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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIGN NUMBER; A BUILDING COMPLETED
c
184006 B.WING 05/16/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
NORTHKEY COMMUNITY CARE CHILDREN'S INTENSIVE SERV 502 PARRELL DRIVE
COVINGTON, KY 41011
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
f
B 000 | INITIAL COMMENTS B 000
A complaint (KY00010918) investigation was
conducted on this day with no deficiencies noted
or cited at the time of the investigation. The
complaint was unsubstantiated.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statemenl ending with an aslerisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the palients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or nol a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the dale
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite fo continued program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D SITC11 Facility ID: 100265 If continuation sheet Page 1 of 1



PRINTED: 03/04/2015

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
C
100265 B. WING 10/10/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
502 FARRELL DRIVE
(o) KEY C REN'
NORTH OMMUNITY CARE CHILDREN'S COVINGTON, KY 41011
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (x5)
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)
E 000 802 KAR 20:180 Initial Comments E 000
A Complaint Survey to investigate #KY00019177
was initiated on 10/09/12 and concluded on
10/10/12. The allegation was substantiated with
no deficient practice identified.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XB) DATE
STATE FORM 5499
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PRINTED: 03/04/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
c
184006 ERRIG 10/10/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 502 FARRELL DRIVE
NORTHKEY COMMUNITY CARE CHILDREN'S INTENSIVE SERV COVINGTON, KY 41011
X&) | SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY)
B D00 | INITIAL COMMENTS B 000
A Complaint Survey to investigate
#KYQ0019177 was initiated on 10/09/12 and
concluded on 10/10/12. The allegation was
substantiated with no deficient practice identified.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable S0 days following the
date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to conlinued program participation.
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. PRINTED: 02/26/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
184006 B. WING 02/26/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 502 FARRELL DRIVE '
NORTHKEY COMMUNITY CARE CHILDREN'S INTENSIVE SERV COVINGTON, KY 41014
{x4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
{A 000} | INITIAL COMMENTS {A 000}
An offsite revisit was conducted on 02/26/15 and
based on the acceptable POC, the facilily was
deemed lo be in compliance as alleged on
02/06/15,
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TILE T (XG)DATE

