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(X4) ID SUM STATEMENT OF DEFICIENCIES X (Aot SORRBOTIVA AOTION oULD BE coMALN
EACM DEFICIENCY MUST BE PRECEDED BY FULL PREF H be. et
P?-Eglx éEG?JLATORY OR LSG IDENTIFYING INFORMATION) TAG ‘ cnoe§ REFARH gg&m&,& APPROPRIATE '
: Subinission of thiy plun of correction
. Is not a legal admisaian that a
F 000 | INITIAL COMMENTS F 000 ! denclency‘exlm or that this
. - statement of deflcioncy woa correetly
' ited, and ia nlzo not to be consfrued -
A standard heaith survey for re-certification was ¢ ‘
initiated on 11/08/11 and concluded on 11/08/11. :’:e";:‘:"l’l"';f":::ﬂ :gmm:::;::::;ﬂ !
The facility was found not to meet the minimum | any omployecs, agents, or other
regulatory requirements and & statement of Tndividuats who draft of may be
deficiencles were lssued. The highast S/8 was discassed In this response and plan
an “F". ALife Safety Code Survey was of eorrection. In addition,
compieted on 11/08/11. The health survey was a ' f::r:cr‘l;;l:r‘; ::;2:;::2:& g:m "
nursing home Initiative survey with entrance on Sdtaion or sxrermont of oy Kind |
Sunday, 11/08/11 at 4:40 PM by the facllity of the truth ofny |
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253  facts alleged or sec the correctness of
gs=t | MAINTENANCE SERVICES any allegation by the survey agency.

The facility must provide housekaeping and
maintenance services necessary to maintain a
ganitary, orderly, and comfortable Interior.

This REQUIREMENT Is not met as evidenced

by: .
. gased on observation, interview, and review of
the fagility's hougekeeping schedule (undated), it
was determined the facliity failed to n:laintaln
clean heater vents In (thieen) 13 resident rcoms

Accordingly, the faollity hay
prepared ynd submitted thiy plan of
correction prior to the resolution of
any appeal which oy be filed solely
because of the requirements under
state and federal Inw that mandate
submission of a pian of correction |
within (10) days of the surveyasa |
condition to participate in Tite 18,
and Title 19 proprams. The
submission of the plan of correction
within this dmeframe should in no
way be construcd or considered as
an agreement with the allegations of
ooncomplionce or admissions by the
facility, ‘This pian of correction
constitutes A written atlogation of

A
Any deficiency stalgment anding with an astarisk (*)
othS;r aafagugyrds p@ovldu sufficlent protection to the patisnts.
tollowing the date of survey whether or not a plan
days foliowing the dale these documents are made avallable o
program participation,

(See Instructions.) Except for nursing homes,

vidad. For nursing homes
o tslhpemfal:lmy. If deﬂnloné;lea are o‘lted. an approved plan of correction le _requlslte to continued

(#2,5.7,9, 13, 17, 20, 21, 22, 23, 24, 26, and submisslon of substantiot
30), on both units, and In the front day room of compliance with Federal Medicare
the facillty, In addition, there were three (3) Requirements.
chalrs and & love sest observed to be solled. A
resident's badrail In Room 11A was noted to have
| dirty washclothg and gauze wrapped around it.
’ F253
The findings Include: ) :!%g%&)mmc ) -
Review of the housekeeping cleaning e CH SERVICES *
log/schedule, on 11/09/11 at 5:00 PM, revealed MAINTE
no avidence that heater vants were Included in
» JER REP! "~ TILE (X8) OATE
ABORATORY PIRECTORS ORPROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE . TITLE ] e
/M “C\ : v dengiabe Y ' }/'/5’0/11
X denotas a deficlency which the instiution rr'lay be mxcused from correcling provléing it 18 determined that

the findings stated above are disclosable 80 days
the ebove findinga and plans of corection are disclosablo 14
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1, Observation, on 11/07/11 at 12:00 PM,
revealed heater vents In Rooms 2, 5, 7, 8 13, 17,
20, 21, 22, 23, 24, 25, and 30 had duet on the
outside and Inside the heater vents.

Interview with the Administrator, on 11/09/11 at
4:30 PM, revealed the
Housekeeping/maintenance department were
responsible for cleaning the heater vents,

intarview with the Housekeeping supervisor, on
44/08/11 at 5:00 PM, revealed they do not take .
the heater vents off to clean, The Housekeeping
supervisor stated the heater vents are cleaned on
Mondays, however, there was no evidence this
was done throughout the survey.

2 Opservation of the front day room during the
environmental tour, on 11/07/11 at 12:00 PM,
revealed three (3) solled ¢halrs (dirty seats), and
a love seal with a large brown clrcle In the center.

Interview with the Administrator, on 11/09/11 at
4:30 PM, revealed it was time for the furmiture to
be cleaned, and stated she would look at the
furniture yearly, and clean if needed. The
Administrator further stated the fumiture should
be cleaned once a month but was not.

3. Observation of Room 11A during the Initial
tour, on 11/06/11 at 6:00 PM, revealed an
unsampled resident's side rall padded with dirty
sofled gauze and dirty silk tape applled over It
Observation of the dirty gauze padding continued
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F 253 | Continued From page 1 F253| | LA o FOUND TO
the cleaning schedule. A housekeeping policy . NAVE BEEN .
regarding routine cleaning was requested, ‘ AFFECTED BY TH :
however, one was not provided during the survey. | Eﬂg% : !
|

No residonta,wore Idantifled
regarding solled stalns on the
Herilage Lounge uphalstered
furniture, All of the upholstered
furniture In the Herltags Lounge
was profosgionally tleaned byen
outslde vendor -~ Crutoher’s
(carpet cleaning and janitorial
servios cloaning company) on
{12220\,
Resident’s bed grab bar that was
wrapped with white wagh
clothes nnd tapad In place in
Rogidont Room 11A waa
removed on 11/11/11 by the
Direstor of Nursing.
Resident Room heater registers
and all the other heater regiaters
in tho facility were cloaned for
dust removal by tho
Houseksaping Manpger and
Hougekeoping Siaff. All of this
cicaning was completed by
1172872011,
Adminlstrator checked the work
and clennlingss complotion of all
of the above mentioned
environmental lasued on
117237201 1 for the furniture and
1172972011 for the homter
registars and resident bed grab i
burs Issue to asrure that all
deficient itema were sddresged
and corrocted. X
2) IDENTIFYING OTHER o
RESIDENTS HAVING
THE POTENTIAL TO
BE AFFECTED BY THE
SAME DEFICIENT ,
PRACTICE: |
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F 253 | Continued From page 2 F 263 [ X
. e |
throughout the survey on 11/07, 11/08 and 11/08. v ontinuod on page 34 o
interview with the Administrator, on 11/09/11 at
4:30 PM, revealad the gauze should not be thers
and stated they had removed several [ike that
- | from the side ralls prior to the survey. o b
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312 pheary “ 11/30/2011
SS='E DEPENDENT RESIDENTS 483-25(3)(3) ADL CARL : '
PROVIDED FOR DEPENDENT
A resident who Is unable to carry out activitles of RESIDENTS , N
dally living recelves the necessary services to ) CORRECTIVEACTIO
maintain good nutrition, grooming, and personal TAKEN FOR THOSE
. ' g and pe RESIDENTS FOUND TO
and oral hygiene. ' HAVE BEEN
! AFFECTED BY THE
DEFICIENT
PRACTICE:

This REQUIREMENT is not met es evidenced
by:

Based on ohservation, interview, record review
and review of the facility's shower tracking
records, it was determined the facllity failed to
provide necessary services to maintain good
parsonal hyglene for four (4) of sixteen (16)
sampled residents, Residents # 1, 3, 7, and #13
did not receive'showsrs/baths as scheduled to
malntain good personal hyglene.

The findings include:
Review of the facility's Poliey and Procedure

ravealed the faciity would strive to promote 2
healthy environment and prevent Infection by
mesting personal care needs of the residents,
and provide support when the resident performs
their activities of daily living (ADLs). The Plan of
Care will address the Individual needs and
prefarences of the resident. Personal care and

regarding Personal Needs, revised January 2007, |

)

Director of Nursing cnsured
that Residonts #1,43, 47,
#8, #11, and /13 roccived
the nacossary personal
hyglene and grooming
tervices of their chalce on
11/09/2011. In addition, all
other residents unable to
oarry out ADL's were
asgessed by the Director of
Nursing on 11/09/2011 to
ensure the nocessary
pessonal hygieng and
grooming sarvices of their
choice were being
provided. .
IDENTIFYING OTHER
RESIDENTS HAVING
THE POTENTIAL TO
BE AFFECTED BY THE
SAME DEFICIENT
PRACTICE:

Director of Nursing end
Assistant Director of
Nursing completed a 100%
audit of all residents inthe |
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T e uj . PROVIDER'S PLAN OFf GORRECTION ®s | D PROVIDAR'S PLAN GF SGRRS T e
| PREJIRmY I&EAOH CORRACTIVE ACTION:SHOULD BE COMPLETION [ SREFIX (EACH OORRECTIVEART SN GOMPLETION
N Tqkanr | | OROSE-RUFBRENCED TO THREAPRROPRIATE DATE | TAG CROGB-RENERENOKD TO THU A pATE
DEFIGIENCY) BEFISIENG
: ! Continued "ty will bs apot olesned. ‘Any 1 ,
FE3! - ] From peged i F 253 ! zcmmﬁ “0 ‘:;:lll h?l"‘l{d : }|" .
bt ' . miture in the Heriage Lounge
! lﬁ:::s}l-ld:?: uph&swud fumnitare ' ! will be dooumented on  oieaning |
ahack ed;ym A d‘gmxxm sheot thal will be meintelned by
afier the profosaional cleaning on \ ﬂ-;:;? S?GQ::ﬁf‘pmfmﬂ:ﬁr},f
117237201 140 ageure that none
e lod o atalned, No soil ' Noverober 27, 2011, In addition,
wero solled or &0 nod, No soilod : the Hoqsekeep‘nn Maneger will
The Direetor of Nugsing and 1 oA rr;:{l}nyam '?1?\?“:\?;\?(?3 to
Asatstant Dirsotor of Nursing " e cleaning of 113 t
. completed on audlt to chock al agsure thot 11 i thoroughly
| " the resident beds with grab b cleancd at lonst overy 6 months,
| 1 essurc that no othe grab bars 5o that it romaing clean,
. wrapped nd u\p:d %;”:'&% ' | Dirogtor of Nursing did In-
sudit dm'nonstrutcd'thnl no ather |. “T,"{gfzgf ‘!n::‘% !;o; ,?g,;'{,‘ﬂ on
: ‘ deficient practice existed, This \ regerding tho unagoeptable
‘;‘;‘/{:‘lzﬁ" ‘i"’“‘?"’"’d on | practice ofwmpplngnnd taping 8
‘ :  resident's bed grob l‘ll'b with u::i“y .
- The Housekecping Managor material. Staff'werg instrud
|
; completed a 100% audit to assure notto .d° thig and f any were
that sl heater registers : | over discovered (o imrnedlnwlly
| throughout the facility (Horitage i report thig to Dirootor of Nursing 1
| Loungs, Hallways, Dining | i or ﬁ_mslswm Directar of Nurging
" Room, Kitehen, Offices, ; for immedinte cotreotion,
L aundry, and Resident Rooms) i | The Administrator mel withthe |
were cleancd and dost removed. | < Housekeeping Managar 1o ',
The completion date for this develop and implomentmn O -,
audit and cleaning was going cleaning schedulé o Assure
. completcd onl1/28/2011, i that routinely the heator registers -
! 3) MEASURES THAT are cleancd and fres of dust.‘ 'The
WILL BE PUT INTO ) ' cleaning of heator registers in the
PLACE OR SYSTEMIC : facillty will be sohaduled
CHANGES MADE TO I qumerly ﬁminu for 4“ quarter
ENSURE THAT THE : of 2011, First cleaning of all
DEFICIENT PRACTICE - ’ heater registers was staricd on
WILL NOT RECUR: November 10, 2011 and wos
The Administrator met with the completed on 112872011 Tho
Housekeeping Manager 1o N .
. develop and ismplemgma check Ho}lsclfceplng Mantgor wil ;
and cleaning process for the thaintain reoords of heater i
upholstercd farniture in Horitage rogister cloaning for !
Lounge en 11/15/11. This check docuimemation that cleuning 5
and cloaning procoss will consist ocourred as scheduled, '
of the Housekeeping Manager o ; )
and Housekeoping Staff, when Continusd on page 38
doing the weekly deep cléan of .
tr v— e - —‘a—-—
FORM CMB-2687(02-6%) Pravious Versions Opeolels Eve ID: 1FCETY Facitty It 100184 If centinuation ehaet Page 3of 18
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all the upholatered fumniturc md
if there are zoiled or stain places,
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A, BUILDING
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PROVIDER'® ALAN OF CORREGTION o) 10 1 PROVIDERD BLAN &F ? o
EACH CORRECTIVEACTION SHOULD BE COMPLETION [PREFIX EAGH GORRED INGE
CF(iOSB—REFERENOED 10 THE APPROPRIATE DATE Y céoss-klrllm ?g‘; ‘
- DEFICIENGY) - oUFIRING
Continued From page 3A H'wggm',p]ni Manager will. i
. F 253 - implomont and audit guenerly to
)  FACILITY PLANSTO | pssure thet heator reglitert
MONITOR IT8 : throughout the fesllity wre -
PERFORMANCE TO ¢icancd end free ofdustend
ENSURE THAT quariarly basis, aerting ford" 7y
SOLUTIONS ARE " quartor of 2010, The AV
%SLTL%I&I;D. AS Hougekeeping :v(arl\ngu will be
'  yequired to maintain L
m::::ﬁl:‘vgo h‘.‘ll.anngg[ »;dll " do:;?‘::cm:ll;;n u?‘f these quarterly ' ‘
: ckly audit to m audits and oleaning X
 sure that Housokeeping Staff are documentation.
:gc:l;sani‘:\dg un:i s;;lnl cleaning amy| This Plan of C‘on‘colt\on for
\ gtained spots on ! Environmental San
uphoistored mmhurl: in Hurini’g,o compliancé monlwrmwl\l be
Lounge. This weokly udit will . integrated Into the facllity’s
start for the wesk of 11272011 | perfonmence improvement
::\ed l:r;lll I:%mh::la ﬁol; ‘I};;: next 12 quality syaot;m ?hure I'l?“‘du b\;m
; - woeks, Afier thig I}t be reviewsd and monliore .
it e
: ger wi w commm! onsuring -
! majmaln o cleaning sohedule to . v 5 "
etk ot ) e
. ¢lesning of thig fumitu | months. it i ,
sleaning ot oo, The mike cancerns s ldentifed duing
Housekeeping Manager will b : gﬂ:ft:onuom}s prooou.om:: |
required to maintain “ criormance Inprovemen '
| dogﬂ;\nm:wtlon of those audits Quah:ny ?g‘m‘;f;;ﬁr
- and furniture cleaning, . convens
 Director of Nursing of Agsistant !“°°mm°“d sy furthor ,
Director of Nursing will mlcrvonlﬂons. a8 deemed i
complete weckly nudits of appropsinte. '
residents bed grob bars 0 0s5ure '
that unroceptable practiceof
wrapping and taplng these igpot
found. Any unacccptable
| practice of this discoversd will
be corrected immediatoly. This
’ weckly audit will stant for the !
. wack of 1172072011 end wlii : .
continue for the next12 weols, !
The Director of Nursing or '
Astistant Director of Nursing
will be required to maintain
documentation of these weekly
audisa,
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" - as gcheduled. The daughter stated she had

| was very important to chose dally preferences of

ADL support will be provided according to the -
resident’s need, : -

1. Observation of Resldent #7, on 11/08/11 at
8:15 PM, revealed the resident sitting on the side
of the bed with the famlly at bedside, The resldent
was dressed in clean street clothes but the
resident’s hair appeared to be dirty. The resident
valeed hisfher halr had not been washed for over
a week.

