slaled he/she did not have any culs,
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Resident #3 stated he/she did not go to

guardian and expressed desire lo stay g
tacility for monitoring.

Shasl" ravealed the facllity admitis
on 05/09/2022, with diagnoses
schizoaffective disorder, bipol
dislurbance, and nicolina usgfdisorder,

Resldent #4 had no Care jfian to review.

Raviaw of the Progressloles, reviewed
Augusi 2023, Seplemb:

the face, one laceratlon on \he forehead,

bul did have some swelling to the right cheekand
hefshe belleved a brulsa 1o histher left chegjf.

hospilal because helshe ialked lo his/hegie

2 ¢.) Review of Resident f14's “Adgisslon Face
the resident
3 Include
disorder, sleep

2023, October 2023,
and November 2023 fevealed Resident #4 had
no verbal or physicafallercations with residents

affident #4 had bean punched In the face and

d a small superficlal laceration, a nosebleed,
nd complained of chasl wall pain on tha right
‘side due to Resident #4 siated ha/she hit
something when he/she {ell during the altercation.
Addillonal review of the ER Nole, revealed
Resldent #4 was diagnosed with faclal conlusion,
right rib conlusion, two superficlal lacerallons on

for

and onse
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laceratlon on ths left cheek.

Obssrvatlon of Resident #4, on 01/2872024 at
8:53 AM, revealed Rasldent #4 wasjflean, neat,
approprialely dressad, well-groomey, and without
ador.

During an interview wilth Resldegit #4, on
01/20/2024 al 8:53 AM, he/shays
ramembered the incldant invgiving Rasident #2
and Resident #3. Residen! 4§ stated Resident #2
hil Resldent #3 on the Jaw ghd whila he/she
(Resident #4) was altempiing lo help Resident
#3, Resident #2 siarled Pitling him/her (Resldent
#4) In the face. Resldenf#4 slated Resident #3
ren Inside the facilily agd asked slaff to help,
Resldemt #4 stated thif stalf removed Resident #2
from the resident arga. Reslident #4 further siated
he/she vas sent lafine hospiial with some
bruising and somg/cuts on hisher face.

ergaw with Medication Techniclan
729/2024 al 2:50 PM, she staled

Reflistered Nurse (APRN), and the families of (he
giidants of the incident. MT #1 stated Resldent

2 had some culs lo both hands, Resident #3 had
ifa bruisa (o the left chaek and swelling to the right
cheek, and Resldent #4 had a cut on the
forehead. MT #1 slated Resideni #3 refused to go
to hospital and Resident #3's guardian spoke with
(he resident and agread not to send Residenl #3
{o the hospilal for evalualion. MT #1 slaled all the
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P 195

Conlinued From page 14

residents had the right lo be free from abuse
slaft had no way of knowing (he Incident wa
going lo occur.

During an Interview with the Administrajp
01/31/2024 at 4:23 PM, she staled thgfprocess

dh involved
the residents belng placed on onej
moniloring until the residents "calfied down" and

er stated If the
facility sialf had known the alifrcations were

the answer, as more si3
The Administrator furl
right lo be protecled
“nothing could have

“could get In the way."

r siated residents had the
bm abuse, but she felt
Been done diferantly o

from occuiring.” Further

aff after the rasident altercallons,
olvad were placed on every lhirly
Initaring for Increased supervision
and staff wagh watking the halls more fraquently
to moniitor gfisidents more closely in order to be

agllatiog Furlher. she slated al this ime staff was
attemgfling lo keep lhe residents accupled by
provifing puzzle books, crafis, reading books,
nuzzles, and doing more saclal activilies
offolving games. She stated she expecled staff (o
Bilow facllily policies.

802 KAR 20:026 4(1)(c) Section 4, Provision of
Services

(1) Basic health and health relaled services.