Any deficiency slalement ending with an asterisk (*} denates a deficiency which the institution may be excused from correcting providing it Is delermined that
uther safeguards provide sufficient protection to the palients. (See instructions.} Except for nursing homes, the findings staled above are dlsclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homaes, tha above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facliity. I deficlencles are ciled; an approved plan of comraciion Is requisite to continued
program parilcipation. 20 Smmis
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Office of Inspeclor General
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R-C
100265 8. WING 02/26/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
; 502 FARRELL DRIVE
NORT E 'S
HKEY COMMUNITY QAR CHILDREN'S | COVINGTON, KY 41041
{X4)1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5)
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 APPROFRIATE DATE
DEFICIENCY)
{E 000} 902 KAR 20:180 Initial Commentls {E 000}
An offsite revisit was conducted on 02/26/15 and
based on the acceptable POC, the facllily was
deemed to be in compliance as alieged on
02/06/15.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
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PRINTED: 02/04/2036
. FORM APPROVED
Qfice of Inspeclor Genaral
BIATEMENT OF DEFIGIENCIES | (X)) PROVIDERIBUPPUERIGLIA {X2) MULTIPLE CONSIRUCTION (%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A GUILDING: COMPLEVED
c
100268 B. WiNa Q12212015
NAHE OF PROVIDER GR SUPPLIER BTREET ADORESS, GITY, STATE, 2P CODE
, 602 FARRELL DRIVE
NORTHKEY COMMUNITY CGARE GHILDREN'3 | COVINGTON, KY 41014 .
xapp | SUMIARY SYATEMENT OF DEFICIENCIES o ! PROVIDER'S PLAN OF CORREGTION .
PREFIX {EAGH DEFICIENCY JUST BE PRECEDED DY FULL PREFIX | {EACH CORREGTIVE AGTION SHOULD BE COMPLETE
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) TG cnoss-nmneggﬁglm g\!{i}nnppnon-mms DATE
. 1 :
E 00D, 902 KAR 20:180 Inllial Comments go0p  |Inresponsoto 112372015
i 'Deﬁcicncy 1 ,the dietary manager
| AComplaint Survey invesligaling KYD0022667 has been covnseled on the requirement of '
| was Initlatad on 01/2016 and concluded on | the US Depariment of Health and Human
0122016, KY00022067 was unsubstaniiated with Services, FDA organizational policy that all
!
| deliclencles cited. l dietary staff mustwear hair covering while
. preparing and serving food. !
&1350: 002 KAR 20:180 Secllon 6, Provislon of Services | £1350 | Te poficy ias been revised to specify i
that hair covering is required of the staff
(8) Dietary servicos. A hospllal shall compiy wilh T ; X .t
1 902 KAR 20;016, Section 4(3), perlaining lo the ‘;}"k “":‘uﬂx 'lhc SGW}ng_llne or preparing
| Provislon of diclary services, and requiramants ood. The revised policy is attached.
conlalned in this subseclion, All Dictary staff have been educated on the 1
1 I policy revision by the Registored Dictician  ;
i l as of 1/23/2015, .
! | During & spot check performed on !
This requirement Is not met as evidenced hy: .
Based on observalion, Intervisw, review of he 216115 by the DI;““” of Quality !
1.8. Dapartment of Heallh and lHuman Sorvices, Improvemnent,, the staff serving and preparing
Public Health Services, Food end Drug food wore wearing appyopriate hair cmrcmug.l
i Administration {FDA) Food Cotle and review of Ongoing monitoring of compliance with this
| Ihe facliity's policles, il was delerminad the facHity requirement will occur through |
felled la ensure iraplementatlon of a polisy : observation by the Dircetor of Nursing .
{ ad}(éfﬂ:sitbghsaf_% pm“t?% for’ ?Io:l hallldllf?g Bsi I twice a week for three months in order to
avidenced by observations of diotary staff eesving ; : . . I
I food withoul wearlng halr resiralnis suoh as hals, ! ;": lgr.w i mt!’;? riance oﬂ:h's e E""em’“'l
I halr coverings of halmels, and ohservalions of e Director of Nursing will check
pallanis’ food inpropesly stored In he relrigeralor complience with this requirement during 4
| on the Inpatient unll, weckly rounds {hercafier. TS
. | Disciplinary action will be taken if dietary b
{ Thie {indings Include: t siaffare out of compliance with this fod o
. . l. C - N . ’{ ¥ g
F4, Review of the "U.S, Deparlment of Health and S — iomp fiance with (his b t"'-'?l
Humen Servicas, Public Heallh Services", FDA mq.}uremem ¥ ::.he addedlas]g. | U 1 ' o«
Food Codg", 2005, Selion 2-402.11 vevaaled petiorinartcs indicator 1o flie Dictary A
{ food amployees should wear resiralnis such as Services Critical Aspects of Care and Y’
hats, haly coverings or helats, beard raslcalnis, reporicd lo {he Quality Improvement N
[ and elolhing which covered body halr, which ware Committee by the Direolor of Nursing on | i |
I designed antl worn lo effectively to keep (helr hair & quarterly basis. 1 g il
fram confacling exposed food, T
GNATURE (X6) DATE
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PRINTED; 02/04/2016

. a 0 . FORM APPROVED
Office of Ins: eral
STATCHENT OF DEFICIEHCIES | {X1) PROVIDERUSUPPLIERICLIA {¥2) MULTIPLE CONBTRUGTION {43) DAYE: SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A DURLOING: COMPLETED
G
100286 D, VNG 0172212016
NAME OF PROVIDER OR SUPPLIER BYRERT ADDRESS, CITY, STATE, 2IP CODE
q 502 FARRELL DRIVE
NORTHKEY COMMUNITY CARE G1HILDREN St COVINGTON, KY 41011
o 1 SUMMARY STATEMENT OF DEFICIENCIES m | PROVIDER'S PLAN OF CORRECTON 1 g
PREFIX {EACH DEFICIENCY JAUST BE PRECEDED BY FULL 1 prerx {EACN CORRECTIVEACTION SHOULD BE COMPLETH
7AG | REGUIATORY ORLSC IDENTIFYING INFORMATION) e cnoss.nepaneggggég gy)e»pmomwe 1 DNE
t
E1350, Conlinued From paga 1 E1360 | .
! Observallon, an 01121415 al 12:06 PM, revealed ‘
| three (3) distary slall members behind the i
serving Jine in the cafeleria with no halr coverlng ;
Vin place, while preparing palienis' trays and
serving pallents golng lhrough the cafeterla ]
serving line. ] |
Observation, on 01/21/16 &l 2:16 PM, revealed |
(hrae (3) dietary stafl members In lhe Kilchen .
| area with no halr covering In place preparing J
food. Upon entering lhe kilchen area, the i
I Surveyor requesied a halmet and was Informed l
|

| by the Diractor of Quallly improvement, slaff did }
1 not normally wear hsimels In the kitchen ares, |