Continued interview with the resident and family
during the tour observation revealed the facility
had not aselsted the resident with bathing needs
for over a week, The resldent volced concem that
he/she had not been offered a shower for over a
week, The resident stated showers were
scheduled for Tuesday and Fridays; however, the
resldent was not offered asslstance the week of
10/31/11 thru 11/5/11. The resldent stated he/she
had put on clean ¢lothes dally but feit “dirty"
Family visiting at that ime validated the resident
had informed them showers/baths were not given

requested a shower for the resident last week
and was told by the evening staff one would be
given. However, the resident and family stated
this did not occur. '

Review of Resident #7's clinlcal record revealed
the facllity admitted the resident on 10/13/11,
Review of the admisslon MDS (minimum data
set) assessmeont dated 10/20/11 revealed the
resident required extensive assist with bathing,
dressing, and personal hygiene. The MDS
assessment revealed the resident had Indicated t

bathing (showers, bed baths, sponge baths, or

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (42} MULTIPLE CONBTRUBTION
AND FLAN OF CORREGTION IDENTIFICATION NUMBER: A -
. BUILDING
185266 BWING o .
NAME OF PROVIDER OR SUPPLIER STREETAGDREER, OITY, BYATE, ZiP 00D
1101 WOPRLAND DRIVB '
. ELIZABETHTOWN NURgING AND REHABILITATION CENTER EUZA’?FI‘,HTOWN. KY 43704
SUMMARY STATEMENT OF DEFICIENGIES 10 . PROVIREN'S PLAN OF OO {x5)
%‘épmu (EACH DEFICIENOY MUST BE.PRECEDED BY FULL PREFIX (EAGH CORRROTIVE Mw GDMQTEQDN
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG .oRoaa-nnmmoMn 1O THE
SEMIGIENDY) -
man o
F 312 | Continued From page 3 F 312

faollty on 11108011, 5|

ensure thoy wers resiving
porsonal hygleno und
grooming services, 8
outhined on the nureing
nagistants oare guldeline
sheots.

MEASURES THAT
WILL BE PUT INTO
PLACE OR 8YSTEMIC
CHANGES MADE TO
ENSURE THAT THE
DEFICIENT PRACTICE
WILL NOT RECUR:
Direotor of Nuraing
provided re-tralning to of}
nursing afl and nursing
assistants on 11/16/2011
and 11/18/201 1 nbout
providing tho necessary
personal hygiens and
grooming gervices that ure
specified on ouch resident's
plan of car¢ or nursing
neaistant eare guideline
sheet, In addition, Director
of Nursing vwpdatod ai}
residents’ plang of care to
reflect thelr preferances of
personal hygiens ond
grooming services on
111102011, This wes
accomplished by
interviowing tho rosidents
themsclves and family
membors olong with:using
tho MDS.
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tub bath). The facility assessed the resident to be
continent of bowel and bladder.

Review of the Dally Plan of Gare form (used by
the nursing assistants to provide care to
residents), with reviglon date of 11/04/11,
revealed Reslident #7 was to raceive showers on
Tuesdays and Fridays on the evening shift with
assist of one, Review of the bath dotall report
(10/13/11-11/8/11) rovealed the resident had
recelved five (5) showers out of elght (8) showers
scheduled. The report indlcated the resident
recelved twenty-ona (21) bed baths during the
same time period, However, closer review of the
report revealed documentation of a bed bath 2-3
times a day on 10/19/11 and 10/30/11, The report
also revealed twenty-two (22) different nuree
aldes dooumented on the bath detall report.

Interview with the Director of Nursing (DON), an
11/09/11 at 2:30 PM, revealed she had only been
in that position for three weeks. She gtated she
had recelved complaints from the evening shift
nuree aldes regarding not baing able to complete
all the assigned showers, She gtatad when she
reviewed the shower assignment sheet she
identified there were too many showers .
scheduled for the evening shift. She indicated the
evening staff had attempted to give showers but
were unable to complete all scheduled showers
and would attempt to at least give a sponge bath.
She stated she had reviewed the bath detall
reports daily and through the documentation it
appeared residents were getting showers/baths
a5 schedulad. However, she revealed she had
not asked any residents or familles to ensure the

. showers/baths documented were actually getting

done. When the DON reviswed the bath detall

.9

FACILITY PLANB'TO ™
MONITOR T8
PERFORMANCE TO
ENSURE THAT'
SOLUTIONS ARE
SUSTAINED, AS
FOLLOWS}
Dirootor of Nursing of
Assistant Director of
Nursing started completing
a dally sudit on 14/05/2011
using a CarcTracker Report
entitled, “Group Bathing”
10 ¢nure that all restdents
(to Includs the resldents
unable o oasty out their
ADL'3) aro reesiving the
necesanry services to
muintain good personal
hygiens and grooming.
‘This auditing will continue
for a 12-wook perlod. Any
iasues discovered through
thls auditing will be
addressed and correoted
immediatoly, Direotor of
Nursing or Aggistani
Director of Nursing ero
respongible for maintaining
this documentation Yo
ensurs compliance.
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This Plan of Correction for
report with the surveyor on 41/08/11, the DON Personal Hyglons end Grooming n

| was given after Incontinent care. However,

indlcated there was a large number of bed baths
given for Resident #7 and stated maybe a bath

Resident #7 Is continent of bowel and bladder.

in addition, Resident#7 was re-interviswed, on
11/09/11 at 8:00 PM, that revealed the resident
had hever received a bed bath or sponge bath
gince admission on 10/13/11. The resident stated
he/she preferred showers and did hot want a bed
bath s lohg as they were able to take a showaer.

interview with the unit manager, on 11/09/11 at
3:00 PM, revealed she was responsible for both -
units. Sha Indicated the method used to monitor
completion of showers/baths was to review the
bath detall reports. She steted these reports were
reviewed dally at the morning meetings for
compliance. She dld not esk residents or famllies
if they were getting showars/baths as scheduled.
She stated she would ask if a resident's .
appearance looked bad or if a resident had skin
IssUAS.

2, Review of the ¢linical record for Resident #1,
revealad the facility admitted Resldent #1 on
06/15/09 with dlagnoses of Dementla and
Depresslon. The facllity completed a quarterly
Minimum Data Set (MDS) assessment on
10/04/11 and assessed the resident as raquiring
extensive asslstances of two (2) persons for
hyglene and bathing, The facility determined the
resident was nonverbal, incontinent of bowel and
bladder, unable to ambulate or turn self In bed
and unable to make decisions regarding personal
care needs. ’

complianse manttoring wili be
insagrated into the facllity's
periormance Improvement |
quality systsm whero résults will

be reviewed and mondiored by

the Performenco lm&mvammt

Quality commitice for onsuring
on-going complianoe for the next

3 months, If at any time,

conceims aro Identified during

thiz manitoring process, the
Porformance Improvement

Quality committee will be

convened 1o anafyze and

recommend any fusther

intecrventions, as dosmod

uppropriate.
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‘seheduled two baths per week for each resident.

Continued F}om page 6

Review of Resldent #1's comprehensive Care
Plan for Activities of Dally Living (ADL) completed
by the facllity on 09/30/11, revealed the resident
required the assistance of one (1) person or two
(2) persong for a shower.:

Review of the Dally Plan of Care, dated 11/08/11,
revealed the facllity developed a schedule for
Resident #1's showers every Wednesday and
Saturday and the resident required the assistance
of two(2) staif members.

Review of the facility's care tracking system dated
10/09/11 through 11/09/11, revealed no
documentation that the facility showered Resident
#1 on 10/29/11 and 11/02/11.

Interview with Certified Nurse Alde (CNA) #1, on
11/09/11 at 2:30 PM, revealed the facility N

She Indicated nureing staff were trained to follow
the daily care plan In regards to when showers
were scheduled. She stated nursing staff
gometimes ware too busy or were short staffed
and a shower may have been missed,

3, Revlew of the clinlcal record for Resident #13
revealsd the facility admitted the resident on

12/02/10 with diagnoses of Advanced Alzhelmer's |

Disease and Cachexia. The facllity completed a
quarterly MDS assessment on the resident on
08/07/11 which revealed the rasldent was not
able to make dally care decisions, was

F 312
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incontinent of bowel and bladder, non-ambulstory
and required extensive assistance with dressing,
hyglene, and bathing,

Review of Resident #13's comprehansive Care
Plan, dated, 09/06/11, revealad the facility would
bath the resident with two (2) assietants,

Review of the Dally Care Plan revealed the facility
would provide Resldent #13 with a shower on
Wednesday and Saturday.

Raview of the facility's care tracker
documentation from 10/0911 through 11/09/11,
revealed the facility showered Regldent #13 on
10/10/11, 10/17/141, 10/24/11, 10/27/11, and
10/31/11. There wag no other faciiity,
documentation to show the resident was
showsered twice a week. .

Interview with CNA #2, on 11/09/11 at 2:40 PM,
revealed the facllity developed a twice a week
shower scheduls for reskdents. She indicated the
CNA may have given a bed bath, She stated the
facllity had not trained staff on the differance
between a bed bath and perineal care.

4. Obssrvation of Resident #3, on 11/08/11 at
7:00 PM, revealed the rasident was in bed on
hisfher back with the head of the bad up 30
degrees. Both of the resldent's hands were
contracted and the resident appeared to be
debiltated. Interview with the resident, on
11/08/11 during the Initial tour at 5:30 PM,
revealed he/she did not get thelr showers as

FORM CMS-2567(02-00) Previous Verslons Obsolets
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scheduled. The resident stated he/she had not
received a shower on 10/28/11 or 11/01/11, 85
scheduled.

Review of Resident #3's admission
comprehensive assessment, dated 10/04/11,
revealed the resldent required total assistange
with bathing, and was care planned with the
potentlal for activiies of living (ADL) deficit,
related to chronic Immobility syndrome,
quadriplegia, weakness, contractures, required
an alr mattress with bolsters, and mechanical (it
for transfers with two asslst.

Review of the shower schedule, which indicated
what day showers were given by staff, validated
the resident's interview on tour relsted to not
receiving showers, Revlew of the schedule
rovealed the resident was to be glven showers on
Tuésdays and Fridays, however, the schedule
revealed only 1 shawer par weak had been given
during the month of October. .

Interview with the Unit Manager (UM), on
11/09/11 at 3:00 PM, revealed there had been a
problem with showers for a few months, She
stated she was responsible for both units and had
monitored showsrs/baths by pulllng the shower
records and completing rounds once a waek,
then taking them to the moming meeting.

Interview with the Director of Nursing, on 11/09/11
at 2:30 PM, reveaaled there had been problams
with too many showers being scheduled on the
evening shift and the staff were unable to give the
amount of showerg, The DON stated she
monitorad showers by reviewing the bath detall
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records dally and it appeared the residents were
getting thelr showers/ baths. However, further

Interview revealed she had not asked residents or |

familias If baths were actually getting done.

5. A group interview with seven (7) unsampled
alent and orlented residents, on 11/07/11 at 3;00
PM, revealed thay did not always receive thelr
showers as scheduled, and the showers were
often left for the next shift to do. One unsampled
resident stated he/she had been In the facility for
one wesk,and had not received a shower, In
addition, the resident recelved no help to wash.
The resldent stated, "I'm golng home today and
that is why!"

Interview with the Administrator, on 11/09/11 at
5:00 PM, revealed she had a least three (3)
residents report to her that they did not get their
scheduled showers, She stated she investigated
and treated thage as Individual concems. She did
not ask other resldents if they had received thelr
scheduled showers; therefore, did not identify.
there was a problem with 'showars getting dene
on the evening shift, She stated when the new
DON was hired, the evening shift staff went to her
and told her the shower schedule was too heavy.
She Indicated the bath detall reports are reviewed
at the morning meetings; however, had not
ldentified bed baths were documented dally or
twice a day on some residents. She revealed she
had not asked each resldent or famMly member if
showers were being glven when the problem was
first identifled in Octaber 2011.

483,35(1) FOOD PROCURE,
STORE/PREPARE/SERVE ~ SANITARY

The facliity rﬁust -

F312( .

. F371

F 371 SSF

'483.35(1) FOOD PROCURE,
'STORE/PREPARE/SERVE - © 1 11/302011
SANITARY .
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dirt and food debris swept Into a corner of the

(2) Store, prepare, distribute and serve food
under esnitary conditions

This REQUIREMENT i not met as evidenced
by:

Based on observation, interview, and record -
review it was determined the facliity failed to stors
and prepare food under sanitary conditions. Tour
of the kitchen, on 11/08/11 at 4:40 PM, revealed
food debrls all over the ssrving area and a plle of

kitchen. The drawer that contained serving
&coops and ladles had food debris and black
flakes In the bottom of the drawer, The freazer
termperature was 30 degrees F, "

The findings Include:

1. Observation during the Initlal tour of the
kitchen, on 11/06/11 at 4:40 PM, revealed the
food freezer had two foad thermometers located
Inside the freezer. One thermometer had a
reading of 30 degress F. and one had a reading
of 40 degrees F, ‘Observation revealed the Ice
cream cups wars soft,

Interview with the dletary manager at the time of
the above observation revealed the fregzer was In
defrosting mode. °

Observation of the food freezer, on 11/07/11 at

{X4) 10 SUMMARY STATEMENT OF DEFICIENGIES ID " _PROVIDER'D BLAN OF ¢
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH oonmvmx
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION) TAG cﬁoﬂa-R!ﬂHIg.cml L
RN oREACT
F 3871
Conﬂnugd From page 10 F3nm RESIDENTS FOUND T0
(1) Procure food from sources approved or HAVE BEEN
considered satisfactory by Federsl, State o local AFFECTED BY THE
authorities; and DEFICIENT
PRACTICE:

The watk-ln froozer wai npt
maintalning appropriato
temporatures when the survey
first stnrted on 11/6/2011 énd
11/07/201 [, Tho Majntenance
Manager lookad at the walk-in
freezor and discovered thay
tetriporaturos wore not belng
malntained because boxes of
frozen food were stored In 8 way
that wag proventing the, fan in the
&t from working property,
Maintenance Mannger corrected

this problerm on [ 1/08/201). On

11/09/2011 the walk-in freczer
was mulntaining temporntures
that wers racorded »10 degroes,
The Dictary Manager continued
to monitor the walks(n freezcr
temperatures and from
11/08/2011 thru 171172011, the
recorded rondings for the walk-in
freezer havo been malntdned at
the ~10 degroos, o
The scoop drawer in the kitchen
waes found 1o bo dinty when' the
surveyors started the survey on
11/06/2011, “The Dietary
Manager and Distary Staff
cleancd the seoop drawer on
11/06/2011 and it has beon
cleancd every day since.

The kitchen floor was found to
be dirty when the surveyors
started the survey on 11/06/2011,
The Dictary Manager and
Diletary SafT cleanod the Kitchen
floor on 11/06/2011 and jrhas
been eleansd ovory day sincs,

@018

PR

o)
COMPLETION
DATE
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cream was sof_t\

Interview with the dietary manager at that time
rovealed the staff had been In and out the freszer
in preparation for the lunch meal. In addition, ghe
stated a food delivery was raceived earller that
morning with the door to the freezer opened
fraquently.

On 11/08/11 at 2:00 PM, obgervation of the
froezer ravealed & temperature of 30 degrees F.
Interview &t that time with-the dletary manager
revealed she had replaced the thermometer In
the freezer with a new one and the temperature
etlll had not decraased. She stated she had
notified the malntenance department of the
problem. On 11/08/11, the food freezer
temperature had reached negative (-) 10.
Interview with the Maintenance Director, on
11/09/11 at B:30 AM, revealed he had tumed the
freezer's thermostat down to reach the
acceptable temperatures. He etated when the
outside air temperature rise (It wags 70-74 deprees
F during the survey) you must adjust the
thermostat.

Review of the freezer temperature log for
November and October revealed temperaturas of
0 degress F.

2, Obseryation during the tour of the kitchen, on
11/06/11 at 4:40 PM, revealed dirt and food debris
on the floor of the serving area. A plle of dirt and
food debris had been swept Into a corner of the

NAME OF PROVIDER OR SUPPLIER STREETADPRESS, CITY, 8YATR, BIF OC
ER 1101 WOODLAND DRIVE
" ELIZABETHTOWN NUR&IPIG AND REHABILITATION CENT EL,IZAR; | THTOWN, KY 43701
' ' ™~ TRGVIDERY PLAN OF 0
o) 1D SUMMARY STATEMENT OF DEFICIENCIES D . DR
EFICIENCY MUST BE PRECEDED BY FULL PREFIX .. {2AGH GORREQTIVELA '
Pﬁgx REGULATORY OR LSC IDENTIFYING INFORMATION) TAG dROSOMFIRIg%& ‘
‘ P RERRS
HAVLS '
F 371 Continued From page 11 F 371. THE POTENTIAL TG
12:00 noon, revealed a temperature of 20 BE AFFECTED BY THE.
degrees F. There were multiple boxes of food on SAME DEFICIENT
the shelves and floor of the freezer. The ice PRACTICE:

to monltor the wiikein freezor

i tomperatures dally slnve the

’ survey, from 11/12/201] thr
11/30/2011, and nl} (he recorded
walk-in freozer tomporalures
have hean ot =10 degross, or
lower,

Dietary Managor hns oontinued
to monitor the seoop drower
__daily sinco the Mrsl day of the
- gurvey (11/06/2011), and has

found it (0 be cleanad. Dietary
Maneger is malnioining
documentation of dates the scoop
drawer has been Inspectod and
findings, Any probloms have
besn comected: on the spot,
Dictary Manager has ¢ontinved
" to monitor the kltchen floor dally
.+ ginoe the first duy of the survey
(11/06/2011), and hna found itto
be cleaned, Dietary Manager Is
“maintnining documentation of
- dates the kitchon floor hag boon
- inspocted and findings. Any
problems have besn cormesied on
. the spot.

