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A standard health survey was conducted on
03/12-14/13. Deficient practice was identified at
"D" javel, _
F 2531 483.15(h){Z} HOUSEKEEPING & F 253
$S=0 ; MAINTENANCE SERVICES
The facility must pravide housekeeping and 253

by

The findings include:

maintenance services necessary t¢ maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced

Based cn cbservation, interview, and review of
facility polivies, it was determined the facility
{alled to provide housekeeping and maintenance
services to maintain a sanitary, orderly, and
cumfortabie interior. Observations during the
-environmental tour on 03/12/13, 03/1313, and
(33/14/13 revealed the vinyl covering on the
arrresis of the wheelchairs ufiized by Resident
#7 and Resident B'were cracked and in need of
repair. The men's and women's shower stalls on
the West Wing had a biack "moid-like” substance
in the tile grout on the walls and around the
baseboards, and the emeigency "crash cart” {a
locked cart that contains medications/equipment
used in medical emergencies) on the YWest Wing
‘had a layer of dustdirt under the cover-on all of
e equipment that was availablé for use in the
‘eventof an emergency.

1. A review of the weekly clearning schedule for
1 the "crash cart” located on the West Wing
redie Iad the carts were to he cieaned daily-and a.

1, Reésident#1 and

Résident B vinyl
arm rests were
replaced or
03/17/13 by
Maintenarce
Superyvisor and

Therzpy supetvisor.

Crash cart located
on west wing was
cleaned by
Housekeeping
Supervisor on
03/17/13. West
Wing shower
rooms were deep
cleaned on
03/16/13 and

03/17/13 to ensure

no “mold-like”
substance was

present'on the grout
of the wali tiles and

Baseboards of the
shower stalls.

=y

LABORATDR GR S OR PROVIE SUP IER REP;] NTATNE‘S SISNATURE

Any c%eﬁc«ency sfaté'nent ending wﬂh R asui.dgk {") dencles & defnaency ‘which the Institution may be excused from correcting providing #is defermined that
other safspuards provide sufficlent pratectiod to-the. patients.. {See.instructions.) Except for nursing homies, the findings siated above are disclosable 90 days
foiowing 1he date of survey whether.or not.a pian of corfection is providad, For nursing homes, the.above findings and plans of comection arg disclosable 14
days foliowing the date these documerts are made svaliahie to the tactity, i ceficiencies are cited, an approved pian of carection i§ requisiie iu conlinued

progreum parlsc!paucn
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Unit Manager was o chack the emergency cart
weeakiy for cleaniiness anid supplies.

Interview with the Director of Nursing (DON) on
03/14/13 at 3:30 PM revealed it was the -
responsibility of the day or riight shift Charge
Nurse ar the Unit Managers {o menitor the
emargency drug carts on a weekly basis,

Observation on 03114/13 at 3:15 PM of the

-emergency cart on the West Wing revealed a

layer of dust/dirt on the emergency equipment
that was available for resident Use in the event of
an emergency.

inferview with Registered Nurse {RN)#1on

03/14/13 at 3:45 PM revealed the emergency

“crash cart” wes to be cleaned ddily as par ofthe

duties of the nurses; however, RN #1 stated she
thad just been checking that the equipment was in
place and not lifting the cover to clean. -

Interview with the Weast Wing Unit Managér on
D3/14/13 at 3:45 PM revealed the. day shift RN
was tocheck the emergency carts,  The Unit
Manager said she did not reutingly check the
"crash cart” on hey weekly monitoring-rounds to
ehsure the cleaning had been compleied.

2. According to a signed statement on 03/14/13
by the Administrator, thers'was no writien policy
related fo cleaning of the shower room; however,
the Administrator noted there was-a calendar-
iocated in the housekeeping office that had a note
written on it to remind housekeeping staff to clean
the shower rooms weekly.

Observation on 03/13/13 at 8;45 AM of the West
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F 253.| Continued From page 1 F 283 2. All wheelchairs

in the facility were
shecked by
Administrator and
Maintenance
Supervisor on
03/17/13 to identify
if any other areas of
CONCETNS Wwere
present with any
equipment in nead
'of repair. Any
issues identified
were itnmediately
corrected. Crash
carts on.East and
West unit was
checked by
Administrator on
03717713 and again
on 04/05/13 to
identify if any
cleaning issues
were Identified with
the cart and/or
equipment. Any
issues: were
inmediately
corrected.
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grout of the wail tiles.and baseboards of the
shower stalis. -

Interview with Housekeeper #1 dn 03/14/13 at
245 AM revealed she cleaned the outside of
resident roorms and thie front iobby; however, she
was not.assigned o cleanthe bathrooms or
showers.