I inlerview with the Nulrltion Services Alde (NSA),
oh 01/2215 al 8:35 AW, revealad she had ]
1 worked al the faclllly for two {2) yeare and had nol
worn a halmet during that enlire tima. The NSA f
{ staled Ihe Counly Heallh inspectos had told the
| diatary staff to only be sure lo hava thelr hair |
pulled back. '
I

I Interview with 1he Distillan/Menagsr of Food
Services, on 01/22116 al 10;26 AM, rovealed she

| had wotked In lhe facillty for over four {4) years
and had not ever required he distary slalf o wear

I helr coverings durlng food preparation and

I seiving.

!

i

|

[

|

! Interview with the Diraclor of Quality ]

. Improvament, on 01/22/15 at 10:30 AM, reveslad : }
I 'her expectalions would be for staff to follow

| federal and state regulallons, and she would i

expect dlefaty staff lo waar halt coverings as I

I required by the ragulations. |

!

| 2, Review of the facilly's policy llllad,
| "Diatary/Nulrdlion/Nursing Polloy & Procadure

STATE FORM e PIALY it conlapalion shaet 2 of 4




" PRINTED: 02/04/2016

: FORM APPROVED
Office of Inspaclor General
SYATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMDER: A. BULDING: COMPLETED
c
100205 B. WG 0112212016

HAME OF PROVIOER OR SUPPLIER
NORTHKEY COMMUNITY CARE CHILDREN'S |

SIREEYADDREDS, CITY, STATE, ZIP CODE

6§02 FARRELL DRIVE
COVINGTON, KY 4401

D046 NDG4", revised 08/03/13, relaled 1o

| "managemant of meals sent lo the unils”,
revealad all meals sent 1o the pallent unks were

| to ba served Immedlalely or storsd proporly fo
prevenl food balng servad al Inadaquate

| temperalures, The Polley revealed patients® irays
ware lo be labaled wilh he pallent’s name when

} sent lo the unit and must be served within seven
{7) minules of delivary. Per the Pollcy, palients’

| mea| trays should nol be lefl longer lhan seven
(7) minutas unlass refrigerated and rehealed to

| proper lamparatures.

[ Roview of the faclilly's policy (illed, "Storage
Refrlgeralors” revealsd food was to be coverad
i when slorad and labeled with dale and contanls.

| OYservation, on 01/22116 al 00:55 AM, revealed
we (2) unlabeled Styrofoam contalners In the

i pallent's refrigasator on Unit B on the Inpallent

i unit of ihe facllity,

Intarviaw wilh Registered Nurse (RN) #2, on
01722116 al 2:00 AM, revealad the fwo unlabaled
. Slyrofoam conlalners were brought up from the
i kitchen for two {2) pallants who were sill
. sleeping. RN #2 rovealad no knowledge of
} having to label patlent food ltems when stored in
the pallent’s refrigsralor (even Ihotigh lhia facliily's
{ Poficy Indicates thie was lo be done).

| Conitnued Intervievy wilh the NSA, on 09/22/16 af
0:356 AM, revealad food ilems sent up lo Lhe
Inpattent unlt should be dated due (o possible
spollage If Jell steredt undated In he reltigerator.

| The NSA slated If the food itam was undaled,
somsone would nol be able lo dslermine vhen

I lhe flem was placed I the reirigeralor.

, Conlinued Intorview with the DisililaniManager of

o . SUMMARY STATENENT OF DEFIGIEHCIES o PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX | {EACH DEFICIENCY AMUST BE PRECEGED BY FULL | PREFIX | {EACH CORRECTIVEACTION SHOULD B~ , COMPLEYS
e REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCEDTO THEAPPROPRWIE '  DATE
| NEFICIENCY) ;

El aﬁol Contlnued From page 2 E1360
In response to 12/6/2015

Deficiency 2, related to safe storage of
food on the inpatient unit, the policy ,
(N054,attached) has been revised to
state that all food should be served |
within seven minutes of artiving on.
the unit,or stored in the patient
refiigerator with the
patient’s name and the date written oh
the container. The policy also i
specifies that food that is not
constumed by the patient will _
be discarded daily. All Dietary * °
and Unit staff have been trained on |

the new policy by the :
registered dietician and the Director
of Nursing as of 2/3/2015, J