(c) Medicalions or therapeullc services shall not

P 050

P 195
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be adminislered or provided to any resident,
except on tha order of a licensed physiclan or :I?sr::lcses;%r ;&f}:g& T:uet mul'?not
other health care praclillener as authorized under fimited to. the im “ f hand
the praclilioner’s scope of praclice. ' poriance ofhand i
washing and using hand sanitizer
in belwean cares, and at the start
of resident cares, as well as the
importance of wearing gloves. In
service with staff was done in a
conversational way, enabling staff
to engage in conversation, ask
This requisement is not mel as evidanced by:
Basedegn observalion, interview, and revle:'y of queslions, share thoughts, etc. At
Ihe facllity* Infection Conlrol Policy”, It was the completian of the in service,
determined the (aciiily falled to ensure basic staff acknowledge they understood
heallh related sesvices regarding Infection control what was being discussed.
practices during medicallon pass. Additionally, on 2.22.24, PCP
Alisha Cooley, conducted an in
23::"::"&2 ?&m,"‘;?“"“ Pass on 01/30/2024 sarvice with the staff reviewing the
: importance of hand washing and
a) Floor Alde #4 did not her wash hands or use using hand sanitizer belween
hand sanilizer prior lo preparing medicalions for resident cares and at the start of
medicallon pass for Residents #1, #2, #3, #}4, #5, resident cares.
#G, #7, and #8B. Upon hire, a new staff member is
b’ Floor Alde #4 handled medicalions with her {rained for a two day perlod. of
bare hands without glaves. which , the first day includes a
c) After Residenl #9 used his/her naseal spray, the i f facilit i d
nasal spray was placed into a basket wilh six (8) review of facillty policy an
other residant’s inhalers and nasal sprays without procedures, lo include hand
cleaning the nasa! applicalor or replacing the cap washing/use of hand sanitizer as
lo the nasal applicator. discussed in the in service.
d) Additionally, during medication pass, Floos
Alda #4 pul her finger inlo the top of lhe glass of
liquid as sha handed the glass lo Resident #8 to
drink when taking his/fher medicallons.
@) Floor Alde #4 did not wash her hands or use
hand sanilizer between each resident and during
the entira medicallon pass for Residenls #1, #2,
#3, #4, 48, 48, 17, and #8.
STATE FORM ?W { el J0SEN ' convmugtion shast 1601 27
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The findings Include:

Revlew ol tha Facility Pollcy tilled, "Infection
Control Policy” undaled, revealed facility staff
should lake precaulions while interacting with
residents lo pravent and conlrol the spread of
infeclion. Precautions: Hand washing: Geod
hand washing using soap and water or watarless
antiseptic before and afler patient contact.
Gloves: Gloves should be warn whenever conlact
wilh any of the following was expected lo occur;
1) Blood; 2) Any body flulds, secrelions, and
excrelions; 3) Non-intact skin and/or 4) Mucous
meambranas. After removal of gloves, wash
hands Immedialely or use walerless anliseplic.

During an inlarview with the Administralor, on
01/31/2024 al 4:23 PM, she stated the facility did
nol have a pallcy related to infection control.

The following observalions were noled on
01/30/2024 slarling at 5:45 AM:

a) Observation of Medication Preparation on
01/30/2024 starling at 6:10 AM, revealed Floor
Alde #4 did not her wash hands or use hand
sanlizer prior to preparing medicalions for
medicatlon pass for Restdenls #1, #2, #3, #4, #5,
#G, #7, and #8.

b) Continued observation during medication
preparatian an 01/30/2024 at 6:30 AM, revealed
Floor Alde #4 prepared madications and placed
them Into souffle cups and then [n labeled slets in
a plaslic cantainer for each resident. She then
poured some of lhe residents’ medications oul
into her bare hand without glaves, to count them
and then placed the medicallons back into soufile
cups.

The Manager will conduct an audil
once a day for 14 days (M-F) to
ensure the staff are|cleaning the
glucometer in between each
resident and hand washing/using
hand sanilizer appropriately. Upon
completion of the 14 days, the
Manager will conduct an audit once
a week for 2 weeks and then once
a month for 3 months. The
aforementioned audits will begin on
2.26.24.