3) MEASURES THAT
WILL BE PUT INTO
PLACE OR SYSTEMIC
CHANGES MADE TO
ENSURE THAT THE
DEFICIENT PRACTICE
WILL NOT RECUR;

- Dietary Manager providad in-
service training 1o all dictary
staff on 11/14/2011 (o ensure that
they do not stack frozen food
items or boxes in front of the
walk-in froczor fan. Also, the

@019

Dietory Manngor hax continnad

FORM GMS-2667(02-86) Provious Verslons Qbeolete

Evert 1D: {FCEH

* Fadilty ID; 100181

if continuatlon shost Paga 12 of 16




12/09/2011 15:12 FAX 270 737 6690 E-TOWN NURSING d020

Raarr e

DEPARTMENT OF HEALTH AND HUMAN SERVICES
__CENTERS FOR MEDIC, £ & MEDICAID SERVICES
STATEMENT OF DEFICIENCIED (1) PROVIDER/SUPPLIER/ICLIA (42) MULTIPLE CONSTRUQTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
185266 B WiNd .
NAME OF PROVIDER OR SUPPLER STREET ADDRESA, GITY, 8TATH, 2IR 68
: 1101 WOQDLAND BRIVE .
- ELJIZABETHTOWN NURBING AND REHABILITATION CENTER ELIZAB;I?HTOWNT':Y 43701
SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF QUHN ¥5)
;9;({2;& (EAGH DEFIGIENCY MUST BE PRECEDED 8Y FULL PREFIX (EAQH aonmr@mf GW;‘A-&; 10N
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG OROGA-RENARENCE ?ﬁ 3‘%
) DEPIOIE
F 371| Continued From page 12 F 371 dictory staff wars Instrusted on
Kitchan and left. The drawer that contained the wonitoring the wetkein freexer ;
serving ladles, scoops, and other utensllshad | temperature and "°°'4‘25‘ '-;1‘?"‘ ;
black flecks and food debrls on the bottom of the on the Lemperauné 1ok, 4. L
drawer. The drawer did not have any shelf paper comploted on 1 1/16/2011,
and the serving utensiis touched the black flacks
and fodd debris. ’ '
Interview with the dietary manager at the time of Continued on paga 13A
the observation revealed a dietary worker had
called in and she was working in her place. She .
revealed there was only ane other dietary staff o
working at thet time. She stated shé had not had
time to clean the floor or the drawer because she Fad1 ,
had been busy preparing the evening meal. ! SeuE o B i
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441| |483.65 INFECTION CONTROL, " | 11a0n01 !
$s<E | SPREAD, LINENS ll’-REv;ZNT SPREAD, LINENS : 4
‘ 1) CORRELCTIVE ACTION :
The facllity must establish and maintain an TAKEN FOR THOSE
Infection Control Program designéd to provide a gﬁ%‘gﬁ‘;{%m"”” TO
safe, sanitary and comforiable environment and ‘ AFFECTED BY.THE
to help prevent the development and transmission 4 DEFICIENT :
of digease and-infection. PRACTICL: i .
Assistant Director of i
(2) Infection Control Program Nursing cleancd all i
The facliity must establlsh an Infection Control sedlotion carts ut the
P d hich It facility with the proper
rogram under which 1t - diginfostant to help provent ,
‘(1) ﬁinvfeast‘l'%stes, controls, and prevents infections the dovelopment and ;
n the facility; transmigston of diseaso and !
(2) Dacides what procedures, such as isolation, infection. This was i
shor::nld be appiied to an individual resident; and Tﬁ?‘.’g}ﬁ},‘i',‘“" on
(3) Malntaing a record of Incldents and correstive 2 y
) IDENTIFYING OTHER
actions related to Infections. RE%IDENTS HAVING
THE POTENTIAL TO
(b) Preventing Spread of Infection " BE AFFECTED BY THE
(1) When the Infection Control Program : SAME DEFICIENT
determines that a resident needs isolstion to | m‘g :‘éﬁ;ﬂ ot
prevent the spread of Infection, the facility must : or o
isolate the resident. - ' Nursing cleancd all
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- they underatund and ar i
F a7q| * Contnued Fram puge 13 | Ea71|  Knowledgeablo sbout tho neod to
' . ‘ ' do doily clenning of the kitehen
Administrator met with the T Co ' | * floor and (o dogumont on the
, Dictary Manager on 11/0972011 P N t . oleaning log that this task was
and Instrucied hor to monltorthe 1 - comploted. Al of this im-servics
walk=in freezor 6mperatures Lo training waa completod on
daily, starting on 11/09/2011. 116201 |
t ‘No problems havo been noted "“a) RACILITY PLANSTO |
- with this monitorlag sinco It~ o . MONITOR ITB I
staried, Dietary Manager s | g % | PERFORMANCE TO
|, responsible for maintaining these | | ENSURD THAT ‘
; . walk-in freezor Lymporatiro 1683 : | SOLUTIONS ARE ;
D opy docurnentation of the daily SUBTAINED, A8 i
monitoring. FOLLOWS! o
* Administrator mot witi the ' ‘Dietary Manager ond Distary Staff will
Diotary Mannger on 1/11/11 f | completc walk-in froszer tomparature
. regarding the development and \ v [ Jog moniloring dolly, plarting 11/09/11
- implementation of & cleaning ; : ! and this will continuo for 3 waeks
- az:} . schedute for tho scoop drawar in + V1 (through 11/3072011), Tomperbture
! - thekilchen, Dietary Manager Jog documentatlon for the walk-in
. has pdded this 1o the dally ' froezer will continuo but Dietary
: cleaning schedule s of 111111, manager will monitor this 3 % woek for !
l Scoop drawer cleaning will bo . . | the next 9 weoks, Diatary Manager
documented on this cleanlng log | will mainuain the documentation that
by the Dictary Manuger and ! demonstrates this monitoring wis
' Dictary Staff, Dictary Manager ' 4 | completed.
i will monitor the clcaning of the Dictary Manager will completd
scoop drawet daily to ensure that monitoring to ensure thut scoop trawer ;
thig scoop drawer remains olean in the kitchen is cleancd duily for 3 i ‘
at all Hmes, wooks (through 12/02/201 1), $coop
i , Dictary Manager provided in- drawer choaks and cleaning logs will
| gervioe training 10 all diewary . e monitorcd by the Dictary Manager
' staff an }1/14/2011 to engure that 3 times weekly for the next 9 wacky.
they undorstand and are o ' Dictary Manager will maintain the
Kknowlcdgeable nhout the neod to dooumentation that demonstrates this
clean the scoop drawer In the ! checking end monitoting was
kitchon daily and to documenton | . _ completed. -
the cleaning log that this task was | " Dietary Manager will complete kitchen
completed, All of this jn-seqvice floor clcaning monitoring, starting
\ training wag comploted on 11/11/11 and this will continue daily
11/1672011. ! ) for 3 weeks (thtough 12/02/2011),
Administrator met with the . Fioor inspections and cleaning Jogs \
Distary Manager on 11/11/11 ' wifl be monitored by the Dietery |
regarding the devefopment nd . : l manager 3 times weckly forthenext9® |
: implementation of B cleaning weeks, Distary Managor will majntain
l schedule for the kitchen floor the documentation that demonstrates,
cicaning. Daily k i itori
— : g. Daily kitchen floor ’ 2}:\ ;&;;c:?g and monitoring was | e ;
FORM GMS-2567(02-90) Provious Varslons Obsolste pvent I0:1FCEW Fodlll This Plan of Cofrection for Distary !1uauon shest Page 1§ of 10
cleaning will be dogumented on ! Sanitary compliance monitoring Will  ye convened to emalyzs end
the cleaning log by the Dietary . be intogruted into the facility's " pecomimend any further interventions
Manager and Dietary Staff. ' performance improvemont quality . g ‘decmed appropriale. ’
. Dietary Managsr Will monitor the system where fesults will be revicwed { .. .. .
daily clcaning of the kitchen and monitored by the Performance | "'
floot daily to engure for ] Jmptovement Quality committes for
compllance with this vleaning cnsuring on-going compliance forthe
requirement. next 3 monthe. 1f at any time, '
Dictary Manager provided in- congerns arc identified during this
service raining to all dicwery - monitoring process, the Performance

staff on 117142011 to enzure that . Improvement Quality commitese will
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TAG REGULATORY OR L$C IDENTIFYING INFORMATION) TAG OF 'as.nunnggﬁr THEA
F 441 Continued From page 13 Fa41| .. ' .
(2) The facillty must prohibit employees with a v E:ﬁify"ﬁﬁ?h%'ﬁ' p‘rlgg:
communicable disease or infected skin leslons |, disinfeotent to help prevent
from direct contact with residents or their food, If | tho dwo)opmam'mg
direct contact will transmit the disease, : transmigsion of dissaia and
(8) The facllity must require staff to wash thelr . Lnff*'oﬁ‘ i war,
hands after sach direct resident contact for which 177! 5;01’ ] don
hand washing Is indicated by accepted 3) MEASURE:a THA""
professional practice. : WILL RE PUT INTO
PLACE OR SYSTEMIC
(¢) Linens CHANGES MADE TQ .
Personnel must handle, store, process and’ . Sgg}gﬁwi‘ THE b
transport linens so as to prevent the spread of WILLNOT RE%\IJCI‘\TICE :
Infection, : - Direstor of Nursng re-
cducnted and ro-trained gif

licensed nucuing staff on
! (1/16/2011 and 11/1872011
about the progess and
proceduro on properly
olenning medioation ears,

This REQUIREMENT Is not met a2 evidenced
' In addition, a medication

by:
Based-on observation, Interview, record review, ‘ : cart loaning sohadulo was
review of the facility's policy, and facllity ! developed on'implemonted
medication cart cleaning scheduls, it was ¢ , on 1171872011, All nursing
determined the faclitty falled to malntain an i o raro eucatad
effective Infection control program In regard to responslblitin regarin
sanitary medication caris for four (4) of four (4) the modication oupr
medioation carts Inspected. The medication cart cleaning sehedule during
for Reoms 1-6 revealed dried substancas on the this teaining on 11/182011,
top of the cart along with a soiled tows! under the 4) :‘AC"*"'V PLANS TO
water pltcher, The plil crusher was solled as was | PE%’;g'?mIf -
the outside of the cart. The medication cart for ENSURE ng o
Rooms 6-17 revealed a solled container for lca . SOLUTIONS ARE
and tems kept on [ce, Thera were dried SUSTAINED, AS
substances on the outside of the cart The FOLLOWS;:
medication cart for Rooms 18-24 was golled on
the inslde and the top and the pll! crusher was
solled, The medication cart for Rooms 26-36 was
sollad on the inside and on the top with the piil
crugher solled. - ,

FORM CM3-2667(02-39) Previous Varsiona Obzolate Event ID: {FCE11 Fagiiity ID; 100189 If continvation sheet Page 14 of 18
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LAND DRVE
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REVIDER'S PLAN & n. l‘?p

The findings include:

Review of the facility's
Equipment-Cleaning/Disinfecting/Sterflization
Policy, dated November 2011, revealed a facility
specific cleaning schedule would be devsioped
and Included the cleaning of the medication and
treatment carts. Caris were to be wiped down
after every shift and medications wers to he
moved and the drawers were to be wiped down.
Each nurse had & specific assignment for
cleaning the medication carts.

Observation of the medication carts, on 11/09/11
at 10:36 AM, revealed the cart for Rooms 1-6 had
dried clear ahd white substances on the top and &
sticky tape-like residue was present. A brownlsh
stalned towel was folded and under the water
pitcher, The pill crusher had brownish debris in
the comers and the outside of the cart and the
bumper had driad substances and debris presept.

Observation of the medication cart for Rooms
6-17, on 11/09/11 at 10;35 AM, revealed the cart
had a container filled with ice and items requiring
lee.. The container lid had a large amount of
brown debris on the outside of the lid. The top
and outside of the cart were sollad with dried
substances. A contalner holding straws, cups
and medication cups was covered with sticky
tape-fike residus.

Observation of the medication cart for Rooms
18+24, on 11/09/11 at 10:35 AM, revealed the cart
top was solled with a sticky tape-flka resldue and
dried substances. The plil crusher was solled
.with & white substance. The outside of the cart

{A5)
(M) 1D N COMPLETION
M DEFICIENCY MUST BE PRECEDED BY FULL SH OBRARRATIVE AQTIGN BN
FREFX | NEGULATORY OR LSG IDENTIFVING INFORMATION) B-ARFIARNONG 10 THEARRRCPRIATe BaTE
i CEPRIBNOY) :
F 441 Conllﬂuad From page 14 F 441 i D‘NO‘OP orNu“m' or
: i Assistant Direotor of

| Nursing wili conduet dally

: audits for the nexi 4 weeks,
starting on 11/21/201 110

, ensure that all medication
carls aro clornod nocording
la the process and

i procodure and schioduls
implomentod. ARer the
imitinl four weeks, the

+ auditing will raduca to one

* time weakly for the next 8

* weeks, 10 ongure that
medication carts continue

" 10 bo cleaned a3 outlined
above. Director of Nursing

" or Asgistant Direotor of
Nurging will bo responsible
for maintaining the
documentation of these
audits. \

| This Plan of Comrection for |

' Phanmaoy compliance
monitoring will be
integrated into the fagility's
performance improvement
quality system where -

" results wili be reviewed and
monitored by the '
Performance Improvement
Quality committee for
ensuring on-going
sompliance for tho next 3
months, If at any time,-
concems are identified :
during this monltoring
process, the Performance
Improvement Quality
commitice will be
convened to analyza and
vecommend any further
interventions, as deemed
approprinte,

FORM CM8-26687(02-99) Pravious Versions Obsoleta
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DEFICIENCY) :
F 441/ Continued From page 16 F 441
was sofled with dried substances and smears, '
The lce contalner had a brownish substance on |
the outside of the lid. Observation of the inside of |’

the cart revealed drawers with drled substancas
and debrig,

Observation of the medication cart for Rooms
26-36, on 11/09/11 at 1036 AM, revealed the top
of the cart was soiled with dried and sticky
substances. The pill crusher had & whitish
residue around the outside, The contalner
holding Ice and Items required to ba iced had alid
with a heavy presence of a brownish substancs
an the outside. The Inside of the cart revealed
dried white and clear substances.

Interview with Registorad Nurse (RN) #1, on
11/09/11 at 10:35 AM, revealed thare was a
facility cleaning schedule for the medication carts,
She stated she was not aware of who supervised
the cleaning of the carts, She stated the nurses
had not cleaned the medicstion carts and they «
ware solled. She Indicated solled carts were
Infection control Issues, .

Interview with the Dirgctor of Nursing (DON), on
11/09/11 at 2:30 PM, revealed she expected the
nurses to keep the medication carts clean. She
&tated no one had been assignsd to supervise
thig task. .

FORM CM8-2687(02-99) Provious Verglens Obsolsip Eveant ID: 1FCE1 Faclily D 100161 if continuatlon sheet-Page 16 of 16
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FED: 11/2412011
%M APPROVED
’NO. 0938-0391

. PEIN

Jqd

CFR: 42 CFR 483.70(a) '
BUILDING: 01 ‘

PLAN APPROVAL: 1064
SURVEY UNDER: 2000 Exlsting
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) story, Type V
(000)

'SMOKE COMPARTMENTS: Four (4) smoke
compartments,

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

SPRINKLER SYSTEM: Complete automatic (dry
sprinkier system. "
GENERATOR: Type Il generator. Fusl source I8
natural gas. :
A standard Life Safety Code survey wae
conducted on 11/09/11, Elizabethtown Nursing
and Rehabilitation was found not In compliance
with the requirements for parficipation In
Medicare and Medicald. The faclllty Is licensed for
glxty-five (65) beds and the census was sixty-one
(81) on the day of the survey.