Compliance will be monitored by the
Director of Nutsing during daily
rounds. A performance indicator
will be added fo quality monitoring |
to assess compliance with safe |
storage of patient food on the
inpatient unit and reported by the
Dircctor of Nutsing to the i
Quality Improvement
Commiltee on a quarterly basis,

St ettt | rm—— Anai—— po—
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PRINTED: 02/04/2016

FORM APPROVED
Office of inspactor General
STATEMENT OF DEFICIENGIEE | (X1) PROVIDER/BUPPLIEUCLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIPICATION NUMDER: A DUILDING: COMPLETED
Cc
100266 B WG 01/2212016
NAHIE OF PROVIDER OR SUPPLIER STREET ADDHESS, CITY, SYATE, 2IP CODE
. 602 FARRELL DRIVE
NORTHKEY COMMUNITY CARE GHILDREN'S [ COVINGTON, KY 44011
410 | SULIMARY BTATEMENT OF DEFICIENCIES o PROVIDER'S FLAH OF CORREGTION | o
PREFIX (EACH DEFIGIENGY MUSY BE PRECEOED BY PULL PREFI ! {CACH CORRECTIVEACTION SHOULD OE COMPLETE
YAG j  REGULATORY ORLSC IDENTIFYING INFGREATION) TAG | °“°ss'"“mg€§2,}ﬁ Jﬁe APPROPRIATE DATE
E1360' Conlinued From page 3 . E1350
! Food Services, on 01/22/16 at 10:25 AM, :
f revealed dislary siaff had nol dated meals wihen
sending the meala to Iho tmit ont (he facility's 1
|
*dumbwallar" system. Per Interview, meals sent
1 an the "dumbwalte" system should be sarved !
| Immadiately and not slared In Iha refrigeraler, 1
| Conthiued Interview with the Director of Quallly i
Improvemaent, on 01/22/15 al 10:30 AM, revoalsd :
| her expaotalions would be for staff lo follow the
facilliy's policies, relaled to dislary services and lo i
Flabel and dale lood slored in he refrigeralors.
: I i
! [ '
i t
! f
i l :
! I !
| | .
! {
i t
I i
i i
{ L
i i
H |
i i
] i
| ]
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PRINTED: 02/04/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB N, 09380201
STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIBRICLIA %3) Al ST :
AND PLAN OF CORRECTION i IDENTIFICATION HULBER: i‘ I:u]::;:::l.ﬁ CorsTRUCTION ‘xa)(?glﬁfé}'l{g{)nv
¢
184008 . Wi ) 0112212016
NAPE OF PROVIDER Ot SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
NORTHKEY COMMUNITY ¢ : U ERL O
TY CARE CHILDREN'S INTEN&VE SERV QOVINGTON, KY 41011
X0 SUMIARY STATEMENT OF DEFICIENCIES 0] " PROVIDER'S PLAN OF CORREGTION 1%6)
PREFIX (EACH DEFICIENGY MUSY DE PRECEDED BY FULL ' :
TAG f REGULATORY ORLSC IDENTYIFYING INFORMATION) Pr’:’:g'x 0 Cé%g%'k%?ggggggg ?g.{l'ﬁgﬁsl"‘:%uol%?ﬁf & cmg:gm"
: DEFICIERCY) :
] : :
A00D, INITIAL COMMENTS - .+ Ao Inresponseto 1/23/2013

Deficlency 1 ,the dietary manager

! An Abbrevialad Survay Invesligating E i f_’;:u?;e;::tu;stel:zd on the ,

i

| KY000226067 was inflialed on 01/20/15 and . .
concluded on 01/22/16. KY00022867 was . - US Department of Health ;
1 unsubstantiaied with deflclencies citad. ; and Human Services, FDA,
A 620, 482.28(a)(1) DIRECTOR OF DIETARY i A620 organizational policy that all !
SERVICES ' ' dietary staff must t

! . 1 wear halv covering while
| The hosplal musl have a full-lime employeg who- s preparing and serving food.