The POC completion date is
3.27.24.
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c) Additional ohservation on 01/30/2024 at 7:00
A, revealed Resldent #9 used his/her nasal
spray, and Floor Alde #4 placed the nasal spray
inlo a basket with six (6) other residanlis’ Inhalers
and nasal sprays withoul cleaning the nasal
applicalor or replacing the cap lo the nasal
appticator.

d) Addiltonally, observation during medication
pass on 01/30/2024 at 7:10 AM, revealed Floor
Alde ##4 pul her finger into the top of the glass of
(he Hquids as she handed the glass lo Resident
48 to drink whan taking his/her medicatlons,

e) Furthermore, observalion on 01/30/2024
slarling al 8:45 AM and ending at 7:40 AM,
ravaaled Floor Aide #4 did not wash her hands or
use hand sanilizer betwean adminislering
medicalions lo each resident or during the entire
medicalion pass for Residents #1, #2, #3, #4, #S,
#6, #7, and #8.

During an interview with Floor Alde #4, an
01/31/2024 at 3:40 PM, she slated she was
sware she naeded lo perform hand washing
and/or hand sanilizer befere and afier any
procedure and she should have ensured she
washed her hands prior to the starl of medication
pass, and in between administering medications
lo each resident. She slaled she always carried
hand saniiizer In her pocket, but fatied to use it
during medicatlon pass. Floor Alde #4 slated she
was nol aware she had put her finger inlo the
waler glass, and further stated she should have
ensured the lid/cap was on the nasal spray prior
lo placing into the baskel. in conlinued Interview,
she staled the (ailure of siaff lo wash or sanilize
thelr hands, and lo use good Infection contral
peaclices could cause the spresd erms.

STATE mm\m m 3] 'f;)&q JUSEN

# cenlinuation shaot 100127




PRINTED: 02/18/2024

FORM APPROVED
Office of Inspector General
STATEMENT OF OEFICIENCIES (X$) PROVIDERISUPPLIER/ICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING: COMPLETED
100314 8.ViING 01/31/2024
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1930 HIGHWAY 90
CUMBERLAND MANOR REST HOME | LLC PARKERS LAKE, KY 42634
(X4)(D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X8
PREFIX {EACH OEPICIENCY MUST BE PRECEDED 8Y FuLL PREFIX (BACH CORRECTIVE ACTION SHOULD BE can
TAG REGULATCRY QR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE 0AT8
DEFICIBNCY)
P 195| Conlinued From page 18 P 195

During an interview with the Administratar (ADM),
on 01/31/2024 al 4:23 PM, she staled staff should
be washing or sanilizing thelr hands prior lo
administering medications lo resldents, and
between residents. She (urther staled all staff had
bean given access o pocket hand sanitizers, and
should always have il with them to use. She
staled it was her expectalion for siaff to use good
infection contral measures during medication
pass to pravent the spread of germs.

P 215 902 IKAR 20:038 4(1)(g)1-7 Seclion 4. Provision | P 215 i 6n 25'.24' the Manager led an in
of Sarvices service for all staff. The topics
1) Baslc heallh and health related services. discussed at the in service
{YEasChsRavEndHedm) rsals included, but were not limited to,
{g)1. Controlled substances. A PCH or SPCH the importance of ensuring the med
shall not keep any contralled substances or olher cart is kept under double lock. The
habil farming drugs, hypadermic needles, or In service with staff was done in a
syringes except under the specific direclion of a conversational way, enabling staff
prescribing praclilioner. to engage in conversation, ask
2. Conlrolied substancas shall be kept under questions, share thoughts, elc. At
double lock, for example, slared In a locked box the completion of the In service,
in alocked cabinet, staff acknowledge they understood
what was being discussed. The

3. There shall be a conlralled substances bount Reglonal Operations Manager will
recor: book ‘?Ill: numl;erad pages that includes: conduct an in service on 3.18.24 on

a. Name of the resident;

b. Date, time, kind, dosage, and methad of the aforementioned as well.
administration of each conlrolled substances;

c. Mame of the praclitioner who prescribed the
medicalions; and

d. Name of the;

(1) Nurse who administered the conlrolied

subslance; or
(il) Statf member who supervised

sail-administration by a resident whose medical
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record includes a wrilten determination from a
health care practitioner thal tha resident Is abls lo
safely sell-administer a conlsglied substance
under supervision,

4, A staff member wilh access to controlled
subsiancas shall be responsible for mainlalning a
recorded and signed:

a. Schadula Il controlled substances count
dally; and

b. Schadule lll, IV, and V controlled
substances count at least one (1) ime per week,

8. All expired or unused conirolled substances
shall be disposed of, or dasiroyed in accordance
with 21 C.F.R. Part 1317 no laler than hirty (30)
days:

a. After explration of the medication; or

b. From the date the medicalion was
discontinued.