The findings that follow demonatrate
noncompliance with Title 42, Code of Faderal
Regulations, 483,70(a) et seq. (Life Safety from

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GUA (X2) MULTIRLE OONSTRVQTION ' o‘@'a IFP fév%vnev
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULONG 1 « MAIN BUILDING 01 - G
185266 B WING ' ' 1109/2011
NAME OF PROVIDER OR S8UPPLIER | BTREET ADDRESS, QITY. 8TATR, 2IP QOLE
. R 1101 WOODLAND ORIVE
 ELIZABETHTOWN NURSING AND REHABILITATION CENTE ELIZABETHTOWN, KY 42701
PROVIDEAS BLAN OF CORAGETION . © | 4
faglllyd AR A O RECEOED BY FULL PREFIX (EAGH OORREOTIVE N OB BE - | coMPLEToN
P'%ES"‘ é?é%’fﬁ?é‘i‘%’&%’é‘fﬁé&%?m INFORMATION) TAG cRoe&Rurlnlggag’m g%u APPROPRIATE . DATE
. 'Submlsslon of thia plan of correction | .
K 600 | INITIAL COMMENTS K 000 P

| fs mot a legal admlssion that a R
. deficiency exlsts or that this \ .
_statement of deficiency was correctly | )
! eited, and 19 nlso not to be construed
as an admission of Interest against the
facility, the Adminlsirator or any

. employees, agents, or other
individuals who draft or may be :
discussed in this rosponse and plan of !
cerrection, In addition, preparation | |
of this plan of correction does not ! -
constitute an admission or agreement | -
of any kind by the facility of the truth. | |
of any facts alleged or see the '
correctness of any allegation by the
survey agency. Accordingly, the
facility has prepared and submitted

. this plan of correction prior to the
resolution of any appeal which may
be filed solely because of the ,
requirements vnder state and federal
‘law that mandate submission ofa |

.plan of correction within (10) days of .

‘the survey as a condltion to

. participate In Title 18, and Title 19
programs. The submission of the

plan of correction within this
timeframe should in no way be
construed or considered as an
agreement with the allegations of
noncompliance or admissions by the
facility. This plan of correction

.constitutes a written allegation of
sabmission of substantial compliance
with Federal Medicare

Requirements.

Fire) ‘
PRSVIDERIBUPFLIER REPRESENTATIVE'S BIANATURE

TITLE (X8) DATE

v Admisishedre v il

LA%RA‘I‘O}RB!RE TOR'S, OR
VA ﬁ
deflciancy which the insti

Any deficien atam?ﬁom ending with an astefisk (%) denctes a

o1nysg snfeguf\yrda provide sufficient protection to the patients, (See instructions.) Except
following the data of survay whether or n
daya following the date thase documenta
program participation,

ot a plan of correction ia providod. For nurelng homes,
are mada avallable to the facility, If dofislencles are ¢

sad from corvecting providing Il i dotermined that .
for hursing homes, the findings stated shove are disclosable &0 days
the abave findings and plana of carrection ara disclosable 14
fted, En approved plan of correction s requisits to continued

tution may'ge XU

FORM GMS-2567(62-69) Previous Varsions Obaclaty Event 1D: 1FCE21
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UMMARY STATEMENT OF DEFICIENCIES 1o EROVIDENY BIAN OF GORRECTION - {5
%’é& (EAL?H DEFICIENCY MUST BE PRECEDED BY FULL PREFIX AHA&# 00‘ ADTION BHOULDBE . | GOMPI.ELHDN
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG OROSE-REFER ug l;ﬁglv-l)lAPPROPRIATE DATE
Wi :
K 000 | Continued From.page 1 K 000
Deficlencles were cited with the highest
deficiency identified at F level.
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 -
SS=E ' - K018 11/30/2011
| e
Doors protecting corridor openinge In ather than | SS=E TR
required enclosures of vertical openings, exrl:a, or \ NFPA 101 LIFE SAFETY
hazardous areas are substantial doors, such as '!
hose constructed of 1% inch solid-bonded core ' CODE STANDARD N
wood, or capable of resisting fire for at least 20 ; Resident Room Doors Not
minutes. Doors in sprinklered bulldings are only | Latching
required to reslst tha passage of smoke. Thers Is b
no impediment to the closing of the fdo?(rs. IIDoors E
are provided with a means sultable for keeping
the door closed. Dutch doors mesting 19.3.6.3.6 1 ,:;? A(;(%RNR]%gl’!r I;,}::?OAS%TlON
are permitted.  19.3.6.3 :
RESIDENTS FOUND TO -.
Roller latches are prohlbited by CMS regulations HAVE BEEN AFFECTED BY
PRACTICE:
“ N
Maintenance Manager corrected
the problems with Resident
Room Doors # 6 and # 14 not l
staying latched when fully closed |
on 11/22/2011. |:
This STANDARD |8 not met as evidenced by:
Based on observation and interview, it was
determined the facliity falled to ensure thers were
no Impéediments to the alasing of corridor doors to
reslst the passage of amoke, according to NFPA
standards, The deficlency had the potentlal to
affect one (1) of four (4) smoke compartments,
residents, ataff, and visltors. The faclllty is
licensed for sixty-five (66) beds and the census

FORM CME-2667(02-68) Previous Varsiona Obsoleia

Evant ID: {PCE21
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FORM CM3-2887/(02-08§ Provious Versions Obeolele

o) Io SUMMARY STATEMENT OF DEFICIENGIES D 1
PREFIX - (EACH DEFICIENCY MUST BE PRECEDEDBY FULL PREFIX é ‘% Eaﬂ EJ al] COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSRE mﬂg Tﬁ APPY SRR DATE
tt [
K 018 Continued From page 2 . K 018|' 2) IDENTIF YlNG OTHER [
was sixty-one (61) on the day of the survay. | RESIDENTS HAVING THE
| | ~ | POTENTIAL TO.BE
) AFFECTED BY THE SAME
d :
The findings Include | DEFICIENT PRACTICE: \
Obsarvations, on 11/09/11 between 2:27 PM and | Maintenance Manager completed
2;32 PM, with the Administrator and the a 100% audit of all doors in the $
Maintenance Director revesled the Resident's
corridor doors to rooms 14 and 6 did not latch l facility to ensure they were
when tested, ' staying latched when fully closecl
on 11/22/2011. No other doors
Interviews, on 11/06/11 between 2:27 PM and in the facility required any
2:32 PM, wlm the Administrator and the i ! correction.
Malntenance Director revealed a confirmation ' ‘
that the doors would not latch and resist the , ;
passage of stmoke. - 3) MEASURES THAT WILL
. BE PUT INTO PLACE OR
Reference: NFPA 101 (2000 edition) SYSTEMIC CHANGES
19.3.6.3.1* Doom protecting corridor openings ln E TO ENSURE THAT
other than required enclosures of vertical THE DEFICIENT P RACTICE
openings, exlts, or hazardous areas shall be WILL NOT RECUR
substantial doors, such as those constructed of
13/4-in. (4.4-cm) thick, solid-bonded core wood
or of construction that regiets fire for not fess than :{dl‘mmstrator met w1th the
20 minutes and shall be constructed to resist the amtenance Manager on
paszagrg of smoke. Compliance with NFPA 80, 11/14/2011 1o educate him on the
Standard for Fire Doars and ‘Fire Windows, shall , importance of
not be required. Clearance between the bottom to ggsmecth 1 rlc]n;tmely cl:;ckmg i
of the door and the floor covering hot exceeding at all doors In the .
1 In. (2.6 cm) shall be permitted for corridor facility are latching correctly |
doors, when fully closed. |
Exception No. 1: Doars to tollet rooms, ‘
bathrooms, shower roome, sink closets, and
simillar
Event IDy1FCE21 Fealitty ID: 100161 If continuation sheet Page 3 of 20
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CENTERS FOR MEDICARE & MEDICAID SERVICES " - e 3 . é'y 0391
| EFICIENGIES 1) PROVIDER/SUPPLIERICLIA oy TRUGTION bl
ﬂﬁﬁﬁ"&", CORRECTION X R RTIIGATION NUMBER: A.'Ei‘::‘ j 'l-MM N BUILDING &1 e iD
! 8 V\;]::"‘ Y o ) D . »
185266 b . igidl00r201
NAME OF PROVIDER OR SUPPLIER . FerHNSANTERNGS, CITY, STATE, ZIP GODE '
BILITATION CENTER WOACODLAND ORME -
1 ELIZABETHTOWN NUR‘{,‘.!NG AND REHABII.I'I'A El BTHTOWN, KY 42704 o
i TION. i v
L e IU/SY B PREGEDED BY FULL ReFx | 5t QX?EE'.O’ S e | cowhuaon
g~ B DA NG INFORMATION) vl ORGRRANA Egﬂgﬁa ér%mmmme DATE
. " §) FACILITY PLANSTO
K 018 | Continued From page 3 Ko18| . MONITOR ITS :
auxliary spaces that do not contain flammable or i PERFORMANCETO |
combustible materials. ' . !
Exoeption No. 2: In smoke compartments i ENSURE AT
protected throughout By an approved, supervised - SOLUTIONS ARE
automatic sprinkler system in accordance with SUSTAINED AS
19.8.5.2, the door construction requirements of FOLLOWS:

A.19.3.6.3.3

19.3.6.3.1 shail not bs mandatory, but the doors
shall be constructed 10 resist the passage of
smoke.

19,3.8.3.2* Doors shall be provided with a means
sultable for keeping the door cloged that is
acceptable to the autharity having Jurisdiction.
The device used shall be capable of keeping

the door fully cloged If a force of 6 Ibf (22 N) Is
applied at the latch edge of the door. Roller
latches shall be prohiblted on corridor doors in
buildings not fully protected by an approved
automatic sprinkler system In rccordance with -
19.3.5.2, '
Exception No. 1: Doors to tallet rooms,
bathrooms, shower rooms, sink closets, and
similar

auxiliary spaces that do not contain flammable or
combustible meterials.

Exception No. 2: Exlsting roller latches
demonstratad to keep the door closed against a
force of 5 Ibf (22 N) shalf be permitted to be kept
In

service,

19.3.6.3.3* '
Hold-open devices that release when the door is
pushed or pulled shall be permitted.

Doors should hot be blooked o‘pen by-furniturs,
door stops, chocks, tie-backs, drop-down or

all doors at the facility to
ensure they stay latched when .

will start for week of
11/20/11 and will continue
for the next 12 weeks, Any
issues found with this

~ monitoring will be corrected

| immediately. Thereafter,
checking of the doors in the

! facility will be added to the

- Maintenance Manager’s
preventive maintenance
schedule as a tagk to
completed and document

. compliance.

. Tﬁis Plan of Correction for

. throughout the facility not
*latching correctly will include |

Maintenance Manager will be
performing weekly checks on | |

fully closed. This monitoring y

o

I'Resident Rooms and other doors |

FORSM GMS-2667(02-89) Pravious Varsons Obsolele

Evant iD! {FCE21

Facility 10 100161
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CENTERS FOR MEDICARE & MEDICAID SERVICES

- E-TOWN NURSING

STATEMENT OF DEFICIENCIES | Xt) PROVIDEREUITUELEE

ND P] £ COR TH{O| D 9

AND PLAN @ 0% » MAIN BUILBING &1
185266 .

NAME OF PROVIDER OR $UPPLIER
» ELIZABETHTOWN NURBING AND REHABILITATION CENTER

do29

{%4) 1D T SUMMARY STATEMENT OF DEFICIENCIES I PRSV il'l :;A Gol' 1] E Al bR
PREFIX E=ACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX RACM & Ils AQT {SUIRRR:
TAG EQULATORY OR LSG IDENTIFYING INFORMATION) TAG ¢ ou-mmnmﬁa Til APRRC ,\ BIE A
‘-‘.‘3",'.;::;'; Yo
. 1l compliance monltoring thatis |
o Clozgglr,et;jpzrg?vipag:; other devices that 018|  integrated imo the fecility’s
plu & ces, 3 .
necessitate manual unlatching or releasing action |, peermanpo lmprovament -
{o close, Examples of hold-open devices that - | quality system where results will
release when the door ls pushed or pulled are .- be reviewed and montitored by . ..
friction catches or magnetic calches. . the Performance Im m '
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025 Quality Committee lf:‘;:‘e,:suerrilxtlg ]
8s=D ' . . .
Smoke barriers are constructed to provide at on-going compliance for the next 1
least 3 one haittfhhg%r ﬁga re‘flstgmcle rating In 3 months. If at any time '
accordance with 8.3, Smoke barrlers may ; ;
torminate at an atrium wall. Windows are ; ;gncems‘are. idontiﬂgd during
protected by fire-rated glazing or by wired glass is monitoring process, the
paniels and stee! frames. Aminimum of two Performance Improvement
zepar,a)te compartments are‘prgvldgd on each Quality Committee will be
oor, Dampers are not required In duct ,
penetrations of smoke barriers In fully ducted convened to analyze and
heating, ventliating, and air conditioning systems, {‘ecommend any further
19.3.7.3, 10.3.7.5, 18.1.6.3, 19.1.6.4 interventions, as deemed
, gppropriate ¢
. . . K025 . 11R0200
This STANDARD I8 not met as evidenced by: . S8=D ' I
o b el o 1y mainiin smoke NFPA 101 LIFE SATRTY |
‘ g BT -
barriers that would resist the passage of smoke . CO.D E STANDARD
between smoke compartments, aceording to Attic Smoke Partition
NFPA standards, The deficlency had the potential Penetrations Sealant
to-affect two (2) of the six (4) smoke I
compartments, resldents, staff and visltors, The 1) CORRECTIVE 1
facllity Is flcensed for sixty-five (85) beds and the ACTION TAKEN FOR;
census was sixty-one (61) on the day of the THOSE RESIDENTS '
survey. i
- FOUND TO HAVE |
The findings Include: BEEN AFFECTED BY
TH
Observation, on 11/08/11 at 12:55 PM, with the PRE(]:)TI?EICIENT :
Administrator and the Maintenance Director _ E:

FORM CMS-2687(02-9%) Previous Versions Obaolate

Event D! 1FCE21

Faclity [D; 1001681

\f continuation sheet Page 50f20
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

E-TOWN NURSING

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER:
185266

NAME OF PROVIDER OR SUPPLIER

AERASS, OITY, GTATE, 2P 00BN
SWOODLAND DAVR - .

@030

. ELIZABETHTOWN NURSING AND REHABILITATION CENTER ELS
X4 o SUMMARY STATEMENT OF DEFICIENCIES D 1 confe:
. PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | coMPLETION
TAG REGULATORY CR L8G IDENTIFYING INFORMATION) TAG DATE
. —
K025 | Continued From page 5 K026 5;;}7100&?0 é:“dems W;re
revealed the smoke partition extending abave the _ oited In the Statement o
celling, located between the Therapy Department | Deficiency as having been
and the Lincoln Lanle corridor, had penatrations | affected; however the day of
previously sealed with a non-rated sealant, inspecti i
Penetrations are required t6 be sealed with a 61 pection the oensus was at ;
material of the same fire reslstant rating as the :
paitition, ' .
Interview, on 11/09/11 at 12:65 PM, with the - Maintenance Manager -
n W, On : T » H
Adminlstrator and tha Maintenance Director fixed all areas in the a“.“
| revealed they wers unsware of the penetrations - areaon Lincoln Lane that
in the smolte partitions, not belng sealed with the ! had been sealed with
proper, rated material. . spray foam on
11/16/2011, This was
‘ , corrected by removing
Reference: NFPA 101 (2000 Edition), the spray foam md
8.3.6,1 Pipes, conduilts, bus ducts, cables, wires, replacin.g it by sealing th;
air ducts, pneumnatic tubss and ducts, and simllar arcas with plaster.
building service equipment that pass through _
floors and smoke barriers shall be protected ag 2) IDENTIF YINC‘T': :
follows: , OTHER RESIDENTS.
'| (@) The space between the penetrating itern and HAVING THE
the amoke barrier shall \
1. Be filled with a material capable of maintalning POTENTIAL TO BE i
the amoke resistance of the smoke barter, or AFFECTED BY THE ‘I
2, Be protected by an approved device designed SAME DEFICIENT
for the apacific purpose, PRACTICE; .
(b) Where the penetrating Item uses a slegve to RA‘ CE ,
penetrate the smoke barrler, the sleeve shall be .
solidly set In the smoke barrier, and the space No other residents were
between the item and the s!eavg shall identified as having the
1. Be filled with a materlal capable of maintaining : . Co
the smoke reelstance of the smoke barmier, or gotentxal to be affected; !
2.'Be protected by an approved device deslgned nowever, day of |
for the specific pumose, mspection the census was'
{c) Where designs take transmission of vibration at6l.
FORM GM;2M7(02-99) Previous Veralona QObsolate Rvenl ID:1FCE21 Feclity ID: 100161 If continuation sheet Page Saof 20
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12/09/2011 15:15 FAX 270 737 6690 E-TOWN NURSING

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTE & MEDICAID SERVICES
.
g IDENTIFICATION NUMBER:
185266
NAME OF PROVIDER OR BUPPLIZR )
| ELIZABETHTOWN NURBING AND REHABILITATION CENTER
| SRR | i
] koes| ¢ ' : .s‘ ~ 4) FACILITY PLANSTO''
. Gentinued Fromipageis P | K028 MONITOR ITS Lo
: * Maintenance Menager - s ; PERFORMANCE TO i
| .[i checked all areas in the | ENSURE THAT ;
il facility attic to ensure that | i, SOLUTIONS ARE |
) o ' no other areas had been . ‘ ,\&: ! ! SUSTAINED AS A
| | sealed with the spray | Tl FOLLOWS: }
| [ foam, No other areas - f ' When the Maintenance Manager
: were identified, This | | ’ ‘identifies any other areas that '
:’ was completed on ; - need to be sealed thatare
i 11/16/201. ; : penetration areas for fire, that
l 3) MEASURES THAT 1. | . Administrator be consulted to
WILL BE PUT INTO Lo  ensure that acceptable materials : |
PLACE OR | | to seal the penetration areas are . |
. SYSTEMIC CHANGES | - utilized for the repair. This is
| # |{ MADETO ENSURE | = _ effective as of 11/16/2011 and
. THAT THE : will continue for the next 12
, ~ DEFICIENT ' o weeks for monitoring purposes.
; PRACTICE WILL - ; | This Plan of Correction for
. NOT RECUR: . , Sealing Fire Penetration Area
| ; ! " compliance monitoring will be
Administrator re- ) integrated into the facility’s

educated and trained the . performance improvement
Mzeintenance Manager on quality system where results will
-11/11/2011 regarding . : : be reviewed and monitored by
_acceptable materials to utilize the Performance Improvement
when sealing penetration | . Quality Committee for ensuring
areas in the attic --~ hagtobe | _on-going compliance for the next
|

. 3 months. If at any time e

. materials rated the same as '
concerns are identified during

the wall materials to meet fire

safety codes and spray foam - ( this monitoring process, the -
roromss - does not have the same ratlng T=ircEn '
5. an- 100187 [ mmmm 20
anc: is :]n unacceptable Fm‘ 'Performance Improvement B ok
material 10 use, l . - Quality Committee will be o

; .cotivened to analyze and
- recornmend any further
interventions, as deemed |

appropriate.