The policy has been revised to

i
i g{)wligges as director of ihe food and distetic : t specify that halr covering .
; . * is required of the staff while working
i (I 1s responsiblo for dally management of the : the serving line or preparing food.
distary sarvicas; and g ., 'The revised policy is atiached. .
| : " All Dietary staff have been educated on
1 (if) Is qualiffed by expsrienca or tralning. ; ! the policy revision by the Registered

Dietician as of 1/23/2015. :

|
This STANDARD s not met as avidencad by;
b During a spot check performed on

I Based on observallon, Inlerview, review of the

U.S. Departmenl of Health and Human Servicas, * 2/6/15 by the Director of Quality
' Pubiic Heallh Services, Food and Drug + Improvement , the staff serving and
; Adminisiralion (FDA) Food Code and review of - , preparing food were wearing
}Ix; fgtt:ihl‘y's polic]:lesi i waT cli;stem;lned I}he facility , appropriaie hair covering, )
1 falled to ensure Implementalion of a polie ¥
addressing safe practlces for food haF:'adlh}:g as ! ! Ongoing monttoring of co;n e A i
evidancad by observalions of distary slaff sarving with this requirement will occur [
, food withoul wearing halr seslraints such as hals, +  through observation by the e |
halt coverings or halmels, and observailons of 1 , Director of Nursing ' =
i pallenls' food lmpraperly slored in the refrigeralor twice a week for three months Py ;;’
, o0 he Inpalient uni ‘ ! In order to reinforce the importance £ ’
_ !  of this requirement . The ) 5
; The findings Inchide: Director of Nursing will check @ i

i 1 N .
1 1. Review of the "U.8. Depariment of Health and Gl i ek e i
Human Sarvices, Public Heallh Sarvices®, FDA i, during weekly rounds f e
{ Food Code", 2005, Section 2-402,11 revealsd | ; thereafter. |

AB TOR';’ DIRCCTOR'S OR PROVIDRRISUPPLIER BEPRESE 3'S SIGHATIIRE UILE (X6} DATE
ﬁ“w&u,f 774 rhole, Ly %ﬁgnﬁ?’[ 6’50 o 13- 1§

Any doficloncy statormonl ending vAlh an ssterlsé{Y) deno!o\%a fancy which the Insiltulion may ba excuesd from conacling providing i (s datormnad that
othar sefeguarda provide suificient prolactlen fo tha pallants( wttuctlons.) Excopl for nursing liomas, the lindings slelatl above are dlselosntlo 00 days

{ollowing 1he date of stirvoy whether or nol a plan of correction & provided. For autsing homes, lhe above findings end plans of cornbcllon are (laclosabln 14
days foltowing the dals Mioto docunients are made avallablo lo the feciity. If dofictencles are cilad, an approved plan of coreciion Is faqulsite fo conlinued

program padicipallon.

FORM CMS-2607(0280) Frevious Vortions Obyoate BoomtD:PZILLE  FaciiyiD: 100208 1l conlinusllon shoot Pago 1 of 4




' : 02/04/201
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR?&%&A?’PR%%}%S
OMB NO. 0838- i

CENTERS FOR MED{CARE & MEDICAID SERVICES
STATEMGNT OF DEFICIENCIES {X1} PROVIDERUSUPPLIERIGLIA {%2) HULTIPLE CONBTRUCTION {%3) DATE SURVEY
AHD FLAM OF CORREGTION (DENTIFICATION NUMBER: A DULOING COMPLETED
C
164008 nwiGe____ 0172212016
HAME OF PROVIDER OR SuP{LIER STREEY ADDRESS, CITY, SYATE, 21P CODE
: ) 502 FARRELL DRIVE
NORTHKEY COMMUNI'IIY CARE CHILDREN'S INTENSIVE SERV COVINGTON, KY 41014
3 10 SUMMARY STATEMENT OF DETICIENCIES i o PROVIDER'S PLAH OF CORRECTION P e
PREFIX ] (EACH DEFIGIEHCY JAUST BE PREGEDED DY FOLL PREFIX ! (EACH CORRECTIVEACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDERTIFYING IRFORMAYION) I TAQ [ CROSS'REFEﬂEggﬁﬁlglzgg‘l;ﬁhl’i’ﬂopﬂlmﬁ { OAE
| : ‘
AB20 Conlinued From pago 1 T As20 :
} food employees should weer restrelnis such as i . |
j hels, halr coverings or halrnels, beard resivalnls, ! , :
and clolblng which covered body halr, which ware ! ; Disciplinary actlon will be taken If dislary slaff
I designed and worm to elfsctively to keep thelr halr | are oul of compliance with this requirement.
: from conlacling exposad food, i Complianca wilh Ihls requiremeni wilkbe ¢

added as a performance Indicalar {0 the

|
| .
Observation, on 01/21/16 at 12:05 PM, revealsd | DietarySarvices Critlcal Aspecls of Care and

I three (3) dislary staff members behind tha | -, raporied lo the Qualily Improvement

I sorving line In the cafeteria with no halr coveilng ; ! Commillee by the Diraclor of Nursing on &
In place, while praparing pallents’ trays and - | i quarlerly basls, !