6. If conlrolled substances are desiroyed on-site:
a. The method of destruction shall render the

drug unavafiable and unusable;
b. The adminisiralor or siaff person designated
by the administralor shall be rasponsible for
destcoying the conlrolled subsiances with at least
one (1) wilness presenl; and
c. Areadlly relrievable record of the deslroyed
controlled substances shall be mainiained for a
minimum of eighteen (18) monlhs from the date
of destruction and contain the:

{1) Date of destruclion;

(li) Resident name;

(&) Drug name;

(iv) Drug slrength;

(v) Quaniity;

(vl) Method of destruclion;

(vil) Name of the person responsible for the

The Manager will conduct an
audit once a day for 14 days
(M-F) to ensure the staff are
cleaning the glucomster in
between each resident and
hand washing/using hand
sanitizer appropriately. Upon
completion of the 14 days, lhe
Manager will conduct an audit
once a week for 2 weeks and
then once a month for 3 months.
The aforementioned audits will
begin on 2.26.24 and will be
done at random.

The POC completion dale is
227 YA

(G
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desiruction; and
(vili) Name of the witnass.

7. APCH or SPCH thal stores and administers
conirolled substances in an emergency
maedicallon kit (EMK) shall comply with the:

a. Requiramen! for licensed personnsl
established by 201 KAR 2:370, Seclion 2(4){());
b. Requirements for storage and administralion
eslablished by 902 KKAR 55:070, Seclion 2(2), (8),
(7), (8), and (8); and

. Limitalion on the number and quantity of
medicatlons astablished by 902 KAR 55:070,
Seclion 2(6)

This raquiremant is nol met as evidenced by:
Based on abservatlon, Interview, and review of
the facllity's policy, It was determined the facility
{ailed lo ensure canlrolled substances were kept
under double lock.

Observalian on 01/29/2024 al 1:30 PM, revealed
the three (3) medicallon carls, laceled in the
Adminisirator's office, were unlocked with the
narcolic keys observed lying on lop of one of the
carts. Conlinued observalion revealed the
medication carls and narcalics keys were not in
view of the Medicatlon Aide responsible for the
medication carls and the narcolics keys during
this time.

The findings Include:

Review of the facility's policies tilled, "Medication
Adminisiration”, undated, and "Medication Count”
undaled, ravealed no Informalion related o

keaping medicalion car5§ locked and narcolics
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Observation on 01/28/2024 at 1:30 PM, revealed
the three (3) medicalion carts, lacated In the
Administrator’s office, whera {he Surveyars were
siluated during tha Survay, ware unlocked wilh
the narcolic kays observad lying on lop of one of
the caris. Addilional observation ravealed the
medication caris and narcotics keys wese not in
view of the Medicatlon Alde responsible for the
mrdilcauon carts and the narcollcs keys during

s lime.

During an Inlerview with Floor Alde #4, on
01/30/2024 al 6:10 AM, sha stated all medication
carts should be locked at all imes with narcotic
keys placed in the bax behind the Administrator's
door. Cantinued interview revaaled failure lo tock
the medication caris could cause medications to
be missing because anybady could open the
unlocked medicatian carie and lake the
madicalions. Sha further stated the keys should
never ba lefl oul and the carls should always
been lacked when not in view of the parson
responsible lor the carls.