12/08/2011 15:15 FAX 270 737 6690 E-TOWN NURSING do32

DEPARTMENT OF HEALTHAND HUMAN SERVICES il R D.
_ CENTERS FOR MEDICARE & MEDICAID SERVICES : | .

STATEMENT OF DEFICIENGIES x1) Fnowoamgzm:fwsréug (>(2')==,J, ONBTRUCTION - \4;%?"3
AND PLAN OF DORRECTION IPENTIFICATION NUMBER: AcULENEE o1 AN DURDING ©1 a2
185266 NG i . % it
NAVE OF PROVIDER OR SUPPLIER . St JRRES, OITY, 'J:Tll 2P 0208’ 7 i3
 ELIZABETHTOWN NURSING AND REHABILITATION CENTER -: -:::mgsvﬁ'"w am O
{x4) D ~SUMMARY STATEMENT OF DEFICIENCIES "o o lm? [BAR'S BLAN i
L vy QORREQT! [+] M GOMPLETION
PR | T oN Lok IDENTIAYING INFORMATION) e |~ cﬁmumngi mfaoam RepiNls | oo
K 025 | Continued From page 6 K 025 '
Into conslderation, any vibration isolation shall
1. Be made on elther side of the smoke barrler, or|
2. Be made by an approved device designed for
the specific purpose. ' ' Co ,
K 068 | NFPA 101 LIFE SAFETY CODE STANDARD k os6| K056 " [ 11302011
SE If there | tomatl inkler system, iti SS=E '
ere Is an automatic sprinkier system, itis
Installed in accordance with NFPA 13, Standard NFPA 10%&;&%“’“
for the Installation of Sprinkler Systams, to .| CODE 8
| provide complete coverags for all portions of the Covered Front Porch
building. The system is properly maintained In ‘Sprinklers on the Exterior
accordance with NFPA 26, Standard for the P )
Inspection, Testing, and Maintenance of 1) CORRECTIVE o
Water-Based Fire Protection Systems, |t is fully . ACTION TAKEN FOR |
supervised. There is a reflable, adequate water THOSE RESIDENTS '
supply for the gystem. Required eprinkler | T
systems are equipped with water flow and tamper . FOUND TO HAVE o
switches, which are electrically connected to the : BEEN AFFECTED BY |
building fire alarm system.  18.3.5 ; THE DEFICIENT
' ' PRACTICE:

No specific residents were

This STANDARD I8 not met as evidenced by: cited in the Statement of

Based on observation and intervieWw, It was

determined the facillty failed to ensure the Deficiency as having been
toning o NFA standeric, The defidency had | . affeoted; howouer, the day o ¢
ording to . o . ' .
e pomr?ﬁal {o affect three (8) of four (4) amoke the inspection the census was
compartments, residents, staff, and visitors. The at 61.
facllity Is licensed for sixty-five (66) beds and the -
census was sixty-one (81) on the day of the On 11/23/2011, an outside
survey: ' vendor (Armor Fire
Protection, LLC, installed
The findings include: . three sprinklers under the L
i covered front porch area of |

Observation, on 11/08/11 at 2:00 PM, with the | the facility. | : \

)
FORM CMS-2667(02-85) Pravicun Verelons Obsolate Event Ip: TFGE21 Fagllty 1D: 106161 If continuation shest Page 7 of 20
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1

3 o bV
A A -

5 ' I¢
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIEF Y KEYRUGT! ' " TIXBYBE o)
AND PLAN OF CORRECTION * ).!DENHFDIEA%ON ﬁ:ﬁ%%:’? M) . ng:: LBING 01 _(X. ?‘GEMPLETED
: et LV MAINBL : il
. 185266 S 11/08/2011
NAME OF PROVIDER OR SUPPLIER ‘s I’ ) ,'iill.eiﬂi, WY, 2ip 0008
- ELIZABETHTOWN NURSING AND REHABILITATION CENTER é“L ' %ﬂmﬂz: aaror
(X4)ID SUMMARY STATEMENT OF DEFICEENCIES I RN GK GORRECTION 5
X (EACH DEFICIENCY MUST BE PRECEDED BY FULL . ; ;
A REGULATORY OR LSC IDENTIFVING INFORMATION) g+ P e EIANEEIN e : °°“B°ALTL?E“°"
" . M l . ....!' I
K056/ Continued From page 7 K0s6|! 2) IODENTIF“NG - -
Malntenance Director, revealed the front entrance I THER RESIDENTS |.
| poreh was not protected by automatic sprinklers, ! HAVING THE '
The porch is gpproximately ten (10) feet by ' POTENTIAL TO BE
twenty-five (25) feet in area and constructed with ! AFFECTED BY THE
combustible materlals. | SAME DEFICIENT
interview, on 11/08/11 at 2:00 PM, with the ' PRACTICE:
Maintenance Director revealed he was not aware
"« | the front entrance porch was required to be
.; protected by automatc sprinkiers, .NO ofher residents were
. identifled as having been
- affected; however, the
Reference: . day of the ingpection the . :
NFPA 13 (1998 Edition) census was at 61., T
5-13 8,1 Sprinklers shail be installed under
exterlor.roofs or canopies exceeding 4 Ft, (1,2 m) Conti .
g _ ntinued on page 8A |
Exosption: Sprinklers are permitted to be omitted T
where the canopy or roof Is of nencombustible or
limited combustible construction, : ‘ _
K 086 | NFPA 101 LIFE SAFETY CODE STANDARD < K088/ Continued on page 9 11302011 4
88=D ,
Smoking regulations are adoptsd and Include no
less than the following provisions: '
(1) Smoking fs prohiblted in any room, ward, or
compariment whare flammable liguids,
combustlble gases, or oxygen Is used or stored
and'ln any other hazardous location, and such
area Is posted with signs that read NO SMOKING
or with tha international symbol for no smoking.
(2) Smaking by patlents classifled as not
responsible Is prohibited, excapt when under
dlrect supervision. '
(3) Ashtrays of noncombustible material and safe

FORM CMS-2587(02-09) Previaus Varslons Obeolata

Evant ID: 1FCER

Faolity ID: 100181
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12/09/2011 15:16 FAX 270 737 6690

DEPARTMEN‘I’ OF HEALTH AND HUMAN SERVICES

E-TOWN NURSING

: EUZABE‘IHTGWN NU&BING AND REHABILITATION CENTER

, oF D!mllnmu oh) PROVIDER/SUPPLEER/CLIA - _
AND'FLAN OF GORN +  IDENTIFICATION NUMBER: o1 « AN BUKDING 0] |
185266 8 W
NAME QP PROVIDER OR 8UPPLER DORTES, CITY, STATE, ZIP OOE

IMLAND DRIVE
TOWN, KY umi

[d1034

4) FACILITY PLANS TO|
MONITOR ITS
PERFORMANCE TO
ENSURE THAT
SOLUTIONS ARE
SUSTAINED AS
FOLLOWS:

Evartt j0: 1FCED1

Performance

+ Improvement Quality

Committee will be
' convened to analyze and /
-recommend any further |
Interventions, as deemed
" appropriate .,

- T— mmmwmmm "oa IL;D' HWDRR'O PW Sff & mﬂm;n
CORREGTVEACTION SHOULDBE | coustémon [REFMX et S oaE
W mmmummwmmm DR 17 ; DoRe 9 .
T : i If Maintenance Manager
K 056 !Continued From page 8 ] - [IKOS8[|  identifies any other -
‘ L + sprinkler issues fof fire
On 1‘1/23/201 1, an 7‘ | safety, the Administrator |
.. outside vendor (Armor | ’ will be consulted, The
.« Fire Protection, LLC, ' issue will be investigated
< installed three sprinklers to determine the .
- under the coveted porch . - corrective action needed -
. area of the facility. | to correct the issue for
3) MEASURES THAT j * fire safety, This will be
WILL BE PUT INTO : effective for 11/24/2011,
'PLACE OR ' For the next 12 weeks
SYSTEMIC CHANGES any such issues willbe .
. MADE TO ENSURE R reported to and reviewed
,‘ THAT THE ! by the facility’s Quality
: " DEFICIENT l Improvement Committee, '
: PRACTICE WILL l This Plan of Correction
]=-" 1" " NOTRECUR: . , + for Sprinkler compliance
| v ' Administrator re-. ’. . .|~ onitoring will be .’
; .1 educated and trained the . = integrated into the |
: * Maintenance Manageron ' | facility’s performance
- 11/11/2011  regarding i improvement quality
the Life Safety Code , system where results will
, Regulations regardinga - | i be reviewed and ‘
f covered porch area that ‘ monitored by the
j exceeds 4 feet must be | Performance
) have sprinklers installed | Improvement Quality
for fire protection, even if Committee for ensuring
the exterior is. covered i on-going compliance for
. with metal. IR the next 3 months. If at
: any tine concerns are
| ‘ identified during this . .
FORN CME 2587 (02.09) Provious Versions OLi5wi recn  MONItOTIng process, the:  yion nost Page 87320 .
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. ELIZABETHTOWN NURSING AND REHABILITATION CENTER

STATEMENT OF DEFICIENGIES xn mov:gmgwk{i%%m MOLT
IDENT "k .
AND PLAN OF CORRECTION A SUREINGLT, 04 MAIN BUILDING Of
185268 B.Wika ;
NAME OF PROVIDER OR SUPPLIER STREETACOREW, OITY, 9TATA, ZIP QOUN T 7

1484 WOOBLAND DRIVE
ELIZAGETHTOWN, KY 42704,

FKOVIWN’. Pai ;‘ %N?QT"ON
OROGB-NSFIHIgIUID 'l'g HﬂA PROPRIATE .

determined the facllity falled to ensure the use of
approved ashtrays in the designated smoking
area, according to NFPA standards. The
deficlency had the potential to affect residents,
staff and visitors. The facillty is licensed for
sixty-five {(86) beds and the census was sixty-one
(81) on the day of the survey.

1
The findings Include:

Observation, on 11/08/11 at 1:40 PM, with the
Adminlstrator and the Maintenancs Director,
revesled the designated smoking ares located
outglde of the Kitchen area, had an open ash tray
in use and no hot ash dump for tobaceo product
waste.

Interview, on 11/09/11 at 1:40 PM, with the
Administrator and the Maintenance Director
revealed the ashtray In use, in the designated
smoking arca, was not of the approved type and
could potentionally pese 8 hazerd to

No specific residents were cited -

- on the Statement of Deficiency; | l.
however, on date of inspection
the census wag 61, |

Maintenance Manager discarded | b

the smoking ashtray that was
broken and replaced it with a

L
. new one that is metal with self~ 'l\

closing cover device on
11/9/2011. This is the designated’
employee only outside smoking

. area.
12) IDENTIFYING

OTHER RESIDENTS
HAVING THE '
POTENTIAL TO BE |
AFFECTED BY THE
SAME DEFICIENT
PRACTICE:

(Xd) I SUMMARY STATEMENT OF DEFICIENCIES D 1 e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EA R COMPLETION
- TAB REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DATE
. ‘ o )
K 088 | Continued From page 8 K 086 ;(S()‘Sg p | 11/30/2011:
d d In all wh king |
pzfmmlrtlt eacrle provided Ih all areas where smoking Is NFPA 101 LIFE SAFETY
" o CODE STANDARD
(4) Metal containers with self-closing cover .S ‘
devices Into which ashtrays can be emptied are moking Ashtrays
*| readily avallable to all areas where smoking ls 1) CORRECTIVE
permitted.  19.7.4 ACTION TAKEN FOR
THOSE RESIDENTS
. FOUND TO HAVE
| BEEN AFFECTED BY
This STANDARD s not met as evidenced by: THE DEFICIENT
Based on observation and interview, It was PRACTICE:

FORM CM3-2587(02-95) Provious Veralons,Obosolete

Event [D: 1FCE21

Faclity ID: 100161

No specific residents were c:ted]
on the Statement of Deficiericy; |
however, on date of inspection ' ‘
the census was 61.

if continuation shaet Page B of 20
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b 1112172011
1 APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
185266 W '. ,
NAME OF PROVIDER OR SUPPLIER st A ﬂ“. l gym STATE, 217 coDB .
; - ' ; QLW OODLAND DRIVA o o
+ ELIZABETHTOWN NURSING AND REHABILITATION CENTER v \
.. Rl ATION CEN ECIZABNTHTOWN, kY 4gro1 .
SUMMARY STATEMENT OF DEFICH TION
é’é‘gp'& (EACH DEFIGIENEAY MUS'T,BS ;lgECEDSg%%aFULL PBlgFIX A °¥'cn . .Pg’p ﬂ; L)QDNBE comg&znou
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG - °”""""“'"°,53; 9 ARFRUPRIATE QATE
. I : e
K 066 | Continued From page 8 K ogg| | Meintenance 1‘11"‘““3:"; dtim"-led
| residents, staff and visitors. .the smoking ashtray tat was
.broken and replaced it with a
, ‘new one that is metal with self- . .
, 10 . ‘closing cover deviceon .
Reference; NFPA 101 (.2900 Feltion) '11/9/2011. This is thq designated .
19.7.4* Smoking, : employee only outside smoking -
Smoking reguiations shall be adopted and shall. area ;
Include not less than the following provisions: : '
(1) Smoking shall be prohibited Inany room, o ,
ward, or compartment where flammable liquids, .In addition, antenance.
combustible gas?‘s. or oxyg?n Is used or stored .Manager checked the resident
-and In any other hazardous location, and such : i a to
areas shall be postad with signs that read NO designated smoking ;:t:a o were: .
SMOKING or shall be posted with the .ensure that proper ashtray L
international symbol for no smaking. available there and they were on
Excaption: In health care occupancies where 11/9/2011. '
s}r:oking is [rrohlbited and signs are promirlaently
placed at all major entrances, secondary signs
with language that prohlbits smoking shall not be 3) ngIE]?S ggﬁi;?ﬁ%‘o
requirad,
(2) Smoking by patients olasslfied as not PLACEOR ‘
responsible shall be prohibited. SYSTEMIC CHANGES
Excsption: The requirement of 19.7.4(2) shall not MADE TO ENSURE
apply where the patient Is under direct THAT THE
suparvision, :
(3) Ashtrays of noncombustible materlal and safe DEFICIENT
design shall be provided In all areas where PRACTICE WILL |
smoking Is permitted, NOT RECUR: ‘
4 Met?l cont;lners with self-closing cover ‘ : : _
devices into which ashtrays can be emptied shall i
be readily available to all areas where smoking Is Igzgzmued on page JOA . ’ : '
permitted, : . 1173072011
K 074| NFPA 101 LIFE SAFETY CODE STANDARD K074 NFPA 101 LIFE SAFETY! :
88=D !
' Draperies, curtalns, including oubicle curtains, COPE STANDARD '
and other loosely hanging fabrics and films Resident Shower Rooms’ |
serving as fumishings or decorations In health ‘Shower Curtains |