! serving pallsnts going ihrough Ihe calelerla i i

| serving fine, ' | i '

I Observalion, on 0172115 al 2:16 PM, revealsd I ]
. thrae (3) dlolary slalf members in the kilchen j

area wilh no halr covering in place prapating i i
) food. Upan entering the Xitehen area, the

Surveyor requested a halmesl and was Informed
{ by the Direclor of Quallty Improvemen, staff did ,
| nol narmally wear halineis in the klichen aroa, [ |
 Interview wiih the Nulrition Services Alds [NSA), i '

on 01/22/15 al 9:35 AM, revealed she had ‘ ,
j worked at the facllily for two (2) years and had nol f

worn a hairet during thal enilre lime. The NSA i ;
I stated the Counly Heallh Inspector had fold he

dietary slaff o only be sure to have thelr haie

I puifed back.

!
I
I Interview vith the Diglilfan/Manager of Food ’ {
Services, on 01/22/16 at 10:26 AM, revealad she i i .
had worked In the facilly for over four (4) years !
| and had not aver required tha dlstary siaff lo wear I
halr coverings durlng food preparallon and |
aerving, |
|
I

| tnterview with the Diracior of Quallty !
Improvement, on 04/22/15 at 10:30 AM, revealed
| nr expeotaliohs would bs for ataflo folow .
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i federal and slale regulations, and shewould I I
expecl dietary siaff lo wear halr coverings as ]

[ raquired by the regulations. : i t

12, Review of Ihe faciiity's policy titted, l'In response to ' i2/6/2015
i "Dietary/Nutrition/Nweing Polley & Procedure ! Deficiency 2, related to sale storage of

D046 NOB4", revised 06/03/13, related lo i | faod on the inpatient unit, the policy
!"manageman! of meals sanl lo the tinils”, : | (NOS4,

ravealed all meals sent lo the pallsnt unlle were | attached) has been revised to state .

to be served iminediataly or stored properly to | that ail food should be served within !

pravenl food helng aerved al inadequale | . seven minuies of arriving on the unit,
| lemperalires, The Policy revealad patienls' irays ! or stored in the patient refrigerator with

ware o be labeled wilh the patlent’s name when
| sant to the unll and mus! be served within soven |
(7) minulos of dalivery. Per the Policy, pallents’

the patient’s name and the date wrilten !
on the container. The policy also spec!ﬁt{zs
that food that 1s not consumed by the

F meal ira i
ys shotld nol be left longer than seven | : 3
 (7) minules unless refrigeratad and reheated to : patieatyi b°dd's°f“d°°}rd“‘l"‘ i
! proper temperalures I Al Dictary and Unit sta
P ) have been tralned on the new policy by the
i ! reglstered dietician and the Director of ,

l Review of lhe facilly's polloy lllled, "Storage
j Refrigeralors” revaaled {ood vsas (o be covered
_when stored and labelad wilh dale and ¢onlenls,

Nursing as of 2/3/2015.
CompHance will be monitored by the !
Director of Nursing during daily rounds.

) i : ;
Obsarvallon, on 01/2215 al 08:55 AM, revealed A performance indicator will be added
to quality menitoring lo assess compliance

two (2) unlabeled Slyrofoam contafners inthe
pallenl's refrigeralor on Unit B on the inpaflant with safe storage of patient food on the
inpatient unit and reported by the i

I aol
unit of the faolly. Director of Nursing to the |

} intervievs with Registarad Nurse {RN) #2, on Quality Improvement .
| 91/22/16 al 0:00 AM, revealed the tvio uniabeled | Committee on a quarterly basis, :
Styrafoam contalners were brough! up from the .
| Ktchen for two (2) pallens who were sl) i : f
sleaping. RN #2 revealad no knoviladge of I
| having lo label patlen! iood ilems when stored In |
Ihe pallents refrigoralor {even lhough the facllily's i | |
| Polley Indicates this was to be done). ' 1

r
| Gonllnued Inlerviev with the NSA, on 01/22/16 at " :
0:35 AM, favealad food lloms sentup o the ! ! '
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