PRINTED: 10/16/2024

FORM APPROVED
__Office of Inspector General
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R-C
100314 CHWALI9 04/08/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1930 HIGHWAY 90
CUMBERLAND MANOR RESTHOME | LLC
PARKERS LAKE, KY 42634
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{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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Initlal Comments
AMENDED:

An Onsile Revisit Survey far the Complaint
Surveys daled 08/30/2023 and 11/02/2023; a
Re-Licensure Survey, and Complainl Survey
invesligating complaints KY #41113, KY #41334,
and KY #41717 was Inillated on 01/29/2024 and
concluded on 01/31/2024. Complaints KY
#41113, and KY #41334, were non-compliant with
ragulatory deficiencies cited.

Additionally, Complaint KY #41717 was
non-complianl wilh a deficlency ciled al F0185.
On 01/14/2024, Resident #1 exited the facilily
withoul staff's knowledge. Resident #1 was last
seen by Medication Technician (MT #1) #1 at 4:45
PM, when she was assisting residenls (o the
dining room for supper. Afterwards she noted the
resident was nol in his/her usual place In the
dining room and she searched lhe inside of the
building as well as lhe outside area surrounding
the building, she then alerled Floor Aide (FA) #1
around 5:05 PM, lhat she could no! find the
resident. During this lime, FA #3/kitchen cook
was nalified by another residant {she could not
recall which residenl) al approximalely 5:05 PM,
thal Resldent #1 lelt the building. Staff searched
inside and oulside the perimeters of the facility. for
Residenl #1; however, were unable lo lacate the
resident, Subsequenlly the police were nolified at
approximately 5:15 PM, and a Golden Alert was
Issued. Resident #1 was lacated on 01/14/2024
al 8:33 PM, by local aulhorities in the backyard of
a privale residence, approximately two (2) miles
away from the facility. The resident was
observed to be wearing a long sleeve swealshirt,
swealpanls, socks, and tennis shoes, but no
coal. The wealher on 01/14/2024 around the lime

of the elopement was belween 19 degrees and
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25 degrees Fahrenheit, and il was snowing. The
area from the facility lo the residence where the
resident was located had a road which was curvy
wilh hills and valleys, and there were wooded
areas wilh deep valleys and steep hllls. The
resident was oulside the facilily appraximately
four (4) hours and 45 minules before being
located. Interview wilh Resident #1 revealed
he/she left the bullding by climbing out a window;
however, observation and interview with the
Adminisiralor, revealed lhe {acility had not
adjusted the windows lo prevent them from fully
opening. Additionally, interview with Residenl #1's
legal Guardian, revealed lhe resident "had golten
oul of lhe house when hefshe lived al home",
prior to admil to the facility. However, interview
with the Administralor revealed she was unaware
of the resident’s histary of leaving the house
unaccompanied prior {o being admilied to the
facitity.

Based on these findings, it was delermined the
facilily failed to ensure each resident received
adequate supervision and monitoring (o prevent
elopement. This failure presenls an imminent
danger and creales substantlal risk that death or
sarious physical harm lo resldents could occur.
The facility was issued a Type "A” Citalion on
01/30/2024.

The Survey found Ihe faclllty had correcled the
deficiencies at PO0S5, P0110, and P0130 as
alleged in the acceplable Plans of Carrections
(POC) daled 11/19/2023 and 11/22/2023.
However, the Ravisit Survey determined the
{acility continued to be in non-compliance at
P00S0, and PG185.

Additional deliciencles were clled at P0015,
P019S, P0215, PQ330, P0335, and PO147.
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Administralion and Operation

(1) Licensee. The licensee shall be legally
responsible for:

{a) The operation of the PCH or SPCH;

(b) Compliance with federal, stata, and ocal laws
and administrative regulations pertaining to tha
operalion af the facility;

{c) The development and implementation of
policies related lo adminisliralion and operation of
the facllily; and

{d) If the licensee is an SPCH, lhe development
and implementalion of written transition
procedures lo ensure cooperation with an
individual or enlity thal assists with transilioning
resldents with an SMI to community living
arrangements.

This requirement is nol met as evidenced by:
Based on abservation, interview, and review of
facilily policy, it was determined the facilily failed
to ensure the implementation of the facllity
“Infeclion Conlrof Policy".

Observalion on 01/30/2024, revealed Floor Aide
i#4 falled to perform hand hygiene prior lo
performing a blood glucose lest (measures lhe

service for all staff. The topics
discussed included, but were not
limited lo, the importance of
cleaning the glucometer between
each resident as well as the
importance of hand washing and
using hand sanitizer in belween
cares, and at the start of resident
cares. In service with staff was
done in a conversalional way,
enabling staff lo engage in
conversation, ask questions, share
thoughts, etc. At the completion of
the in service, staff acknowledge
they understood what was being
discussed.

Additionally, on 2 22.24, PCP
Alisha Coaley, conducted an in
service with the staff reviewing the
importance of cleaning the
glucometer in between residents,
as well as the importance of hand
washing and using hand sanitizer
between resident cares and at the
start of resident cares.

Upon hire, a new staff member is
trained for a two day period. Of
which , the first day includes a
review of facility policy and
procedures, lo include hand
washing/use of hand sanitizer and
cleaning the glucometer, as
discussed in the in service.

A. BUILDING:
100314 8. WING 01131/2024
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE
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level of glucese in the blood) using a glucomeler
for Resident #6. Floor Alde #4 then failed lo
perform hand hygiene after perfarming the bload
glucose lest for Resident #6 and prior lo
performing the blood glucose test for Resident
#7. Floor Alde #4 then faited to perform hand
hygiene afler perfarming the blood glucose lest
for Resldent #7 and prior lo perfarming the blood
glucose test for Resident #8.

Moreover, further abservation on 01/30/2024,
revealed Floor Alde 4 failed to disinfect the
Individual glucomelers alter use for blood glucose
lests for Residenis #6, #7, and #8.

The findings include:

Review of lhe Facility Palicy liled, "Infection
Cantroi Palicy’ undaled, revealed facility staff
should lake precautions while inleracting with
residents lo prevent and conlral the spread of
infection. Precaulions: Hand washing: Good
hand washing using soap and water or waleriess
antiseplic before and after patient contact, after
using the bathroom, alter handling soiled
material, and before and aller eating. Gloves:
Gloves should be worn whenever cantact with
any of the following was expected to accur; 1)
Bload; 2) Any body fluids, secretlons, and
excrelions; 3) Non-intact skin and/or 4) Mucous
membranes. After removal of glaves, wash
hands immediately or use wateriess antiseplic.
Patient care equipment: Handle soiled patient
care equipment in a manner to prevent skin and
mucous membrane exposure; cantamination of
clothing; and transfer of microorganisms to other
patients and environments. De not reuse palient
care equipment until it has been cleaned and
repracessed appropriately and discard single use
items properly.