Interview with Housekeeper #2 on 03£14/13 &t
2.55 AM revealed sha cléaned the resident
tooms, shower rooms, and shower stalls ona
daily basis. Housekeeper #2 said she had
cleaned the sHower stalis on the West WWing, and
had nefjced the black “mold-like” substance in the
tite grout, but had net atfernpted ‘o clean-the
grout:

interview with the Housekeeping/Laundry
Supervisor on 03/14/13 at 10:05 AM revealad she
monitored the shower rooms for cleantiness on g
weekly basis on Fridays. The Housekeeping
‘Supervisor stated she had noticed the black
"moic-ike” substance on the West Wing shower
shalls on Friday {(03/08/13):and stated the
housekeepers cleaned the shower rooms daily
with Virex. However, according to interview, the
Housekeaping Supervisor:had not monitored the

| shower rooms. to ensure staff had cleaned the

black "mold-like" substance from the grout.

3. Interview with the Maintenance Supervisoron
0371415 at 10:00 AM revealed although there
was not a specific policy rsiated to the
maintenance and repair of wheelchair armrasts,
facikty staff was to notify the Maintenance -

cleaning schedule
of the shower’
rooms and crash
cart on 03/26/13,
An in-service wilf

service Training
Director and/or
Maintenance
Supervisor for all.

to educate to
complete work
order for any
repairs needed

by 04715/13 ta
include
wheelchairs.

4. An‘audit of all
resident equipment
Anfhe center will be
completed 2 times a
‘week for 6 weeks,
and then monthly
for 3 months by
Administrater to
ensure work orders.
ars completed and
N0 equipmient
incheding
wheelchairs are in
-need of repair.

be conipleted by In-

staff on work orders

through-out center

STATEMENT OF DEFICIENGIES 1) PROVIDER/SUPFLIER/CLIA {X2} MULTIPLE CONSTRUCTION {%2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILOING COMPLETED
185339 B. WING 031412013
KAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP.CODE
: 471 BERTHA WALLACE DRIVE
IRVINE NURSING AND REHABILITATION CENTER : o o
: : - j IRVINE, KY 40338 }
(X3 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S FLAN OF CORRECT 348 Py
PREFIX (FACH DEFICIENGY MUST BE-PRECENED BY EULL PREF{X {EACH CORRECTIVE ACTIGN SHQUL, 5 BE COMPLETION |
TAG REGULATORY OR LEC iDENTIFYING INFORMATION) TAG ‘TROSS-REFERENGED FO THE ARPR: PRISTE DATZ
DEFICIENCY)
. 3, In-service was
F 283 Continued From page 2 F 253 ;'Oin.pietad ?Df' all
Wing men's and women's showsr rooms : HQU-SER%}E mg, staff
revealed ablack "mald-like" substance on tha .by Ho{_lsﬁ teeping
g, supervisoron
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_ Environmental
F 253 | Cantinued From page 3 F 253 rounds are to be
Dapartment of needed repairs by complefing a completed 2 timies 3
“work order and placing the work ordar in a "bin” week for 12 weeks
located across from each nursing statior. in then monthiy
-addition, according to the Maintenance ongoing by
Supervisor, wheeichairs werg fo be checked by Adnunistrator/Hous
the Maintenance Depariment weekly when ‘ekeeping siipervisor
-making rounds, 1o ensure
environment is
Obsendation during the inifial touron 03/12/13 af clean, safe and
10:30 AM revealed the vinyi covering of the sanitary. Crash
;;ﬂre;t; on f_ae whesszic_haursku‘tc;jh’zegf by Rescildefnt carts will be andited
{ép-gir; esident B was cracked and in need o by Unit Managers
i weekly for 12
“The Maintenance Supervisor staked on'03/14/13 weeks, then txﬂf’zce
at 1000 AM he had not received any wark orders monthly ongoing to
for the cracked wheeichair armrests for Resident ensure they are
#7 or Resident B and had not abServad the cleari and hiave all
covering of the wheelchait armresis to be equipment, Charge
cracked when weekly rounds were conducted, aurse on 1% shift is
to-audit-crash cart
daily to ensure cart
is clean and
equipment is
avaiiahle and sign
off 'on sheet located
at nurses station
validating they 04120413
have been checked.
4. Results of audit
will be reviewed in
QA meeting
{consisting of
DON, ADMIN, 55,
HK, Mairttenancs,
ACT, DM) to
identify needed
changes to the plan
and validate
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PREFIX
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COMPLETION
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NITIAL COMMENTS

| CFR: 42 CFR §483.70 (a)

BUILDING: 01
PLAN APPROVAL: 1585
SU RVEY UNDER: 2000 Existing
FACILITY TYPE, SNF/NF

TYPE OF STRUCTURE: Twe stofy, Type 111
(2113

SMOKE COMPARTMENTS: Five

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM :

FULLY SPRINKLERED, SUPERV! SED (DRY
SYSTEM)

EMERGENCY POWER: Type !i Diesel generator

Aiite safety code survey was dnitiated and
conciuded on 03/13/13, for compliarice with Title
42, Code of Federal Regulations, §483,70 ().
The fagility was found not fo be in compliance
with NFPA 101 Life Safety Coede,; 2000 Edition.
The census on the day of the survey was B5.
The facility is licensed for 88 beds,