During an interviaw wilh Floor Alde #5, on
01/30/2024 at 1:07 PM, she slated she had
campleted the 1:00 medicatlon pass on
01/29/2024, and was unaware the medication
carls were left unlocked after medicalion pass.
She staled the medication carts should be locked
at all limes when a staff member was nol present.
Further, she slaled the narcolic keys should be
locked In the lack box on the wall behind lhe
Administrator's office door afler medicalion pass
was completed. In continued interview, she stated
If the madication carts were lefl unlocked anyone
could take medications from the cart.
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double locked.
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During an inlerview with the Adminisirator (ADM),
on 01/31/2024 at 6:15 PM, she slated (he Floor
Aldes were responsible for ensuring the
medication carls wara locked and the narcolics
wers double-locked, wilh the keys secured in the
box on the wall in her office. The ADM slaled lhe
she had baen n and oul of her office frequently
and should have nolltt‘:ed the unlocked carls and
keys lying on top of tha carls. She further stated,
tha door lo the ADM's office should have bean On %‘5'%4 lhl? !\iﬁaf?a_lg:r Ited ian n
locked lo ensure the residents did not have service for af) stalt. The lopics
access (o the unlocked medication caris. discussed at the in service
Included, but were not limited to,
P 330} 802 KAR 20:036 4(3)(c)4a-m Seclion 4. Provislon| P330 | the importance of labeling and

of Services

(3) A PCH or SPCH shall meet the following
requiremenis selating to the pravisions of
residenilal care servicas:

{c) Diefary sarvices.

4. Food preparation and slorage.

a. There shall be at least a three (3) day supply of
foad to prepare wall-balanced, palalable meals.
b. Food shall be prepared with consideration for
any individual dietary requiremenl.

c. Madified diels, nutriant concentrales, and
supplemants shali be given only on the wrillen
order of a physlclan,

d. Al least three (3) meals per day shall be served
with not more than a fifteen {15) hour span
belween (he evening meal and breakfast,

a. Between-meal snacks, Including an evening
snack before bedtime, shall be offered lo al)
residents.

{. Adjusimenis shall be made if medically
coniralndicated.

9. Food shall be:

dating food. . The In service with
staff was done in a conversational
way, enabling staff to engage in
conversation, ask questions, share
thoughts, etc. At the complation of
the in service, staff acknowledge
they understood what was being
discussed. The Regional
Operations Manager will conduct
an in service on 3.18.24 on the
aforementioned as well.

The Manager will conduct an audit
once a day for 14 days (M-F) to
ensure the staff are cleaning the
glucometer In belween each
resident and hand washing/using
hand sanitizer appropriately. Upon
completion of the 14 days, the
Manager will conduct an audit
once a week for 2 weeks and then
once a moanth for 3 months. The
aforementioned audils will begin

3\1slay

on 2.26.24 and will be done at
random.

The POC completion date is
32724
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(i) Prapared by melhods that conserve nulritive
value, Nlavor, and appearance; and

(i) Served at the proper temperature and in a
form to mest individual needs.

h. Afile of tested racipes, adjusted o appropriale
yield, shall be malntalned.

1. Food shall be cut, chopped, or ground (o meet
Individual needs.

J. I a resident refuses food served, substitutes
shall be offered.

k. All opened conlalners or leflover food llems
shall be covared and dated when relrigerated.

I. lca waler shall be readlly avallable lo the
residents at all times.

m. Food sesvices shall be pravided In accordance
with 902 KAR 46:005.

This requirement is nol mel as evidenced by:
Based on observation, inlerviaw, and seview of
the facility’s policy, it was determinad the facility
(ailed lo ensure food was slored in accordancs
with professional standards for food service
safety.

Qhservalion of the kilchen, on 01/28/2023 at 3:50
PM, revealed Ice cream which had been
praviously apened, was slored in the refsigeralor
(reezer and was nol marked wilth an opanad date.

Coniinued observallan of the kilchen, revealed
the double door refrigaratar had four (4) plastic
drinking cups conlaining a red drink and two (2)
plaslic drinking cups conlaining milk with no

opened date and no lids.
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Further observalion revealed an opened
conlalner of mayonnaise, which was not marked
with an opened date, and a one pound block of
opened buller, which was nol marked with the
opened dale.

The findings include:

Review of Ihe facilily Palicy lilled, "Food
Preparation and Storage,” undated, revealed all
open containers or leflover food ilems should be
covered and daled when refrigerated.

During an interview wilh Floor Aide #3, on
01/29/2024 a\ 4:10 PM, she staled she was to put
an opened date and label an anything that was
opened in the refrigerator, and all food and drink
should be covered. Continued interview revealed
she had been educaled an food storage.