The Regional Opérations Manager
will conduct an in service for the
staff on the aforementioned on
3.18.24. The Manager will conduct
an audit once a day for 14 days
(M-F) to ensure the staif are
cleaning the glucomeler 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.

The POC completion date is
3.27.24,
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1) The folfowing observations were noled on
01/30/2024 slarting at 5:45 AM, related 1o fallure
of staff lo perform hand hygiene when obtaining
blood glucase tests for residents:

a. Floor Aide #4 failed to wash her hands prior to
gloving lo perform a blood glucose test using a
glucometer for Resident #6.

b. After performing the blood glucose lest on
Resident #6, Floor Alde #4 removed her solled
gloves, but failed to wash her hands prior to
glaving to perform a blood glucose test on
Resident #7.

c. After performing the blood glucose test on
Resident #7, Floor Alde #4 remaved her soiled
gloves, but falled lo wash her hands prior lo
performing the blood glucose lest far Resident
#8.

Review of the Facility Policy titled, "Regarding
Accucheck Machine Cleaning”, revealed the
facility's Accucheck machine shall be cleaned
with Super Sani-Clolh Germicidal Disposable
Wipes ar a reasonable substitule for that
product.”

2) Additional observation on 01/30/2024 starling
al 5:45 AM, revealed there was o disinfecting of
the glucometers after use. Each resident had
hisfher own glucomeler.

a. After Fioor Aide #4 checkad the bload glucose
for Resldent #6, she failed lo disinfect the
glucomeler prior ta placing it back Inlo the
glucometer pouch.

b. After Floor Aide #4 checked the blood glucose
{or Resident #7, she failed lo disiniect lhe

P35
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glucomeler priar lo placing il back into the
glucomeler pouch.

c. Afler Floor Aide #4 checked the blood glucose
for Resldent #8, she falled lo disinfect the
glucometer prior lo placing it back Into the
glucomeler pouch.

During an inlerview wilh Floor Alde #4 an
01/31/2024 at 3:40 PM, she slaled she was
aware she needed lo perform hand washing
andlor hand sanllizer before and after any
procedure including blood glucose tesis, and it
was important to disinfect the glucometers prior
fo placing them back into the individual pouches.
In continued interview, she stated failure to wash
or sanilize hands and failure lo disinfect the
glucometers after use cauld cause the spread of
germs.

During an interview with the Administrator (ADM),
on 01/31/2024 al 4:23 PM, she stated staff should
be washing or sanllizing their hands when
performing glucomeler checks, or when providing
any type of care between residents. In conlinued
inlerview she stated she expecled glucomelers lo
be cleaned/disinfecled immediately following
each use with the appropriate cleaning wiges
stored on the medication caris.

P 050 902 KAR 20:036 3{d) Secllon 3. Adminisiration P 050
and Operation

(4) Patient rights. Patient rights shall be provided
for pursuant to KRS 216.510 lo 216.525.
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This requirement is nol met as avidenced by:
Based on abservation, inlervlew, recard raview,
and review of facllily policy, it was determined the
facllity falled lo ensure Residenl Righls were
protected to ensure lhe safely of each resident for
four (4) of eight (8) sampled residents; (Resldent
#2, Residenl #3, Resident #4, and Resldent #5).

a.) On 11/01/2023, the facilily siaff heard yelling
and saw Resident #4 and Resldent #5 on the
floar. Resldent #4 was hilling Resident #5 in the
face wilh a sel of keys. Bath residents were sent
lo lhe emergency room far evaluation of injurles.
Resident #5 sustained a scalp abrasion, a
sprained finger, and a shoulder strain. Resident
#4 suslained a laceration on his/har hand, which
required surgical glue for clasure of the
iaceration.

b.) On 11/26/2023, Resident #2 hit Resident #3,
and while Resident #4 was allempting lo prolect
Resident #3, Resident #2 slaried hitling Resident
i4. Residenl #3 sustained right cheek swelling In
the Incldent and declined lo go {o the emergency
room for evaluation of injuries suslained in the
incidenl. Resident #2 and Resident #4 were sent
{o the emergency room for evaluation. Resident
#4 was diagnosed in the ER with facial contusion,
right rib contusion, two superficial lacerations on
the face, one laceration on the farehead, and one
laceration on the left cheek.

The findings include:

Review of the Facility Palicy litled, "Righls of
Residenls—-Duties of Facilities-Acltlons”, effeclive
0711412022, revealed all residents shall be free
from mental and physical abuse, and Iree from
chemical and physical restraints except in
emergencies or excepl as thoroughly justified in

| _On 2.524 the Manager led an in

service with the slaff on abuse and
neglect. In the event that there is a
resident to resident allercation, the
resident's PCP and Guardian, if
applicable, will be notified. The staff
wiil await further guidance from the
PCP and Guardian, if applicable,
on if anything more should be done
. other than whal has already been
implemented.

Staff will continue to notify the
appropriate clinician and Guardian,
if applicable, of a medication
refusal, in addition to the date and
time of the medication refused so
that relevant patterns can be noted.
On 3.18.24, the Regional
Operations Manager will lead an in
service with the residents on the
importance of taking medications
as scheduled, as well as
maintaining boundaries with other
residents. The Regional Operations
Manager will also lead an in service
with the staff on the importance of
continuing to notify all applicable
parlies in the event of a refused
medication and/or behavior, and
following the instructions provided.
POC Completion Date; 3.19.24
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wrlling by a Physician for a specified and limiled
period of time and dacumented in the resident’s
Medical Record.

Review of the Facilily Palicy titled, “Residenis
shall be free from Abuse and Neglect”, revised
05/01/2022, revealed all residents shall be free
from mental and physlical abuse, neglect, and
free from chemical and physical resiraints.
Continued review revealed if there were an
alleged incident, all necessary parties would be
nolified limely.

Review of ihe facility Pallcy, titled "Resident
Monitoring", revised 08/22/2014, revealed a
documenled hourly check of each resident shali
be performed and documented (o observe each
residenVs condilion and behavior and to confirm
that each resident was present and accounled for
on lhe premises. Residents shail be monitored
more frequently than once per hour, as needed,
such as in the event of a change of healith
condition, ililness, physician's order, and/or
behavioral changes.

Raview of KRS 216.515 Rights of residents,
Dulies of facilities, revealed all residents shall be
free from mental and physical abuse.