FORM CM8-2667(02-58) Previous Veralana Obsolste

Even ID: 1FCE21

Faty ID: 100161

- Continued on page 11
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DEPARTMENT OF HEALTH AND HUMAN BERVICES
CENTERS FOR MEDICARE & MEDIOAI RVICES '
STATEMENT OF DEFIGIENGIES 1) PAOVISEAAURPLIERCLA 02) MUI.TI?LI OONATRUCTION i
AllD FLAN OF CORRECTION l ANUmBER: A-BULCING 01, MAIN BUILDING 01 ;'
i B, WING i, ;
NAME OF PROVIDER OR SUPPLIER P ' -ﬂ;ﬁmnmn OITY, 67ATE, 2P 0OOR
,, 1§01 WRODLAND DRIVA A Y
| ELIZABETHTOWN NURSING ANG REHABILITATION CENTER BLIZABI!THTOWN. Ky qaror v
—-'m—-uﬂnmum . 3
] 2] PROVIDER’B PLANIOK CORRBOTION: D5) ("] RIS P “ 1o e,
L”%ﬁé"‘ BIAREERIRE R | RO [
: DERICIENGY) okrinany T
K088/ Continued From page 10 Kol : o
. § Friday) audit for two weeks to
' Administrator re-educated i | ensure that proper ashtrays are |
and provided training to ' f | available in the two designated
' Maintenance Manager on ' ‘ ' smoking areas (employes and
11/11/2011 regarding the resident). This auditing started :
= proper ashtrays thatneed to " on week of | 1/27/2011 Then
{ be available in designated ,  for the next 10 weeks, the
! smoking areas (resident one | z Maintenance Manager will do
and employee one). ! . weekly auditing to monitor to
. : ‘ ensure that acceptable ashtrays
, 4) FACILITY PLANSTO' remain in the designated smoking: :
' MONITOR ITS A  Breas. : L
RMA TO DR
! . PERFORMANCE e g | This Plan of Correction for usmg
ENSURE THAT e
SOLUTIONS ARE wdelfs | only acceptable aghtrays in
T I vt
SUSTAINED AS B . designated smoking areas

- compliance monitoring will be

i be reviewed and monitored by
| the Performance Improvement
' Quahty Committee for ensuring
on-going compliance for the next -
3 months. If at any time |
concerns ate identified duting l 1o
{
f

FOLLOWS: ST integrated into the facility’s }
: : performance improvement A
- . ' uality system where results will
Maintenance Manager will ! ‘ quality sy [l
|

" complete a daily (Monday ~

]
~l

tlus monitoring process, the

. : i Performance Improvement
o Quality Committee will be
FORM GM8-2607(02+55) Pravious Verslons Chaclate " EvenlID: 1FCE21 _ Fality ID; 100181 If continuation sheet Page 10 b20

convened to analyze and

recommend any further

interventions, as deemed
. appropriate
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'DEPARTMENT OF HEALTH AND HUMAN SERVICES APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : .10636-0391_
TEMENT OF D) 2w
e S T ey s
e T
185266 T — 3L REN1/09/2011
NAME OF PROVIDER OR BUPPLIER _ TRERVABONEGY, QITY, §7ATG, EIP 405 . v
| ELIZABETHTOWN NURSING AND REHABILITATION CENTER o W:::H";gm”;: -y
. =kl y B
04 1D SUMMARY STATEMENT OF DEFICIENGIES D [0 8 B GERRRETION
. EAGH DEFICIENCY MUST BE PRECEDE FUlL ' Di '
| geibmesciietemt | d&.ﬂ.ﬂ.&?&'ggﬁfg@iﬁ%&% | o
K074 Continued From page 10 K074 \ 1) CO CTIVE o l lBO/;ol 1]
' ACTION TAKENFOR .
care oocupansles are In accordance with ‘
provisions of 10.3.1 and NFPA 13, Standards for THOSE RESIDENTS
the Instalfation of Sprinkler Systems. Shower FOUND TO HAVE
curtalns are in accordance with NFPA 701, . BEEN AFFECTED BY |
Newly introduced upholstered furniture within { THE DEFICIENT ;
health care occupancies maats the criteria * PRACTICE:

specified when tested In acsordance with the
methods clted in 10.3.2 (2) and 10.3.3.  19.7.5.1,
NFPA 13

Newly Introduced mattrosses meet the criterla
specifted when tested in accordance with the
methad cited In 10.3.2 (3) , 10.3.4. 19.7.5.3

This STANDARD ' Is not met as evidenced by:
Based on observation and interview, it was = «
datermined the facility falled to ensure the privacy
curtaing, located within the shower rooms, were
according to NFPA standards. The deficlency had
the potential to affect two (2) of four (4) smoke
compartments, residents, staff and visitors. The
facllity is licensed for sixty-five (85) beds and the
cansus was sixty-one (81) on the day of the
survey,

The findings Include:

Observations, on 11/09/11 between 1:20 PM and
2:30 PM, with the Administrator and the
Maintenance Director revesled the privacy
ourtalns within the Shower Rooms, located In
both the Heritage Hall and Lincoin Lane, were of

| No spéeific residents were
' cited in the Statementof . | -
 Deficiency as having been

- Maintenance Manager

inch top shower curtains)
shower curtaing on 11/11/11
. and unapproved shower

the shower rooms on
11/29/11 on Lincoln Lane
and Heritage Hall. Sign was
placed on the outside of
shower room doors to request
staff knock to ensure no

. resident is in shower room
before entering on
11/29/2011. Approved :
shower curtains will be
installed as soon as received
from the vendor,

w—

' affected; however, the day of . .
the inspection the census was ! *
at 61 ¥ R ' ——t | H

ordered acceptable (mesh 18 | -

curtaing were removed from ’ '

FORM CM5-2687(02-69) Pravious Varslons Dbanials

Event 10: 1FCE24

If continuation eheet:

. Feofity ID: 100161

Page 11 of 20
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!

(X2) MULTIPLE CONSTRUIOYION

21039

STATEMENT OF DEFIGIENGIES x1) PROVIDERIBUFPLIERIIEGU_A
AND PLAN OF GORREGTION  IDENTIFIGATION NUMBER: ABULDING 01 . MAIN BULEING 1
186266 B WING__ '
NAME OF PROVIDER OR BUPPLIER STREET ADDRRES, Q”;N' ,'J.A"' Bie 00D
1101 WOODLAND :
‘ E T ENT :
|- ELIZABETHTOWN NUF?,?‘I‘NG AND REHABILITATION CENTER ELIZASETHTOWN, KY 44104
06 1D BUMMARY STATEMENT OF DEFICIENGIES ip PROVIDEN'S BLAN d' X . (%6)
PREFIX (EACH DEFICIENCY MUST 8% PRECEDED BY FULL PREFIX (BAOKW QONK CIWIA ITONENSLILEBE . | compLaTion
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG onou-nlnnlgmglm 8 AFPROPRIATE OATE
- '2) IDENTIFYING ‘
K 074 Continued From page 11 . Ko74) OTHER RESIDENTS '
a solld fabric hung dlractly below the celling. The i .
solid fabric would obstruct the spray pattern of the , HAV]NGI?EET OBE
automatic sprinklers In the event of a fire. ' X(F);gg"ll:ED BY THE
Interviews, on 11/09/11 between 1:20 PM and ' SAME DEFICIENT
2:30 PM, with the Administrator and the PRACTICE: ..
'Malntenancs Director revealed they were not \ t
aware of the requirements for proper oparations No other residents were o
of the sprinkler system and acknowlsdged that a identified as having the potential* *
solid fabric curtaln could obstruct the spray to be affected; however, on day
pattefn in the event of a fire. ‘of inspection the census was at
6l.. -
. Maintenance Manager
gﬁﬁﬁéiums- .ordered acceptable (mesh 18 .
] N [ [ |
Reference to! - inch top shower curtains) |
NFPA 13 Standard for the Instaliation of Sprinkler shower curtains on 114 1/11 |
19.3.5.5 For the proper operation of sprinkler and Un&pp rovicel oved frlom ‘
systems, cubicle curtalns and sprinkler locations curtains were rem
need to be coordinated, Improperly designed « the shower rooms on
gystems n;njlgr;it obstrulct theh?p!l;ljnl}c]lerhspf;a froTh 11/29/11 on Lincoln Lane
reaching the fire or might shleld the heat from the . . :
sprinkler. Many optlons are avallable 10 the i and Heritage Ha]l\. dSIE;} was
designer Including, but hot limited to, hanging the placed on the outside o
cubicle curtaing 18 In. (46 cm) below the sprinkier shower room doors to request.
deflector; using a %-In, (1,3-cm) dlagonal mesh staff knock to ensure no
or a 70 percent open weave top panel that ident is in shower room
extends 18 in, (46 cm) below the sprinkier -xesident is in
defloctor; or deslgning the system to have a ‘before entering on |
horizontal and r‘nlhimutrg vfertch::aFl’ :i%mg:tg t}éatrd 11/29/2011. Approved i
mests the requirements of N » Standal . e wi
for the Installation of Sprinkler Systems. The test - shower curtains will be 4
| data that forms the basis of the requirements of _installed as soon as receive :
NFPA 13 Is from fire tests with sprinkler discharge from the vendor, oo
that penetrated a single privacy curtain, , ] 124
K 078 | NFPA 101 LIFE SAFETY CODE STANDARD ko7e| ~ Continued on page-

FORM CMS-2667(02-68) Previaus Versiona Obsolelo

Evant D¢ FCE21

Facliity iD: 100181

If continuation shoet Page 12 of 20
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CE| ES
STATEMENT OF UEPICIENCIES (1) PROVIDER/SUPPLIER/CLIA £42) MULTIPLE CONYTRVGTION Y
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: A BUILDING 01 - MAIN BULONO &4
185266 B. WING
NAME OF PROVIDER OR GUPPUER STREETADDREBH, OITY, mn. P 000
101 WOODLAND
;| EzABETHTOWN NUBBING AND REHABILITATION CENTER MBETM' K aror
1. PROVIDER'D FLAN OF CORREGTION 09 ID )
| i | R | onfm [ ST, |G
1 Continued From page 12 - : :
, [ 3) MEASURES THAT - . | 4) FACILITY PLANSTO .
KO74| " WILL BE PUTINTO  KO4"" MONITOR ITS
PLACE OR ‘ C b PERFORMANCE TO
SYSTEMIC CHANGESI d -ENSURE THAT
MADE TO ENSURE | SOLUTIONS ARE
THAT THE ; g SUSTAINED AS
PRACTICE WILL: Administrator instructed the L o
.  NOT RECUR: T . Housekeeping Manager to j )
: Director of Nursing educated all | removed all unacceptable shower ;
' nursing staffon 11/28/11 and. . | curtains from the facility on -
' 11/29/2011. In addition, the

11/29/11 to the practice of

knocking on shower room doors ! Housekeeping Manager will start

before entering to ensure that no | | completing a weekly audit for the::
resident is in the shower room - ‘ week of 11/27/2011 that will

E having their personal care needs | * - | continue for [2 weeks to ensure .
for compliance with only

|
| attended to until approved '+ | i '
| 1 - acceptable shower curtains being -
1

shower room curtains are
received and installed. In y ‘utilized in the shower rooms.

| addition, Housekeeping Manager | Documentation of this audit will .
] educated his housekeepmg staff be the responsible of the
Ii to the same practice as outlined Housekeeping Manager.
| above on 11/29/11. . This Plan of Correctlor} for .
i Administrator re-educated and | | Shower Curtain COff'lphancc .
trained the Maintenance Manager ! ' | monitoring will be integrated into :‘
and the Housckeeping Manager ,' the facility’s performance .
on 11/11/2011 regarding the need | improvement quelity system
to install all shower curtains jn = | | where results will be reviewed |
the shower roomg on Lincoln : and monitored by the ¥
| Lane and Heritage Hall that have | . .| Performance Improvement |
Il the 18 inch top mesh for fire , l (| Quality Committee for ensuring |
. J . ' H. R .
FORM CME 2561 (2-05) Provious Verions Obsolets T B BARCE Faclhy D: 00161 I contfauiation choet Pago o
safety. Administrator explained ' 3 going compliance for the next |
menths. If at any time
that these were the only. ’ concerns are identified d
acceptable shower curtains for | thi ntied during
Is monitoring process, the
the shower rooms. No other type :
Performance Improvement
of shower curtains should ever to ‘ Quality Committee will be R :
wsed in the shower rooms. : ., . convened to analyze and - o ML

recommend any further © |
Interventions, as deemed
appropriate,




12/09/2011 15:18 FAX 270 737 6690

E-TOWN NURSING

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MERICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORREGTION IDENTIFICATION NUMBER:

£2) MULTIPLE CONSTRUGTION
A BUILDING 01 « MAIN BUILDING 01
B. WING '

NAME OF PROVIDER OR SUPPLIER
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KoLz SUMMARY STATEMENT OF DEFICIENCIES ] Pkowg.al. [ or aawnl TON —— o
. PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ysuAaH SIRREATIVA AST! GHGEKD‘ 8E COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG ¢ oae-wmgggg';g gY)I APPROPRIATE |  DarE
K076 T N
Continued From page 12 K K 078 ;NFP A 101 LIFE SAFETY I 1/30,2'0“
Medical gas storage and administration areas are . iCODE STANDARD:,
protectad In accordance with NFPA 99, Standards | i88=D
for Health Care Faoilities. {Medical Gas Storage
R . . CORRECTIVE :
(8) Oxygen storage locations of greater than 1Y) .
3,000 cu.fi. are enclosed by a one-hour ' -ACTION TAKEN FOR.
separation. ,, " THOSE RES&I?A‘%P;:TS
(b) Locations far supply aystems of greater than fr FOUII:: a;FC‘)ECTED BY
3,000 cu.ft. are vented to the outsids. NFPA 99 BEE >
43.1.12, 19324 THE DElélB(::IENT J.
PRACTICE: ‘
"Thiere were no specific

This STANDARD is not met as evidenced by:
Based on observation and Interview, It was
determined the facility falled to snsure oxygen
oviinders were stored according to NFPA
standards. The deficiency had the potential to .
affect one (1) of four (4) smoke compartments,
residents, staff and visitors, The facllity Is
ficensed for sixty-five (65) beds and the census
wae slxty-one (61) on the day of the survey,

residents that were cited in

the Statement of Deficienty;. .,
however, on the date of .
inspection the census was at -
61, ‘
- [ Medical Records/Supply K
Clerk removed the two O2 e- -
tanks that were store in the

02 closet by contacting the
vendor to come and got them

"

N
1

¢

|

1

l

The findings Include: on 11/11/11. |
Observation, on 11/09/11 at 2:10 PM, with the 2) IDENTIFYING ‘
Administrater and the Director of Maintenance OTHER RESIDENTS
revealed two (2) oxygen cylinders located within HAVING THE = '
the oxygen storage room, were not placed in a POTENTIAL TOA' BE !
rack to prevent falling or being knocked over and .
not separated or identified as empty or full, as AFFECTED BY THE
required by Code. SAME DEFICIENT
. PRACTICE:
FORM CMS-2667(02-65) Frevious Verslona Giaslate . Ever ID: 1FQE21 Faclllty I 100161 If contincation sheet Page 13 of 20
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. Vi
DEPARTMENT OF HEALTH AND HUMAN SERVICES b
CENTERS FOR MEDICARE & MEDICAID SERVICES - i
STATE&ENT og DEFI%ENCIES [ 3) PP;O\I'{;DE?\IBEEPPLLEP%CU.A (X2) MULTIPLY QONSTRUATIGN 8
AND PLAN OF GORRECTION IDENTYIFICATION Ni ER: A BUILDING 01 MAIN BULDING 01 ;t
1852866 8 WiNG C
NAME OF PROVIDER OR SUPPLIER . STREET AGDRENY, CITY, BTATE, 2Ip OOSK:
1101 WOODLAND BRIVR ki 42
. ELIZABETHTOWN Nugg_me AND REHABILITATION GENTER ELIZABATHTOWN, KY 4a701 L
*4) D SUMMARY STATEMENT OF DEFICIENGIES D FROVIORN'S Pw oF i)
PREFIX (EACH DEFICIENGY MUET BE PRECEDED BY FULL . PREFIX (BAGH aagnnu ASTIEN: EOlALETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ORCAB.RAN ng 'lg R L L Gy OATE
' ioiaNaY) e '
K 076 | Continued From page 13 K 076 fn“” were no speciflo N
Interview, on 11/08/11 at 2:10 PM, with the ' Tesidents that were cited in - |
Administrator and the Malntenance Diregtor, . the Statement of Defleiency; |
conflrmed the observation of tha oxygen cylinders | however, on the date of :
not being stored properiy; ‘ inspection the census wag at
Reference: NFPA 99 (1999 Edition). 61,
4-3,1.1.2 Medical '
3. Provisions shall be made for racks or g dllcca Reco;d&/ Supp % 5
fastenings to protect cylinders from accidental erk removed the two O2 e-;
damage or diglocation, tanks that wers store in the ,
8. When cylinder valve protection caps ara 02 closet by contacting the !
Supplied, they shall be secured tightly In place o
unless the cylinder Is connected for use. vendor to come and get thém ;
on 11/11/11. ;
4-3.6.2.2 : L y
2. If stored withln the same enclosure, empty ‘Continued on page 14A
| eylinders shall be segregated from full cylinders, K130 i - ,
Empty oylinders shall be marked to avold I | [ 1usoom |
cenfusion and delay If & full oylinder Is needsd .NFPA 101 MISCELLANEOUS; | -
hurrledly. Resident Room Bathroom -'
46111 " Latches/Locks o
Cylinders in service and In storage shall be 1) CORRECTIVE :
Individually securaed and located to prevent failing ) ACTION TAKEN FOR'
or being knocked ovar. i
K 130 | NFPA 101 MISCELLANEOUS k13| ~ THOSE RESIDENTS |
88=E | FOUND TO HAVE. '
- OTHER L8C DEFICIENCY NOT ON 2786 BEEN AFFECTED BY
' THE DEFICIENT
PRACTICE:
. , - No specific residents were cited
This STANDARD is not met as evidenced by: In the Statement of Deficiency =
Basad on observation and Interview, it was has having been affected; ;
determined the facility failed to maintain doors however, on the date of :
within a required means of egress, per NFPA inspe ction the census was at 61.. IL_