Ouring an Inlarview with the Administraior, on
01/31/2024 at 4:23 PM, she slaled all food ilems
slored in the refrigeralors and freezers should be
dated w/iih an gpened dale when opened and
should be covered with a lid lo prevent food
contamination prior o belng placed back in the
sefrigerators/ireazers.

P 333 902 KAR 20:036 4(4){a-e) Section 4. Pravisionof { P 335
Services

(4} Personal care services, Al PCHs and SPCHs
shall pravide services lo assist residents with
aclivilles of dally living to achieve and malntain
good personal hyglene, Including assistance as
neaded wilh:

{a) Bathing. The facillly shall provide soap, clean
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towsls, and wash claths (or each residenl and
ensure that loiftet articles such as tawels,
brushes, and combs are not used In common;

{b) Shaving;

{c) Cleaning and ¥imming of fingernails and
loenalls;

(d) Cleaning of the mouth and leeth lo maintain
good oral hygiens, and care of the lips to prevent
dryness and cracking. The faciifly shall provide all
residents with looth brushes, a dentifrice, and
denture containers, If applicable; and

{e) Washing and grooming.

This requirement is nol mel as evidanced by:
Based on observalion, and inlerview, il was
delarmined the facility falled (o provide services
to assist rasldents to achlave and maintain good
personal hyglene.

Observatlon on 01/29/2024, ravealed lhe resident
bathrgom belween Room #3 and Room #5; the
resident balhraom between Room #4 and Room
#6; and Ihe bathroom for Room #16 contained no
paper lowels, hand soap, or hand saniilzar.
Addillonally, obsersvatlon ravealed bolh of the
communal bathrooms for women and men, did
not have paper towels, hand soap, or hand
sanitizer.

The findings include:

On 2.5.24 the Manager led an in

service for all staff, The topics
discussed at the in service
included, but were not limited lo,
ensuring thera Is paper towels and
soap/hand sanitizer in the
bathrooms. The In service with
slaff was done in a conversational
way, enabling staff lo engage in
conversation, ask questions, share
thoughts, elc. Al the completion of
the in service, staff acknowledge
they understood what was being
discussed. The Reglonal
Operations Manager will conduct
an In service on 3.18.24 on the
aforementioned as well.

The Manager will conduct an audil
once a day for 14 days (M-F) to
ensure the staff are cleaning the
glucometer in between each
resident and hand washing/using
hand sanitizer appropriately. Upon
completion of the 14 days, the
Manager will conduct an audit once
a week for 2 weeks and then once
a month for 3 months. The
aforementioned audits will begin on
2.26.24 and will be done atl
random.

The POC completion date Iis
3.27.24.
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During an interview with the Adminisiralor, on
01/31/2024 at 4:23 PM, she sialed the facility did
not have a policy refated lo slocking the resident
balhrooms with supplles.

Observation during lour of the facilily slarting on
01/29/2024 ot 2:10 PM, revesled lha following:

1) The rasideni bathroom batween Room #3 and
Raom #5 contained no paper towals, hand soap,
or hand sanitizer in order for residents and staff to
wash (helr hands.

2) The resident bathroom between Room #4 and
Room #86, revealed no paper lawels, hand soap,
or hand sanilizer, and there was just one used
bar of soap on the sink.

3) Room #16 had three (3) residents occupying
the room; however, lhere were no paper lowels,
hand soap, or hand sanitizer, In the bathraom,

4) Both of the communal bathraoms far women
and men, which had lallels, shower, and a sink,
did not have paper towels, hand soap, ar hand
sanilizer at the sink.

During an interview with the Administrater (ADM),
on 01/31/2024 at 4:23 PM, she slaled all
residents and staff should have access lo soap,
and papar towals, in resident bathrooms and staff
areas for hyglene purposes. She stated lhe
mainlenance man was responsible for filling
up/slocking supplies such as filling soap
dispensers, and pulling paper lowels in the paper
towel dispenser. Howaver, she staled the facility
did not have a maintenance persan at this time,
and she was working on gelting one hired.
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