1 a.) Review of the Fagcllity's Investigalion dated
11/01/2023, revealed Resident #4 and Resident
#5 were yelling, and when staff went lo
investigate, slaff observed Resident #4 wilh keys
in hisfher hand “bealing” Resident #5 with the
keys. Conlinued review revealed slaff separaled
both residents, cleaned them up, and had
Emergency Medical Services (EMS) lransport
bolh residents lo lhe hospital.

Review of Resldent #4's “Admission Face Sheet”,

swierons LoaTlls  foloreis
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revealed the facllily admilted lhe resident on
05/09/2022, with diagnases o include
schizaaffeclive disorder, bipolar disorder, sleap
disturbance, and nicoline use disorder.

Resident #4 had no Care Plan lo review.

Review of the Pragress Notes, reviewed for
August 2023, September 2023, and October
2023, revealed Resident #4 had no verbal or
physical altercalions with rasidents nor were
aggressive behaviars nated.

Review of Resident #4's Monitoring Lag, revealed
it was inflial hourly to indicate the resident was
abserved on an hourly basis prior lo lhe
allercation with Resident #5.

Review of Resident #4's Progress Note, entered
by Floor Aide (FA) #S, dated 11/01/2023, unlimed,
revealed Resident #4 and ancther resident
{Resldent #5) had gotten Into a fight. Continued
review revealed slaff separaled lhe residents,
called the Advanced Praclical Reglstered Nurse
{APRN), nolified guardians of both residents, and
senl Resident #4 to the hospital for further
evaluation of injuries.

Review of Resident #4's Hospilal Emergency

Room {ER) record, dated 11/01/2023, revealed

( Resident #4 was seen for an assaull with a
left-hand laceralion. Continued raview revealed

the resident had a three (3) centimeter (cm) left
| hand laceration which had to be repaired with
| glue.

Observation of Resident #4, on 01/29/2024 al
8:53 A, revealed lhe resident was clean, neat,
appropriately dressed, well-groomed, and without
odor.
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Ouring an interview with Resident #4, on
01/29/2024 at 8:53 AM, helshe staled he/she
remembered the incident involving Resldent #S.
Resident #4 staled he/she was drawing on a3
plece of paper using a calored pencil, when
Residenl #5 started "following me and was
cursing at me." Resident #4 staled he/she kept
irying to walk away from Resident #5, but
Resident #5 started yelling at him/her. Resident
#4 stated he/she "had enough”, so he/she started
hitling Resident #5 with his/her keys. Resident #4
continued lo slate, he/she hit Resident #5 “"aboul
six limes.” Resident #4 staled the staif separated
us and sent us both lo the hospital. Resident #4
further stated while at the hospltal siaff cleaned
his/her waund and glued it tagether.

1 b.) Review of Resident #5's “Admission Face
Sheel”, revealed the facility admitied the resident
on 10/26/2023, with diagnases to include
depression, schizophrenia, and behavioral
disturbance.

Resident #5 had na Care Plan to review.

Review of the Progress Noles, reviewed for
August 2023, Seplember 2023, and October
2023, revealed Resident #5 had no verbal or
physical altercalions wilh residents nor were
aggressive behaviors noled.

Revlew of Resident #5's Moniloring Log, revealed
it was Initial hourly ta Indicale the resident was
abserved on an hourly basls prior to the
allercalion with Resident #4.

Review of Resident #5's Hospital ER record
dated 11/01/2023, revealed Resident #5 was
treated for a shoulder slrain, scalp abrasion, and
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P 050 Continued From page 10
finger sprain.

Observation of Resident #5, on 01/29/2024 at
9:10 AM, revealed the resident was clean, neal,

ador.

During an interview with Reslident #5, on
01/29/2024 at 9:10 AM, helshe slated helshe
couldn't remember the exact events, but did
remember Resldent #4 had a sel of keys and
“came out of lhe blue and hit me." Resident #5
staled it feft like Resident #4 had hit “my head

hisfher head. Conlinued inlerview revealed
he/she was sent lo the hospital, and the hospital
did x-rays of hisfher finger and shoulder and
cleaned off the 1ap of histher head.

During an Interview with Floor Aide (FA) #3, on
01/29/2024 at 3:18 PM, she slated she worked

Resident #5. FA #3 staled she was nol sure
which resident started yelling, but when she
arrived at lhe scene, "lhe fight was on." FA#3
staled both residents were on the flaor,
screaming at each other, and Resident /4 was
“bealing” Resident #5 wilh a set of keys. FA#3

a scratch on his/her hand. FA #3 slated both
residents were sent lo the hospilal ER for
evaluation. FA #3 slated prior (o lhis incident,
nellner Resident #4 or Residenl #5 appeared
agilaled or were showing aggressive behaviors.

argumenis in the past.

2 a.) Review of the Facility's investigation, daled
11/28/2023, revealed Resident #2, Resident #3,

appropriately dressed, well-groomed, and withoul

abaul 30 times", causing a small scratch on top of

the day of Ihe Incident invalving Resident #4 and

slaled Resident #5 had a “bloody" face and a skin
tear on iop of his/her head, and Resldent #4 had

She was unaware of lhe two (2) residents having

P 050
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and Raeslident #4 were In the smoke building when
Resident #3 ran inlo facility and told staff
Resident #2 hil him/her and Resldent #4.
Continued review revealed Resldent #3 was
abserved lo have a left cheek bruise, and lhe
right cheek was puffy. Further review revealed
Resident #4 was bleeding from his/her head and
his/her nose. Ongolng review revealed Reslident
#2 stated Resident #3 was a "Russlan” and
Resident #4 was "Hiller, and Resldent #2 gat
agilated wilh slaff and altempled to hil staff while
staff questioned him/her about the Incident.
Additlonal review revealed Resident #2 and
Resident #4 were sent to the ER for evalualion of
injuries sustained in the altercation, and Resident
#3 refused to go lo hospital for evaluation.

Review of Resident #2's "Admission Face Sheet"
revealed lhe facilily admitted the resident on
05/09/2022, with dlagnoses of schizoaifeclive
disorder with possible synlhetic induced
exacersbation, asthma, dlabetes mellitus, and
nicotine use disarder. Resldent #2 was
discharged from the facilily on 12/26/2023 and
sent lo a psychiatric hospital and per the
Administrator, will not return to the facility.

Resident #2 had no Care Plan lo review.

Review of the Progress Moles, reviewed for
August 2023, September 2023, October 2023,
and November 2023, revealed Resident #2 had
no verbal or physical allercations with residents
nar were aggaressive behavlors noted prior to the
altercation on 11/28/2023.