FORM CM&-2667(02-68) Previous Versions Obaolate

Event ID: IFCE21

Facliity tD; 100161

Maiutenance Manager removed' |
the latch locks from all the ;
. resident bathroom doors and I
replaced them with a push button -

Wwas completed on 11/22/3011,
Continued on page 15 -

locks in the door knobs, This -

* if continuatlon sheet Puage 14 of 20
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R il
DEPARTMENT OF HEALTH AND HUMAN SERVICES : e
ID SERVICES
STATUMENT OF DEFIGIENCIES ROVIDERBUPPLIERICLA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: i e
01 « GSAIN BUILDING 0% 0y r* .
185286 9. : . i
NAME OF PROVIDER OR SUPPLEIR ' ‘ ADDRSEA OITY, BTATR, ZPO0GE | :
| ELIZABETHTOWN NURSING AND REHABILITATION CENTER ‘WW‘-"‘”"’K”: or G
I - , . ELIZABETHTOWN, C B
| In PROVIDER'SE PLAN OF CORRECTION g LI MLAN
PREFX: | - CORREOTIVE SHOULD COMPLETION b &3 .
| e | c%mmwmmoﬁm ORTE | Tap %ﬁﬂu o | o
1 Continued From p;s"g'i,; ; : - il :
| corel® MEASURES THAY care| Records/Bupply clerk will ensure,
K ;‘ELL BE PUT INT ; that the 02 e-tank is stored
| SYQ’SE N?llé CHANGES : ggg:r?prietttecl)yz in th: ra‘ck inthe |
| . . ES! o 1 O2 closet, 02 vendor Is
, | MADE TO ENSURE ~delivering a storage rack to the
i THATTHE | ) facility to be placed in the 02
| ;')II{‘XICC'IEII%;TWILL | fcloset on 11/29/11. L
, NOT RECUR: 1 1 | E‘Stam‘ng for week of 11/27/2011, .
| Administrator re-cducated snd | [+ | || the Modical Records/Supply
' trained the Medical . | ‘ clerk will conduct an auditto
Records/Supply Clerk on : | -monitor 10 ensure that any O2 ¢- . .
11/11/2011 regarding the proper ' : tanks in the facility are correctly :
| " storage of 02 e-tanks, In | stored and' that appropriate o2 |
' addition, all staff were re- . company is called to plckup.the
1 | educated and trained on proper . | O2e-tank The documentation
storage of O2 e-tanks by the i | | from this audit will be the .
“ "  Director of Nursig on o F i responsibility of the Medical - |
- 11/16/2011 and 11/18/2011. .| [Record/Supply Clerk. This audit’
' 4) FACILITY PLANS TO will be completé_:d for: 12 weeks |
 MONITOR ITS Y to ensure compliance with O2 e-, |
PERFORMANCE TO | | tanks being stored correctlyin |
SOLUTIONS ARE R { This Plan of Correction for O2 e-i
SUSTAINED AS f . | tank compliance monitoring will |
* FOLLOWS: . ! ' be integrated into the facility’s | i e
Administrator mstructed C : performance improvement :
Records/Supply Clerk on - quality system where results will |
'11/11/2011to contact facility be reviewed and monitored by
vendor to request an 02 e-tank the Performance Improvement !
" rack that can be stored in the 02 "1 Quality Committee for ensuring
closet in case other O2 e-tanks ' _ on-going compliance for the next
FORM CME-2507(02-00) Provious Vorsionn Otaciete. —~ Evesd IX 1RGER) Factly I0: 100161 If continuztion shes £
Bgé.lqﬁ at the f:acility. In : 3 months, If at any tim:m e % ftpm e
ot A 2 e doitta
R | cility, . 1s monitori i
Med:c':al RecordS/Supplytélerk Perfonnlialnzzl}ﬁlgizizﬁ;g:e -
upon identifying this will call the Quality Committee will be
appropriate O2 company to come convened to analyze and
and pick this up. Until 02 e-tank recommend any further
15 picked up by the appropriate interventions, as deemed
02 company, the Medical ' appropriate. .
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185266

NAME OF PROVIDER OR SUPPLIER
ELIZABETHTOWN NURU_'SING AND REHABILITATION CENTER

op TR
STR%ET ADDRERQ, BITY, GYAYR, B COB
1101 WOCDLAND BRIVE .
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SUMMARY STATEMENT OF DEFICIENCIES

@044

pu) ID ID PRE VIBI LAl a SORRE
FREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FLLL PREFIX 'S )* “
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG QROSB-RE WD :ﬁ
K 130 Continued From page 14 K 130 I, 2) :)Dggl{ REB!?)ENT
standards. The deficlency had the potantial to i VING TH -
affect two (2) of the four (4) smoke \ HAVING THE |
compartments, residents, staff, and visitors. The POTENTIAL TO BE
facliity Is licensed for sixy-flve (65) beds and the AFFECTED BY THE .
census was sixty-one (81) on the day of the SAME DEFICIENT
surve
- PRACTICE:
The findings Include: No other residents were
Observations, on 11/09/11 between 12:30 PM identified as having the potential :
and 2:30 PM, with the Administrator and the to be affected; however, on the
Maintenance Director revealed unapproved locks date of inspection the census was
(slide bott type) were Installed on the egress side at 61, '
of all tollet room doors located within each ‘
resident room. Maintenance Manager removed ,‘
Interviews, on 11/09/11 betwaen 12:30 PM and the lateh locks fromall the . |
2:30'PM, with the Adminlstrator and the , | resident bathroom doors and '.
Maintenance Director revealed they were awars ush button
of the locks installed on the doors; hewever, they llreplaced thegl Wit]?nzgs This .
were not aware that slids-bolf locks ware locks in the door ‘
prohibited, . was completed on 11/22/2011.
Reference: NFPA 101 (2000 Edition) Continued on page 15A
19.2,2.2.4 '
Doors within a required means of egress shall not | -
be equipped with a latch or lock that requires the
use of a tool or key from the egress side. : ]
K 144 f NFPA 101 LIFE SAFETY CODE STANDARD K 144 K144 1 113072011
SS=F , : .
Generators are Inspected waekly and exercised - NFPA 101 LIFE SAF ETY
under load for 30 minutes per month In - CODE STANDARD I
accordance with NFPA99.  3.4.4.1, SS=F [
Generator/Nursing Statlon Box |
(Annunciator Panel) xl

FORM CMB.2687(02-68) Pravicus Versiona Obaolets Event.ID; 1FCE21

Faalllty 1D: 100161

Continued on page 16

It sontinuation aheet Page 15 of 20
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DEPARTMENT OF MEALTHAND HUMAN SERVICES

r_maﬁ.mmememce & MEDICAID SERVICES :
STATEMENT PROVIDWR/SUPPLIER/CLIA Pie
T DFOF DEFICIENSIES N lly (X2) MULTIPLE CORSTRIXINION

ABULDING 01 « AIN BULOINO 01
185266 B WiNe '
NAME OF PROVIDER OR SUPPLRIN STRUETADDRESS, OITY, ¥TATE, 2iP COGA
 ELD +101 WOODLAND OAVE
ELIZABETHTOWN NURBING AND REHABILITATION CENTER ZAGKTHTOWN, KY 43701
| ® PR PLAN OF QORRECTION - [ro) . PROVIDERT INAN OF CURRSCTIO
Al R TR
— Coritinued Frof page 18 : : id
K 1ao|! ,3) MEASURES THAT - - g0l | 9 FACILITY PLANS TO
_ WILL BE PUT INTO i MONITOR ITS
PLACE OR S I R PERFORMANCE TO
SYSTEMIC CHANGES R | ENSURE THAT L
MADE TO ENSURE - ; SOLUTIONS ARE
THAT THE , g SUSTAINED AS
DEFICIENT ; FOLLOWS: J
PRACTICE WILL i {
NOT RECUR: | Administrator instructed the | .
1 Maintenance Manager on \ ,
| 11/11/2011 that if any ;-
Administrator re-educated resident bathroom locks nsed?

replacement within the next '
12 weeks thet Administrator |
needs to be consulted to '

" | and trained the Maintenance j
\ ‘Manager on 11/11/2011 .

_regarding the need to replace , P .

- all lateh locks on resident | L | ensure that acceptable locks |
w o bathrGom doors with a push ~ - i are ordered and installed. .
button lock in the door knobs ' L X Oy
Administrator instructed g This Plan of Correction for L

Resident Bathroom Lock
! . compliance monitoring will be
‘ | integrated into the facility’s
| performance improvement
bathroom doors received quality system where results will -
" these new locks on ; .~ | bereviewed and monitored by
' 11/22/2011. | ‘ | the Performance Improvement
. Quality Committee for ensuring
on-going compliance for the next
, 3 months. If at any time '
J | concerns are identified during
' this monitoring process, the W

: . Maintenance Manager to
; order these and get them

installed as soon as they are ,
received. All resident ' ;

FORM CME-2557(02-8B) Previous Verslone Dbsokts Evant IDx IFCER) Focity ID: 100181 If eontinuation aheal Paga 193,6120 . .
N : Performance Improvement
; Quality Committee will be

convened to analyze and
recommend any further
interventions, as deemed

. appropriate,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES - '
CENTERS FOR MEDICARE & MEDICAID SERVICES . i K
mormer oo | R aer (T ewaron
: ' 4 01 < MAIN BULDING 01 © - E)
185266 S — C g
NAME OF PROVIDER OR SUPPLIER 47 DRERS, QITY, ATATE, 219 00"9!, £
| ELIZABETHTOWN NURSING AND REHABILITATION CENTER “MGWooDLAND DRV
* . "B A !THTch' KY 43704 b
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES b |E PROVIBAR'S PLAN © AR o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | ' AMOH [ 0 ik I} * | compLEnon
TAD REGULATORY OR L8C IDENTIFYING INFORMATION) ™ |. o ou.npume D 18 THEAFRKSRRIATE DATE
: , BEPiGNGY) T
'1) CORRECTIVE S PR,
K1 . 11/30/2011
' .' THOSE RESIDENTS °
+ FOUND TO HAVE
BEEN AFFECTED BY
, THE DEFICIENT '
This STANDARD s not met ag evidenced by: PRACTICE: ' ’
‘Based on observation and interview, It was :
determined the facliity falled to ensure emergency : )
generators ware malntained In accordance with NO sp‘ecg;io gsidents tw?re
NFPA standards, The deficiency had the cited in the Statement o
potential to affect each of the four (4) smoke Deficiency to have been
| compartments, l"98|del"l’t§;’ sta_ff,band VngDf' 8, The affec[ed; however, on the
facility I3 licensed for sixty-five beds and the o .
census was sixty-one (81) on the day of the date of inspection the census
aurvey. was at 61,
The findings Include: . . An outside vendor
Ohservation, on 11/09/11 at 2:46 PM, with the ' (VandGuard) corrected the
Administrator and the Maintenance Diractor 1ssues with the annunciator o
revealed the annunciation pa‘r;el ft%r tr'l-cla I " panel box on 11/11/2011 and ~ | -
emergency generator, located at the Heritage it has been working cotrectly )
tional, ) o . .
Hall nurses station, was ’TOt functiona since this service date, ,
Interview, on 11/08/11 at 2:45 PM, with the :
Administrator and Maintenance Dlre?toir r.evealeid |
they were not aware that the annunolation pane
did not function, A telephone call to the 2) IDENTIFYING ’
monitoring company confirmed the observation, .~ OTHER RESIDENTS !
. HAVING THE ,'
[ : E . ‘
Reference NFFA 89 (1809 Edition) | POTENTIAL TO BE, |
3-4.1,1.15 + Alarm Annunciator, AFFECTED BY THFE |
A remote annunciator, storage battery powered, SAME DEFICIENT
shall be provided to operate outside of the : PRACTICE:
generaling room In a location readily obgerved by : ’ I
operating persohnel.at & ragular work station (see
FORM CM8-2567(02-85) Previous Verelons Obsulels Event |D; 1FCE21 Faclity ID: 100181 If continuation sheet nge 16 of 20
No other residents were
identified as having the potential .
of being affected; however, on |
the date of inspection the census
was at 61.. ‘
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DEPARTMENT OF HEALTH AND'HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA P2) MULTIRLEIGONSYRUOTION
AND PLAN OF GORRECTION JDENTIFICATION NUMBER:

186266

NAME OF PROVIDER OR S8UPPLIER

5 ' D REHAB CENTER W
ELIZABETHTOWN NURBING AND REHABILITATION CEN EL DHTHTQWN, M “m

P4 ID SUMMARY STATEMENT OF DEFICIENCIES D 7 p&ww«. s V N T o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREPIX 1 { \ i+ | COMPLETWON
TAG REGULATORY OR L6C IDENTIFYING INFORMATION) TAG o ou-mlmu ” ] f DATE
‘ K 144 | Continued From page 18 K144 l‘:‘:‘ :U:BLd:hvelndor (V“nd Juar dj;
i NFPA 70, National Electrioal Code, Seation | cosrected the lssues with the
700-12.) ', | ‘annunciator pane] box on
The annunclator shall Indicate alarm cenditions of '11/11/2011 and it ahs been
;gﬁ emergency or auxillary power source as 'working correctly sinee this
ows; .
a, Individual visual slgnala shall Indicate the service date,
following: L
1. When the emergency or-auxiliary power source \ .
is operating to supply power to load :
2. When the battsry charger Is malfunctioning 3) MEASURES THAT |
b. Individual visual signals plus a common WILL BE PUT INTO .
audible signal to warn of an engine-generator PLACE OR |
alarm condition shall Indicate the following; |
.| 1. Low lubricating oll pressure ;‘ngE MIC CHANG]LS} .
2, Low water tomperature (below thase raquired TO ENSURE |
in 3-4.1.1.9) THAT THE
3. Excessive water tamperature DEFICIENT
4, Low fuel - when the maln fuel storage tank . PRACTICE WIL,
containg less than a 3-hour operating supply . L
6. Overcrank (failed to start) NOT RECUR:
6. Overapeed : 4
Where a ragular work station will be unattende: © Admini .
periodically, an audible and visual derangement d(;'nm‘l Strgtor e etliucated _
signal, appropriately jabeled, shall be established and trained the Maintenance ' |
at a continuously monitored location, This - Manager on 11/11/2011
derangement signal shall activate when any of regarding the annunct
the conditions In 3-4.1.1.15(a) and (b) occur, but |, ToBAIding the nnunciator
need not display these conditions Individually, ‘Continued on page 17A
[110: 3-5.5.2] ‘
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 . , 1
88=F ' K147 ( 11302011
Electrical wiring and equipmant lg In accordance SS=F ‘ ; .
with NFPA 70, National Elgctrical Code. 9.1.2 il
. NFPA 101 LIFE SAFETYI
CODE STANDARD ,
Electric Wiring and
Equipment .
FORM CMS-2567(02-98) Freviaus Versions Obsolste Evenl iD11FCENN Faeliity 1D: 100181 If continuation sheet Page 17 of 20