Review of Resident #2's Moniloring Log, revealed
it was initial hourly to indicate the cesident was
gbserved on an hourly basis prior to the
allercation on 11/28/2023.
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Review of Resident #2's Progress Nole, enlered
by Medicalion Technician (MT) #1, dated
11/28/2023, revealed Resident #2 got into an
allercation with Resident #3 and Resident #4 and
all residents were separated immedialely.
Conlinued raview of the Progress Noie revealed
the family, and lhe Nurse Praclitiones (NP) were
nolified.

Revlew of Resident #2's ER Nole, dated
11/28/2023, revealed Resident #2 was lreated for
an assauli/sulcidal Ideation and behavioral
problem wilh recommendations ta follow up with
the primary care provider and facility psychiatrist.
Conlinued review of the ER Nole, revealed
Resident #2 told ER staff he/she reacted
aggressively and attacked another person
because “someone opened a lighler in hisfher
face".

2 b.) Review of Resident #3's “Admission Face
Sheel” revealed the facilily admilled the residenl
on 05/07/2021 with diagnoses of non-Intraclable
headaches, impulse control, and Intelleclual
disability.

Resident #3 had no Care Plan lo review.

Review of the Progress Noles, reviewed (or
August 2023, September 2023, October 2023,
and Movember 2023, revealed Resident #3 had
no verbal or physical allercations with residents
nor were aggressive behaviors noted prior to the
altercation on 11/28/2023.

Review of Resident #3's Monlloring Log, revealed
it was inilial hourly lo Indicale the resident was
abserved on an hourly basis prior to the
allercation on 11/28/2023.
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Review of Resident #3's Progress Note, entered
by MT #1, dated 11/28/2023, ravealad Resident
#3 was hit by another resident (Resident #2), but
no medicai Ireatment was compleled as Resident
#3 relused to go lo hospital for treatment.
Continued review of the Progress Note revealed
lhe Advanced Pracllcal Regislered Nurse
(APRN), Psychiatrist, and lhe legal guardian were
nolified of the incidenl.

Review of Resident #3's Psychlalric Note,
entered by Psychialrisi dated 11/27/2023,
revealed lhe resident had diagnoses of
unspecified psycholic disorder, unspecified
depressive disorder, and unspecified intellecluat
developmenlal disability. Continued review of the
Psychialric Nole revealed Resident #3 was to get
a Depakole level and conlinue with current
medications. Continued review of the Psychiatric
Nole, revealed Resident #3 had a Depakote level
wilhin normat limits.

Observatlon of Resident #3, on 01/29/2024 al
9:13 AM, revealed lhe resident was clean, neat,
appropriately dressed, well-groomed, and wilthout
odor.

During an interview with Resident #3, on
01/29/2024 al 9:13 AM, helshe staled he/she had
gone oulside to smoke wilh Resident #4, when
Resident #2 gol upsel and "hit both sides of my
head". Resident #3 sialed Resident #2 would get
upsel if he/she did not get his/her own way and
he/she did not know whal set him/her off thal day.
Resident #3 slated Resident #4 stepped in ta try
lo help him/her when Resident #2 started hilling
Resident #4. Resident #3 stated he/she went
inside the facility to aleri staff who inlervened and
separaled Resident #2 and Resident #4,

swieromn {0zt W

3l1s/9q

JOSE11

1f cantnuation sheet 14 of 21



PRINTED: 02/15/2024

Resident #3 slated helshe did not have any culs,
bul did have some swelling to the right cheek and
he/she helleved a bruise lo histher lefl cheek.
Resident #3 slaled he/she did nol go to the
hospilal because he/she talked la his/her legal
guardian and expressed desire to stay at the
facilily for monitoring.

2 c.) Review of Resident #4's "Admisslon Face
Sheel" revealed the facliily admilted the resident
on 05/09/2022, wilh diagnoses to include
schizoaffective disorder, bipolar disorder, sleep
disturbance, and nicotine use disorder.

Resident #4 had no Care Plan (o review.

Review af the Progress Noles, reviewed for
August 2023, Seplember 2023, Oclober 2023,
and November 2023, revealed Resident #4 had
no verbal or physical allercations with residents
nor were aggressive behaviors noled prior to the
altercation on 11/28/2023,

Review of Resident #4's Monitoring Log, revealed
it was inlilal hourly to indicate the resident was
observed on an hourly basis prior lo the
altercation on 11/28/2023.

Review of Resident #4's ER Nole, dated
11/28/2023, revealed Resident #4 was seen for
an assault and was the viclim of abuse.
Conlinued review of the ER Nole, revealed
Resident #4 had been punched in the face and
had a small superficial aceralion, a nasebleed,
and complained of chest wall pain on the right
side due lo Resident #4 siated he/she hit
somelhing when hefshe fell during the altercation.
Additional review of the ER Note, revealed
Resident #:4 was diagnosed wilh faciat contusian,
right rib conlusion, twa superficial lacerations on
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the face, one laceralion on the forehead, and one
laceralion on the left cheek.

Observallon of Residenl #4, on 01/29/2024 at
8:53 AM, revealed Resident #4 was clean, neat,
appropriately dressed, well-groomed, and withoul
ador.

During an inlerview wilh Resldent #4, on
01/28/2024 at 8:53 AM, helshe slated helshe
remembered the incidenl involving Resident #2
and Resident #3. Resident #4 staled Residenl #2
hil Resident #3 on lhe jaw and white he/she
(Resident #4) was allempling to help Resident
#3, Resident #2 starled hllting him/her (Resident
#4) in the face. Resident #4 staled Resident #3
ran inside the facllily and asked staff to help.
Resident #4 stated the staff remaved Resldent #2
from the resident area. Resident #4 further staled
helshe was sent (o lhe hospital with some
bruising and some culs on hisfher face.

During an Interview with Medicalion Technician
(MT) #41, on 01/29/2024 at 2:50 PM, she stated
she was warking during the incident Involving
Residenl #2, Resident #3, and Resident #4. MT
i1 slated she separated the residents
immediately, checked all three residents for
injuries, and called Emergency Medical Services
(EMS) to transport Resident #2 and Resident #4
lo the hospilal. Furiher, she staled she notified
the Administrator, the Advanced Praclice
Registered Nurse (APRN), and the familles of the
residents of the incident. MT #1 stated Resident
#2 had some culs lo both hands, Resident #3 had
a bruise to the leit cheek and swelling to the right
cheek, and Resident #4 had a cut on the
forehead. MT #1 staled Residenl #3 refused lo go
la hospital and Resident #3's guardian spoke with
the resident and agreed not to send Residenl #3
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Continued From page 16

to the hospital for evaluation. MT #1 staled all the
residenls had the right to be iree from abuse, but
slaff had no way of knawing the Incidenl was
going to accur,

During an Inlerview with lhe Adminisirator, an
01/31/2024 at 4:23 PM, she siated ihe process
for any resident-to-resident allercation involved
the residents being placed on one on one (1:1)
monitoring until the rasidenls “calmed down" and
then the residenis would be monitored more
clasely. The Adminlstrator further stated If the
facility staff had known the altercalions were
going lo accur, the staff would nol have allowed
ithe residents lo sil tagelher. She staled she did
not think more slaff supervision or moniloring was
the answer, as more staff "could gel in the way.”
The Administrator furlher staled resldents had lhe
right to be prolecled from abuse, but she felt
“nathing could have bean done differently to
prevenl the incidents from occurring.” Further
interview reveated alter the resident allercations,
lhe residenls involved were placed on every thirty
{30) minule monitoring for Increased supervision
and staff were walking the halls more frequently
la monilor residents more closely in order {o be
aware if residents were showing signs of
agitation. Further, she stated al lhis time slaff was
allempling lo keep the residents occupled by
providing puzzie books, crails, reading books,
and puzzles, and doing more social aclivilies
involving games. She slated she expecled staif to
follow facility policies.

902 KAR 20:036 4(1)(a)1-4 Sectlon 4. Provision
of Services

(1) Basic health and heallh related services.

P 050

P185
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(a) A PCH or SPCH shall provide basic health
and health related services, lncluding:

1. Supervision and monitoring of the resident to
assure thal the resident's health care needs are
met;

2. Supervislon of self-administrallon of
medications;

3. Slorage and contro! of medicalions; and

4. Arranging for therapeutlic services ordered by
the resident's heallh cars praclitioner, if the
services are not available in lhe facllity.

This requirement is not met as evidenced by:
Based on observation, interview, record review,
review of lhe facllity’s Investigalion, and review of
facility Palicy, it was delermined, the facllity failed
to have an effeclive system lo ensure salely of
residenls by providing supervision and monitoring
lo prevent elopement for one (1) of eight (8)
sampled residenis (Resident #1).

On 01/14/2024, Resident #1 exited the facilily
without staff's knowledge. Resident #1 was last
seen by Medication Technician (MT #1) #1 al 4:45
PM, when she was assisting residenis to the
dining raom for supper. Aflerwards she noled lthe
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As per 902 KAR 20:036 4(1)(a)
1-4, a PCH or SPCH shall
provide basic health and health
related services including:
supervision and monitoring of the
resident to assure that the
resident’s health care needs are
met, supervisian of self-
administration of medications,
slorage and control of
medications, and arranging for
therapeutic services ordered by
the resident's health care
practitioner, if the services are
not available in the facility.
Furthermore, as per KY State
Reslident Rights “Residents shall
be permitted and encouraged to
go ouldoors and leave the
premises as they wish unless a
legitimate reason can be shown
and documented for refusing
such activity.”

The residents stated in this
citation received supervision and
monitoring to ensure their health
care needs are mel as ordered
by the provider. In the event that
there is a refused medication, the
provider and Guardian, if
applicable, would be notified.
Furthermore, withoul adequale
documentation from either a
provider and Guardian, as stated

resident was nol in his/her usual place in the n
dining room and she searched the inside of the
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building as well as lhe outside area surrounding In the KY State Resident Rights,
the bullding, She then aleried Floor Aide (FA) #1 residents are encouraged to go
around 5:05 PM, that she could not find the outside and leave the premises.
residenl. During this time, FA #3/kitchen coak Cumberland Manor will continue to

was natified by ancther resldent {she could not

spect resident rights, as well as
recalt which resident) at approximalely 5:05 PM, resp esident g

that Residenl #1 left the building. Staff searched thg .o_rders from the prespnbmg
inside and oulside lhe perimeters of the facllity for clinician and Guardian, if
Resldent #1; however, were unable lo locale the applicable. .

resident. Subsequently the police were notified at On 3.18.24, the Regional
approximately 5:15 PM, and a Golden Alert was Operations Manager will conduct
issued. Resldent #1 was located on 01/14/2024 an In service with the staff on the

at 9:33 PM, by local authorilles in the backyard of
a privale residence, approximalely two (2) miles
away from the facilily. The resident was

importance of reminding residents
to sign infout if they are to leave

obsesved ta be wearing a long sleeve sweatshirt, the premlses._ although we can't
swealpants, socks, and lennis shoes, but no force any resident to do so.

coat. The wealher on 01/14/2024 around lhe lime Additionally, the Regional

of lhe elopement was between 19 degrees and Operations Manager will conduct a
25 degrees Fahrenheil, and it was snowing. The resident meeting to discuss the
area from lhe facilily to the residence where lhe importance of signing infout if they

rasident was localed had a road which was curvy would like to leave the premises
with hills and valleys, and there were woaded POC C letion date: 3.19.24 )
areas with deep valleys and sleep hills. The ompietion date: .13
resident was oulside the facility approximately
four (4) hours and 45 minutes before being
located. interview with Resident #1 revealed
he/shae left the building by climbing out a8 window;
however, observatlon and Interview with the
Adminisirator, revealed the facllity had ol
adjusied the windows to prevent them from fully
opening. Additionally, interview with Resident #1's
legal Guardian, revealed the resident "had golten
oul of the house when helshe lived at home”,
prior to admit to the facility. However, interview
with the Administrator revealed she was unaware
of the resident's hislory of leaving the house
unaccompanied prior to being admitled to the
facility.
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Based on these findings, it was dstermined the
facility failed to ensure each rasldent received
adequale supervisian and monitoring to prevent
elopement. This failure presenls an imminent
danger and creates substanlial risk thal dealh or
serious physical harm lo residents could occur.

The findings Include:

Review of the facllily Policy, tilled "Resident
Moniloring", revised 08/22/2014, revealed a
decumented hourly check of each resident shall
be performed and documented lo abserve each
resident’s condition and behavior and to confirm
Ihal each resident was present and accounled for
on the premises. Resldents shall be monitared
more frequenily than ance per haour, as needed,
such as in the event of a change of health
condilion, illness, physician's order, and/or
behavioral changes. Conllnued review of the
Policy, revealed if the resldent was an elopement
risk, the resident shall be manitored every thirly
minutas unlil further notice from the
Administrator.