Continued on page 18
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X2) MULTIFLE CONSTRUCTION ,
ABULDING 0 « MAIN BLILGING 0
A WING '
. |STREKTADORRSS, ONTY, DTATE, Bt 00O
| ELIZABETHTOWN NURSING AND REHABILITATION CENTER i, oavl
. ELIZABETHTOWN, KY 48701
PR'IIEJFIX ' mwgnon SHOULD BE euuglgmu o 06
TAG CAOB REPERENCED 10 T APPROPRIATE oz | Tae
i PEFICIENGY) '
< .14'4 l[:gox.ltinued From page 17 Kaal | Cnytimo it ds not, Issuss with’
" panel box and the purpose of . ;mlgdl?atcf rrelo tec{l:ld N
it being located at the nursing o ’ Maint asey. Mn addition,
station, Director of Nursin : st Proveser will
| re-educated and trained g - add this the Preventive . |
' licensed nursing Staffeon ; , Mamt_ene.nce Schedule for
11/28/11 and 11/29/11 of the on-going monitoring to _
" purpose of the anuncia ! | ensure th{s annunciator panel :
panel box at the Herita;eor . : box remains in operation, [
: Hlalll n&rsing station and that :
When the alarm comes on that = | | This Plan of Correcti &
the Maintenance Manegor $ Plan of Correction for .
Director of Nursing an?i ’ il Annu.rfcxator Pan.e ; _B_ox i o
Administrator need ’t ob | _comphanc? monitoring will be
notified immediogel bee . integrated into the facility’s :
the gencramtomrl s not Y because . performance improvement o
when it needs o b Tunmng | quality system where results will -
L 0 be. ; i" be reviewed and monitored by
4) FACILITY PLANS TO! $ ' the Performance Improvement . -
~ MONITORITS .= - Quality Committee for ensuring -
PERFORMANCE TOQ ! on-going compliance for the next -
e ENSURE THAT . 3 months. If at any time
; W, SOLUTIONS ARE | | : concems are identified during
o SUSTAINED AS | this monitoring process, the
-.  FOLLOWS: . Performance Improvement
|- Quality Committee will be C
Maintenance Manager will | j convened to analyze and
check the annunciator panel | i recommend any further |
box weekly for the next 12 J : interventions, as deemed i
weeks to ensure that it is | appropriate, !
working correctly. If at ;’
FORM CMS-266(02-5) Provious Versiana Ohsolete Evem ID:1FCE2}  Fadlity i9: 100161 i éonunuauon siieet Page 1'7";‘1 20
—
§
g
i
|
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GENTERS FOR MEDICARE o er
[STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPUER/CLIA : Ipumuemu x2) D LETED
AND PLAN OF CORRECTION \DENTIFIGATION NUMBER: 0% » MAIN BUILDING 01 ‘
185266 B WIN e 111092011
T /REET ADENRER, OITY, BTATS, ZIP GOOE
NAME OF PROVIDER OR SUPPLIER [ ﬂq\ e 8 omy, ¥
~ ELIZABETHTOWN NURSING AND REHABILITATION CENTER * alloABBTHTOWN, KY 42701
' T PROVIDERE PLAN OF OORREQTION T oo,
ok L PREDRDED 2Y FULL oo 17 (mAOK SGNREOTIVE AGTION GHOULD BE | couwmiTion
Pﬁfgx REG&?&?&%&?&E&‘?&?&G INFORMATION) TAG orﬂoau-nur M&n&&ﬁ%m& APPROPRIATE , oA
. <147/ CORRECTIVE | 3monon
K147 Continusd Fror? p2go . " ACTIONTAKEN FOR
This STANDARD Is hot met as evidel_wced by: THOSE RESDIENTS
Rased on observation and Interview, it was .
determined the facility fafled to ensure electrical l‘ FOUND TO HAVE
whing was maintalned according to NFPA ' BEEN AFFECTED BY
standards. The deficiency had the potential to ' THE DEFICIENT
affect each of the four (4) smoke compartments, p
residents, staff, and visitors. The facliity s n RACTICE: o
licensed for sixty-five (85) beds and the census | Maintenance Manager removed
was sixty-one (81) on the day of fhe sunve). " the extension cord that was used |
 to power a television on |
The findings inciude: 11/11/11. . .\]l
Observations, on 41/09/11 between 12:30 PM o v '| :
and 3:30 PM, with the Administrator and the _.antenan.co Mma&m remo edd ,,
Director of Maintenance revealed; ‘the extension cml')c} fat wa.z1 1::::0 N
to power a portable ah an !
1)  In Resldent Room 28, an extenslon cord OXyEEn CONcentrators that were
was ueed to power & television. . 4 into sirins in
2)  InResldent Room 24, an extenslon cord plugge into power strip 4
was usad to power a portable fan, Two (2) oxygen Resident Room #24 on 11/11/11.
concentrators were . :
plugged into power strips, ‘ . K
3)  In Resident Room 21, an alr conditioner, & Maintenance Manager cc?rrectcd | .
television, and medical squipment were plugged all medical equlpmen‘g, ar ¢ 1
L"‘)m B dsm't:hoo 22 medical equipment conditioner, and television that -
n Res'den m £ into & power stri ‘
was plugged Into a power strip. ?’eglp'l:ggeﬁ m #g‘; h P |
5) Inthe Kitchen, a coffee maker and a meat in Resident Room n
slicer were plugged Into power strips. 11/11/11. These items are
6) in the Laundry Room, two (2) pumps for the plugged in wall outlets.
washlng machines were plugged into power :
strips, o
) ps;ln Resident Room 18, n air conditloner was ‘Maintenance Manager n?moved
gluggledéntc‘o or te;tenakncorg‘ danda the power strip that medical
n Residant Room 74, & beC &% i lugged into in
refrigerator were plugged Into a power strlp. equl_pmcnltlwas I; Zgzgon AL
8) In Resident Room 9, medical equipment Resident Room ;
FORM CMS-2687(02-00) Previous Varslons Ohaclale Event JD: 1FCE21 Fuchity 10: 100161 if continuation shaet Pags 18 of 20

. maker, and meat slicer being

Maintenance Manager corrected
the problems in the kitchen with

appliances, commercial coffee |
[

plugged into power strips by
removing the power strips on
11/28/2011.
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CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFIGATION-NUMBER;

0<2) MULTIFLE CONSTRUATION

\

A BULOING" 09 + MAIN BUILBING 81
185266 B WING__ :
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, OITY, &1‘..«1'!. TP 6B
1101 WOQDLAND DR .
ELIZABETHTOWN NURB!.NG AND REHABILITATION CENTER ELIZABETHTOWN, KY #4701 '
87 OF IENGIES PR BF SERRNS T
;%’.3& (EAtfl-I{J gglgglvENc?{TlﬁggTNEE PI?EEgIIE%ED B'Y FULL pngle émﬁ\é'gsfl'n’ ,'T ¥ ( : ZyoOM%aalrwN
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROBS-RENURE ; IO L pare
' Maintenance Manager corrected - -
K 147 | Continued From page 18 - K147/ the problems in the laundry room/
was plugged Into a power strip. ; ;
10) In the Adminjstration Offlce, an air ?vith two P“n;l” gemﬁ Plufﬂw L
conditioner was plugged Into a power strip. into power strips by removing P
11) In the attic spece, there were opan elsctrical -the power strips on 11/28/2011,
Junetion boxes located near the smoke partitions, :
12) In the designated smoking area, located ; :
outside of the Kitchen, substandard electricsl Mamtenarfce Manager r er'noved |
wiring was used to power 'the extension cord in Resident -
the disconnect switches for the alr compressers, Room # 16 where the air !
‘conditioner was plugged into on
. . |
Interviews, on 11/08/11 between 12:30 PM and /nn, i
3:30 PM, with the Administrator and the i
Maintenancs Dlrech‘or revegled %ey were not 'Maintenance Manager removed | -
aware of the extension qords and power strips : . . .
belng misused. They were also not aware of the . the power strip in Resident Room
open electrical junction boxes located in the attic # 14 where the electric bed and
space, and the substandard slectrical wiring resident refrlgerator were
used to power the disconnact switches for the alr plugged into a power strip on
compressors 11/11/11.
‘ ' Maintenance Manager removed
Reference: NFPA 99 (1989 edition) the power strip in Resident Room -
3-32.1.2D # 9 where me.dical equipment ‘
' : was plugged into the power strip
Minimum Number of Receptacles, The number on 11/11/11, ‘
of receptacles shall be determined by the
intended usge of the patlent care area, There shall .
be sufficient receptacles located so as to avold Maintenance Manager unplugged |
the need for extension cords or multiple outlet the air conditioner in the ;
adapters. Administrator’s office and :
_plugged it into a wall outlet. ' \
'This work was completed on . |
370.28(c) Covers, 11/30/11. "
FORM CMS-2867(02.09) Provious Versigna Obsolote Event 1D; 1FCE21 Fadlity 1D; 100161 If continuation sheot Page 19 of 20

Majintenance Manager worked |
with an outside electric vendorto |
cap the open junction boxes in

the attic located near the smoke !
partitions. This work was .
completed on 11/29/11,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES i =.}‘iﬂl :
CENTERS FOR MEDICARE & MEDICAID SERVICES i
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ‘
AND PLAN OF CORREGTION | IDENTIFICATION NUMBER: ABULDING 04 - MAIN BUILDING 01 ,
185266 B, Wike o :
NAME OF PROVIDER OR SUPPLIER ' S8TREET ADDRESS, GITY, 8TATH, Z/P 0008 P -
; 1101 WOODLAND DRIVE i i
ELIZABETHTOWN NURSING AND REHABILITATION CENTER ‘ ELIZABETHTOWN, KY 43701 5 L_.{-;gé, a3 1
: \ ) : AR'S PLAN O C B :
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVID il W
EFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORREQTIVEAQTI ; sl
P R‘EGE’EA%R%R LSG IDENTIFYING INFORMATION) TAQ CROSS-REFERﬂg'O'l’g';g AP g JC
. ' Ui
' | Maintenance Manager worked | |
K147] o
K 147 | Continued From page 19 : with an outside electric vendor to
All pull boxes, junction boxes, and condult bodles , ! bstandard el ol
shall be provided with covers compatible with the | - | correct substandard- electrlo
box or condutt bady construction and suitable for |, wiring located outside kitchen
the conditions of uss, Whera metal covers are area. This work was completed
used, they shall comply with the grounding on 11/29/11 |

requirements of Section 250110, An extension
from the cover of an exposed box shall comply
.| with Section 370-22, Excaption. ‘ |
| : 2) IDENTIFYING ;
; OTHER RESIDENTS |
: HAVING THE .
|' POTENTIAL TO BE
' AFFECTED BY THE
' SAME DEFICIENT
PRACTICK:

Maintenance Manager completed

2 100% audit of all facility
resident rooms, facility common
areas, and facility offices to ,
ensure that all multi-adaptors that |,
were installed to electric outlets
were.removed on 11/28/2011,

‘ Maintenance Manager completed F -
a 100% of all resident rooms, '
facility common area and facility i
offices to ensure that no :
extension cords were beingused I -
on 11/28/2011, |

FORM GMB-2687(02-0%) Pravious Vordons haciot Event ID; FCE21 Fasilty 10: 100161 't continuation shest Page 20 of 20
Maintenance Manager completed

. 2100% of all resident rooms,
facility common areas and
facility offices to ensure that
power strips were being used :
Properly, where acceptable for |
use

Continued on page 20A |

L.}
Y
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PR%ESA;}’%‘:)RVOE“I;
CENTERS FOR MEDICARE & MEDICAID SERVICES . ND. 0f
STATEMENT OF LEFICIENGIES (X1) PROVIDER/SBUPPLIERICUA {%2) MULTIPLE CONSTRUCTION ' %) DATE SURVEY
AND PLAN OF CORRECTION ENTIFCATION MUMEER: JnoloNe 01 AN BUILDING o1 COMPLETED
185266 8. Wiy
NAME OF PROVIDER OR SUPPLIER {8 Acongen, iy, sTATE, ZiR 00DE
. | 1164 WOODLAND DRIVE ‘
) ELJZABETHTO” wunungme ANP R.EHABII.IITM'ION CENTER LIZADETHTOWN, KY 43701
D " PROVIDER'S PLAN OF GORREGTION po —(UREE T PROVIDEN® FLA OF
‘ GOMMLETION . i M GORRT
Sl JE
K a7 Continued From page 20 : 3) ME $SURES THAT
|Maintenance Manager completed . WILL BE PUT INTO
:a 100% of all resident rooms to’ | ] PLACE OR .
"ensure that all medical f SYSTEMIC CHANGES . |
‘equipment, electric beds, and ! MADE TO ENSURE '
‘resident refrigerators were ' / THAT THE
plugged directly into eleciric wall . DEFICIENT |
‘outlets, not power strips or ggé;(igcﬂl WILL {
extension cords. This was ; CUR:
completed on 11/28/2011 . Administrator met with the ;
1

Maintenance Manager completed :
;2 100% audit of all resident
rooms, facility common areas, |
and facility offices (especially
« | Administrator’s Office) to ensure
o that air conditioners were

plugged directly into electric wall : ‘
outlets, not power strips or
extension cords. This was
completed on 11/28/2011,

Maintenance Manager completed -
an audit in the facility kitchen to
ensure that appliances,

commercial coffee pot, and meat

;  slicer were plugged directly into -

5 electric outlets, not.power strips

| on 11/28/2011,

|

Maintenance Manager on
11/10/11 to provide training
to him regarding issues with 4
all medical equipment, o
electric beds, air '
conditioners, multi-adaptors, i
extension cords, power strips,|
and resident refrigerators.
The training consisted of the |
following: No medical ]'
equipment, kitchen i
appliances, commercial ‘
coffee pots, meat slicers, air
conditioners, resident
refrigerators can be plugged
into power strips or multi~
wall outlet adaptors. All of
these issues must be
corrected and that auditing
. and monitoring for ’: T

W ~- VN
"TFORNS CMS-2887(112-08) Previoirs Viarsona Obsolblo Event ID: 1FCE21 FacRy 1D: 100161 If continuation sheet Page 200120
’ | compliance for this needs to e
All of the above was re-checked f be as outlined: for the next 4 |
by the Administrator on ’ weoeks there will be daily ‘

11/30/2011 and no deficient
practices were found. All .
medical equipment, clectric beds,
air conditioners, and resident
refrigerators were all plugged’

into electric wall outlets.

(Monday — Friday) auditing

. of all resident rooms, offices, -
kitchen, and other faculty
common areas to ensure for
compliance of the above.

Continued on page 20B
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

DICARE & EDICAID SERVICES

STATEMENT OF DEFIBIENGIES
AND PLAN OF DORREOTION

{X2) MULTIPLE CONSTRUCTION
- |A Bunoing

01 - MAIN BUILDING 01 -

185266 B WING
NAME OF FROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, ZiP GODE
. ELZABETHTOWN NURBING AND REHABILITATION CENTER m;‘;,‘;‘gm"‘ﬁ o
o Roven PLAN OF CORRECTION | o - FROVIDER'S PLAN GF CORRE
K 147|Continued From page 20A: | K 147 j‘Any issues found wil] be .
Any issues found ‘will be ? ‘immediately corrected, |, |-
| immediately corrected, i documented, and reported to
 documented, and reported to | the Administrator, In
'the Administrator. After this , ’ jaddition, after this 12 weeks
initial auditing, the ! ! of intense monitoring,
Maintenance Manager will | | Maintenance Manager will
reduce the auditing to 3 times ; . f place this audit on Prevantive
weekly for the 8 weeksas : Maintenance Schedule for
outlined above. .| weekly anditing. '
+ This Plan of Correction for o
. Electric Outlet Plug Compliance - |
:4) FACILITY PLANS TO monitoring will be integrated into. ‘
| © MONITORITS the facility’s performance -
e PERFORMANCE TO ; improvement quality system
& ENSURE THAT ! where results will be reviewed
"+ |'  SOLUTIONS ARE 4 and monitored by the :
SUSTAINED, AS - ¢ i Performance Improvement
FOLLOWS: Quality Committee for ensuring
-on-going compliance for the next |
Maintenance Manager will - |3 months. If at any time !
conduct daily auditing concemns are identified during |
' (Monday - Friday) for 4 this monitoring process, the ,l
weeks and then three times Performance Improvement |
weekly for the next 8 weeks | Quality Committee will be
to ensure that resident rooms, convened to analyze and
| -offices, kitchen, and other recommend any further
| common areas in the facility interventions, as deemed
! are not using power strips or : 'appropriate «
' ~multi-adaptors improperly: L
"~ FORM OMB.2507/(0-50) Pravious Vordioms Goactemm T Event(D:RGEZ( | Foclty (D: 100162 If continuatiaa shest Page 20 of 20
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