Review of the facilily policy, litled "Steps to Take if
Resident Becomes Sick/Acutely ll/injured andlor
in the Event of Medication Error or Elopement®,
revised on 11/23/2021, revealed if a resident
became sick, aculely ill, injured, or in the event of
a medication error or an elopement, lhe facilily
staff shall conlact the residenl's primary care
pravider.

Review ol the facility's {nvestigalion, dated
01/14/2024, revealed staff saw Resident #1
walling up and down the hallway at 4:00 PM.
When gelting residents up far supper al 5:00 PM,
the facllity staff noticed Resident #1 had ran off.
The facility staff slarted searching the facility and
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drove around outside looking for the resident.
Additional review revealed Law Enforcement, the
Office of Inspector General, and the Abuse
Hotline were natified with report 1D #384904,
Continued review of ihe facllity’s investigation,
revealed Resident #1 was found al approximalely
9:33 PM in the backyard of a house
approximalely two (2) miles away from the facillly
and was brought back lo lhe facility by Sheriff
Deputy (SD) #1 a1 9:38 PM. This was all the
informalion submitled for review related to the
facility investigation.

Review of Resident #1's "Admission Face Sheel",
revealed Ihe facility admitted the resident on
02/13/2023 from a Psychialric Haspilal wilh
diagnoses including Psychoalic Disorder with
probable Schizophrenia Spectrum, and
Methamphetamine/Hallucinogen/Ecslasy use
disorder.

Review of Resident #1's medical record revealed
no care plans to review.

Review of Resident #1°'s Progress Noles from
November and December 2023, and January
2024, revealed no exit seeking behaviors until
01/14/2024. There were no psychiatry noies lo
review after the date of admission.

Review of Resldent #1's Observation Log, dated
01/14/2024, revealed hourly checks were Inilialed
by staff, with Ihe last check prior to Ihe elopement
being initialed by FA #1 at 4:30 PM.

Review of Resident #1's Progress Notes, enlered
by Medication Technician (MT} #1, on
01/14/2024, untimed, reveated the resident was
missing from the facility and slaff had reported
{he incident lo the proper autharitles. Conlinued
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review revealed lhe resident was localed behind
*someone’s” house and lhe resident relurned lo
the facility at 9:33 PM.

Review of the County Sherifl's Dapartment
Missing Person File, dated 01/14/2024, revealed
the fachity calied 911 at 5:15 PM on 01/14/2024,
and Sheriff Deputy (SD) #1 arrived at lhe facility
al 5:40 PM lo start the investigation. Continued
review revealed Resident #1 was found in the
backyard of a residential home al 8:33 PM and
returned to the facilily at 9:38 PM.

Raview of the Emergency Medical Services
(EMS) Run Report, daled 01/14/2024, revealed
EMS arrived on scene al 9:42 PM and
transported Restdent #1 o the haspital for
gvaluation at 9:45 PM.

Review of Resident #1's Emergency Room (ER)
Note, dated D1/14/2024, revealed the resident
was lreated for mood disarder with psychiatric
evaluation lo be done while in the ER as the
resident lald the ER slaff he/she jumped out of
the window approximately twelve (12) feet high to
go to "lhe beach.” Addilional review of the ER
Note, revealed Residenl #1 was just monilored
and Psychialry did nol evaluale as the resident
did not meet the criteria. Conlinued review of the
ER Nole, revealed the resident had increased
white blood cell count, but was in “good” condilion
and was sent back 1o the lacility with no new
orders al lime of discharge from the hospital.

Review of Resident #1's Progress Nole, entered
by Medication Technlician (MT) #1, dated
01/14/2024, untimed, reveated Dispatch found
Resident #1 on 01/14/2024 at 9:33 PM behind a
house approximalely twa (2) miles away from the
facility, and police brought Resident #1 back to
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the factilly al 9:38 PM. Per the Note, Resldent #1
was promplly sent to Ihe hospital emergency
room {ER) for evaluation at 9:45 PM and returned
to the facllity on 01/15/2024 at 2:02 AM with no
new orders.

Observation on 01/30/2024 at 10:15 AM, during a
drive on the road where Resldent #1 was found,
revealed lhe road was curvy wilh hills and valleys
and there were wooded areas wilh deep valleys
and sleep hills. Conlinued observalion revealed
per goagle maps the distance from lhe facllity lo
the road where the residenl was located was 2.1
miles.

Review of ihe local weather history, according to
wealther channel by google, revealed he
temperalure was between 19 degrees and 25
degrees Fahrenheil (F), on 01/14/2024 between
5:00 PM and 10:00 PM during the time the
resldent was out of the building.

Observation on 01/29/2024 at 9:30 AM, revealed
there were \wo doors in the facility wilh a door
alarm in place. The Surveyor lested the daor
alarms by pushing on the doors, and bath
alarming doors were functioning.

Review of Resident #1's Gbservation Log, dated
01/15/2024, revealed the resident was initially
slarted on thirty minute checks after arrlving at
the facility from the ER. Per lhe Log, the thirly
minute checks lasted until 01/16/2024.

Review of Resident #1's Progress Noles, dated
01/16/2024, enlered by MT #1, revealed the
resident starled voicing homicidal ideation on
01/16/2024 and was admilted o a Psychiatric
Unil. Review of the Progress Notes, daled
01/24/2024, revealed the resident relurned to the
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During an Interview with Medication Technlcian
(MT) #1, on 01/29/2024 at 2:50 PM, she staled
sha starled her shift at 3:00 PM on 1/14/2024,
and remembered Resident #1 walking up and
down the hallway as usual. MT #1 slaled she last
saw the resident at 4:45 PM when she was
getting resldents out lo the dining room far
supper. She furiher stated she noticed Resident
#1 was not in hisfher usual *spol” al the supper
table, so she checked inside and outside ihe
facilily lo see if she could locate him/her. MT i
ctated she did not alerl the other floor aides until
she had searched for the resident, and she
alerted FA #1 around 5:05 PM, thal the resident
was missing.

During further interview, with Medicatlon
Technician (MT) #1, on 01/29/2024 al 2:50 PM,
she siated she could nol locale Resident #1, and
called the Administrator at 5:10 PM Lo alert her
the resident was missing from the facility. MT #1
staled she then gol in her car and called 811, and
slarted driving down the road to see if she could
locate the resident. MT #1 furiher stated she
notilied Resident #1's family and the Nurse
Practitioner (NP), and arrived back at the facility
aboul fifleen minutes afler the Palice showed up
to search for the resident. In further interview, MT
21 siated she did anolher head count to make
sure the other residenls were stlf in the building
aller she returned from her search for Resident
#1 and no other issues were found.

During continued interview, with Medicalion
Technician (MT) #1, on 01/29/2024 at 2:50 PM,
MT #1, she stated she was in the faciiily when SD
#1 brought Resident #1 back and noted the
residenl had scratches on hisfher hands and
helshe was sent to the hosphtal. MT #1 stated
Resident #1 had been on hourly checks prior lo
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the incident. She further stated Resident #1 had
no exit seeking behaviors prior fo the elopement
and all residents had hourly checks unless an
incident accurred and then the resident would be
monitored more often. During further Inlerview,
MT #1 siated she did nol hear any doors alarming
prior lo realizing ihe resident was missing. She
furiher stated she did not think the resident went
oul a window because lhere wers nNo windows left
open during their search for the resident. She
stated Ihera was three (3) staff on duty at the time
of the resident's elopement. She further slated
she and FA #1 were working the floor, and FA#3
was in the kilchen cooking.

During an interview with FA#1, on 01/29/2024 at
2:30 PM, she slaled here was no specific staff
members assigned to the residenis at the facility
for supervision and monitoring, but the staff
worked logether, She stated Resident #1 was
his/her usual, quiet self prior lo leaving (he facility
an 01/14/2024 and she lasl saw lhe resident al
2.30 PM thal day. FA #1 slated Medicalion
Techniclan (MT) #1 alerted her ihat Resident #1
was missing around 5 :00 PM or a litlle after. She
further stated she helped search inside and
oulside the facility and was present when
Resident #1 returned fo the facliity lates. FA #
slated Residenl #1 had a few scraiches on
hisfher hands from briars, but olherwise looked
okay.

In continued inlerview, on 01/29/2024 at 2:30 PM,
FA #1 slaled prior to lhe elopement, all residents
were monitored hourly unless there had been an
incident, which would increase the checks frem
hourly lo at least fifteen (15) of thirty (30) minutes
checks. FA #1 furlher slaled Resident #1 had
never had any exit seeking behaviors, nof fhad the
resident left the building unaccompanied by staff
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lo her knowledge prior to this incident. Further,
she stated Resident #1 had been checked hourly
prior lo the incident. FA #1 stated she did not hear
any daor alarms go off prior lo the resident
Jeaving, and she did nol think Resident #1 got aut
by the window as Ihere were no open windows
noled when staff searched the bullding for the
resident.

During an interview with FA #3, who was also the
kitchen caok, on 01/29/2024 at 3:18 PM, she
stated she was working In the kilchen lhe evening
of 01/14/2024, when another fesident told her
Resident #1 had left he facility,. FA#3 could not
remember which resident informed her of this, but
slaled it was at approximalely 5:05 PM. FA#3
stated abaut thal time, MT #1 alerted her
Resident #1 was missing and she assisted with
searching for the resident inside and autside the
building. FA 113 sialed MT #1 notifled lhe
Adminisirator thal Resident #1 was missing and
called 911. FA#3 further stated she was present
when SD #1 brought Resident #1 back to the
facility, and she recalled the resident’s hands
were “real red" and he/she complained of belng
cold. Further, she staled Resident #1 stated
he/she got lost and wanted lo go "to the beach."
FA #3 further stated all residenis were on hourly
checks, but if "something happened", then the
Administralor would increase Increase frequency
of the checks. FA #3 slated she was unaware of
Resident #1 leaving the building unaccompanied
prior to this incident. She further staled she did
not recall lhe resldent having any exit seeking
behaviars or talking about leaving prior ta the
elopement. in continued inlerview, FA#3 stated
she did not hear any door alarms sounding when
the resident left the building. Further, she did not
think the resident exited the building through a
window as there were no windows open during
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the inside search of the building.

During an interview wilh Sherlff Deputy (SD) #1.
on 01/30/2024 at 7:00 AM, he stated he was
nolified by Dispatch of a missing resident al the
facility on 01/14/2024 at 5:15 PM, and a Golden
Alert was Issued through the county dispatch. SD
#1 staled Resident #1 was found approximately
2.1 miles away (per google maps), from the
facility. SD ##1 further stated Resident #t was
knocking on the door of @ residence and when
SD #1 went up lo the sesident, hefshe lold SD #1
{hat helshe was cold. SD #1 stated he assisted
the resident into his warm vehicle and noled
he/she was wearing a dark long sleeve thick
sweatshirl with sweal pants, tennis shoes, and
socks, but no jacket. Further, SD #1 slaled
Resident #1 complained of his/her hands and feet
being cald, but was able lo move hisfher fingers
and loes. In continued interview, the SO #1 was
not sure of the exact lemperalure culside at the
time he localed Residenl #1, but stated il “was
getling colder and It had slarled snowing®. SO #1
slated he radioed dispalch o have EMS meel
him al the facility and once he gol the resident
back lo the facilily, the staff and EMS personnel
checked Resident #1 for injuries. SD #1 further
slated Resident #1 had a few scralches on
his/her bilaleral hands from going through a briar
palch and his/her hands were red. SD #1 staled
EMS Iransferred Resident #1 ta the hospital for
evalualion.

During an interview wilh Volunteer Fire Firefighier
(VFF) #1, on 01/30/2024 al 7:32 AM, he staled
the Volunteer Fire Department received a called
out lo assisl in the search of a missing resident
from the facility on 01/14/2024 around 5:45 PM.
\FF #4 stated SD #1 was in charge of the scene
and he was direcling the searchers on where to
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search lor the missing resident. VFF #1 further
stated he was still searching for the resident
when SD #1 radloed thal Reslden* #1 had been
located and was being returned to the faciiily. in
continued interview, VFF #1 staled he did not lay
eyes an Resident #1 because the golden alerl
was canceled, sa he didn't know what condition
Resident #1 was in when found and brought back
\o the facility. Hawsver, VFF #1 slated the
weather outside that night was "cald and snowy".

During a phone interview on 01/30/2024 al 3:28
PM, wilth Resldent #1's legal Guardian, who was
the resident’s Mother, she stated the resident
"had gollen out of Ihe house when he/she lived at
home". She further slated if Resident #1 got it in
hisfher head lo leave, it didn't matter if the
windows were locked with a 10 foot fence around
the facillty, the resident would find a way out.

The Surveyor phaned Nurse Praclitioner (NP) #1,
on 01/29/2024 at 2:00 PM; 01/30/2024 al 8:45
AM; and 01/31/2024 a1 1:15 PM, in an altempt to
conduct an interview and voice messages were
lefl. However, there was no return phone call.

During an interview wilh the Administrator, on
01/31/2024 3l 4:23 PM, she siated residenls in
the facility usually did not leave lhe facility
unsupervised and none of the current legal
guardians had given permission for residents lo
leave Ihe facilily unsupervised. Further, she
stated Resident #1 had showed no signs of
wanling lo leave lhe facilily and had no exit
seeking behaviors prior lo the elopement. She
slaled the facliity did nol complete elopement
assessments and she was unaware the residenl
had a history of leaving his/her home
unaccempanied while fiving at home, prior lo
admit lo the facility. ~
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Continued interview with the Adminislralor, on
01/31/2024 al 4:23 PM, revealed staff was 1o
monitor the residents every hour, and document
the moniloring. Further, if therewas a problem
such as behavior issues, or if an incldent
occurred, the resident would be monilored more
frequently. The Administralor stated, since the
incident, the facility had increased supervision of
the residents by providing more aclivities and she
fell mare stalf would just get in the way and
cause more lrouble. She further slated staff
monitared the residents by walking the hallways
more frequently, keeping the residents occupled
by providing puzzle books, crafts, reading baoks,
and puzzles, and doing more social aclivities
invalving games lo keep the residenls happy.

During addilional Interview with the Adminisirator
on 01/31/2024 at 4:23 PM, she stated it was her
expeclation for her staff to continue closer
moniloring of residents by walking the hallways
more frequently during the shift so staff would be
aware of the localion of all residents. She stated
the facility did not utilize a wander guard system,
did not utilize licensed nurses, or have an
overhead paging system for missing residents.
She further stated staff was to lisien for the
alarming doors and respond ta ensure a resident
had not left lhe building unaccompanied.
Additional interview with the Administralor,
revealed she felt the resident went oul the door to
the fenced in smoking area and Jumped the
fence; however, the facility was unable to
determine haw lhe resident got out of the
building. Per inlerview, she slated the windows
had not been adjusted in order for them lo not
open fully al this lime. The Administrator then
staled, "nothing ditierent could have been done lo
prevent the resident from leaving the facility
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Requiremenls

{5) Hotwaler healers and lanks.

{a) The hot waler healing equipment shall have
sufficient capacily to supply {he water al lhe
temperalure and amounis indicated below:

Use
Resident Dishwasher Laundry
Gallhr/lbed 8 172 4 4 112
Temp.¥. 100-110 180* 140-180°°

* Temperature may be reduced (o 140 if
chioritizer is used.

** if the temperalure used is below 180 the hame
shall utilize delergents and olher additives to
insure that the linens be adequalely cleaned.

This requirement Is not met as evidenced by:
Based on observation, inlerview, and review of
the facility's policy, it was determined the facilily
failed to maintain water lemperatures between
100-110 degrees Fahrenhelt in sesident care
areas. In addition, it was delermined the facility
failed to mainlain water lemperature and
sanitation logs.

Observation on 01/29/2024 at 5:00 PM, revealed
the waler lemperatures lesled in the women's
shower and sink were ninely (90) degrees
Fahrenheil.

Observation on 01/29/2024 al 5:05 PM, revealed
the water lemperatures tesled in the men's
shawer was eighly-two (82) degrees Fahrenheil.

Observalion on 01/30/2024 at 12:25 PM, revealed
water lemperalure logs had nol been completed

service for all staff. The topics
discussed at lhe in service
included, but were not limited to,
the importance of maintaining
proper water temperalure logs and
sanitation loges, when the
3-compartment sink is in use, as
well as for when/if the dishwasher
is used. Maintaining temperature
logs for the washing machine was
discussed as well. The in service
with staff was done in a
conversational way, enabling staff
to engage in conversation, ask
questions, share thoughts, elc. At
the completion of the in service,
staff acknowledge they understood
whal 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 between each
resident and hand washing/using
hand sanitizer appropriately. Upon
campletion 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 at
random.

The POC completion date is
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for the Dishwasher in lhe kitchen or the washing
machines located in the laundry room since
Qclaber 2023. Conlinued abservation of the
kitchen, revealed stafi had nol maintained water
sanitalion logs since Oclober 2023.

The findings include;

During an interview with Adminisirator, on
01/31/2024 at 4:23 PM, she stated lhe facilily did
nol have a policy related to malnlaining waler
temperalures between 100-110 degrees
Fahrenheit for the resident sinks and showers.
Continued interview revealed tha facility did not
have a policy related to {esting and documenting
waler temperaltures in lhe kitchen for the
dishwasher, nor was {here a policy related 1o
dacumenting water sanitalion fogs in the kilchen.
Further, she stated there was no palicy related to
testing and documenting the water lemperatures
for the washing machine In the laundry room.

During an interview wilh Floor Aide #2, on
01/30/2024 at 2:25 PM, she slated she knew the
hot water would be caci later In the day with
increased water usage, but it usually heated back
up within approximately Lhirly (30) minutes. She
further stated she was not aware (hat the laundry
water femperatures for the washing machines in
the taundry room should be checked. In
continued inlerview, with Floor Aide #2, she
stated lhe facllity had a small new dishwasher
located in lhe kitchen, but the dishwasher did not
hold many dishes, so she did nol use the
dishwasher and typically washed all lhe dishes in
lie sink by hand, She slated, if the water was not
hot enough lo wash the dishes, she somelimes
wauld wait approximately thirty (30) minules far
Ihe water to heat back up, and then she would
wash the dishes,
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Qbservation on 01/30/2024 at 12:25 PM, revealed
Floor Aide #2 lested the sanilalion waler In the
sink and the chiorinated water tested between
100-200 paris per million (ppm), which was in
acceplable range. During interview with Floar
Aide #2, she slaled the facility did not have any
sanitation lags for recording daily testing of lhe
saniiation water.

During an Interview with the Administrator (ADM),
on 01/31/2024 at 4:23 PM, she sfaled lhe
Maintenance person was no longer with the
(acility, but the facilily was In the process of hiring
a new person for that position. The ADM further
stated she was not aware water lemperatures
needed lo be within a certaln range for resident
care areas, laundry, and in the kitchen for lhe
dishwasher and Lhal these temperatures needed
lo be logged. Further, she was unaware (he
sanitalion waler In the kilchen needed {o be
lested for chiorinated waler in ppm and logged on
a regular basls. In further Interview, lhe ADM
slaled, after a lot of waler use in lhe faclility, they
would have to wait approximately thirly (30)
minutes on the water to heal back up. The ADM
furiher staled it was her expectallon for staff o
check water temperaturas daily and to log them if
that was what was required, and she would
immediately implement a process to ensure this
was done,
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