Deficiencies were cifed with the highest
deficiency identified at "F* level,

| INFPA 101 LIFE SAFETY CODE STANDARD

Don}r% protecting carridor openings in other thaen

K 000

K018

LABORA"{ORY

ARBCTOR'S OR PROVI oE

UER REPRES TIVES BIGNATURE

KBy DATE

Y53

O

Any def\a’tﬁ, statemént ending with-an asterisk {'{) denoles deﬁcsenn.y which the.instifution may be excused from cerrecling providing it is-determined that
aiher safeguards provide sufficient protectlon tc'the patients . (See insfructions.) Except for nursing homes, the fndings stated above are disclosabie 90 days
foliowing the date of survey whether or nat a plan of correction is. provided. For nureing hemss, the above findings and plans of correction are disclosabie 14
‘déys following the date thess datiinents are made avaliabie to the faclity, If deficiencies are cited, an approved plan of sorrection is requisite to continued
program participation.
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The findings include:

Observation an 03/13/13 at 11:00 AM, reveaied
the corridor doors to resident rooms 201, 203,
205,.and 210 bad & gap arger than one-half
inch, The findings were confirmed with the
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oy ip SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION ey
PREFIX {EACH DERICIENGY MUST BE PRECEDED BY FLiL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETEON
TAG REGULATORY OR LSCIDENTIFYING {NFORMATION) TAG CROSSREFERENGED TO THE AFPROPRIATE DATE
. DEFICIENCY)}-
K018 Continued From page K 018
required encusures of vertical apenings, exits, ar
hazardous arsas are substantial doors, such as K018
those constructed of 134 inch solidbonded core
wood, or capabie of resisting fire for at ieast 20: 1. ResimeENT rodms 201, 203,
-minutés. Doors in sprinklered buildings are only 2035 AND 210 CITED FOR GAP
required to resist the passage of smoke. There is WHEN DOOR 16 CLOSED LARCER
neo impediment to the closing of the doors, Doors THAN CHE-HALF iNGH.. DOORS
are provided with @ mears suitable for keeping’ WALL BE ADAUSTED EY
the door closed. Dutch doors meeting 19.3.6.3.5 MamTENANCE DIRECTOR TC
are pefmited.  19.3.6.3 ENSURE THAT THE REQUIREMENT
"GF LESS THAN ONE-HALF INCH.
Reller fatches are profiibited by CMS regulations ) oS EMOENTEY 04720113
in all health care faciiities. - PLIDUCKTONWILLBE
: COMPLETED BY ADMINSTRATOR
FOR MAINTENANCE STAFF THAT
AL DOORS MUST MEET GAP
REQUIREMENT AS EVIDENCED BY
NFPA 8C 8v 04/15/13
2. ANAUDIT OF ALL DOORS I8 THE
CENTERWIT L, BE GOMPLETED BY
FAAINTENACE DIRECTOR WEEKLY
FOR B WEEKS TO BEGH ON
04/08/13, THEH MONTHLY TO
ENSURE BUILDING HAS NoT
This STANDARD s not met as evidenced by: SETILED AND GAP IN DOORS 1§
Based on observation and.interview, & was NOT GREATER THEN
| determined the facility failed to ensure corridor . REQUIREMENT.
room doors would resist the passage of smoke, 4. RESULTS OF AUDIT FINDINGS
according to Nationai Fire Protection Assoclation WILL BE REVIEWED I MONTHLY
(NFPA) standards. The deficiency had the CUALTY IWFROVEUENT METING
potentiai to affect one smoke compartment, eight ﬁGR‘_\DDmON?'ANWOR H'f 7o)t
residents, staff, and visitors CHANGES TOTAE PLAN.
lents, . . : 5. COMPLIANCE DATE 04/20/43
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X4y 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIFNCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

D PROVIDER'S PLAN OF CORRECTIDN

)
PREFIX {EAGH CORRECTIVE ACTION SHOULD 8E COMPLETION
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"DEFICIENCY)

K.01B

K029

Continued From pagé Z
Maintenancs Director.

interview on 03/13/13 at 11:00 AM, with the
Maintenance Director, revealed the building is

1 settling due to age and the doors had gaps

possibly dus to the settling of the building.
Referenice: NFPA 101 (2000 Edition).

18.3.8.3.1* Docrs protecting corridor openings in
otner than required erclosures of vertical
openings, exits, or hazardous areas shail be
substantial doors, such as those constructed of
1374-in. {4.4-cm} thick, solid-bonded core waod or
of constrdction that resists fire for not.jéss than
20 minutes and shall be constructed fo resist the
passage of smoke. Gompliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shalf
nocl be reguired. Clearance hetween the botiom:
of the door and the floar covering not exceeding ¢
in. {2.5 cm) shalt be permitted for corridor doars.

Exception No. 1: Doors to tollet rooms,
bathrooms, shower rooms, sink Ciosets, and
simitar auxiliary spaces that do nof contain
flammable or combusiible materals.

Exception No, 2: In smoke compartments
protected througheut by an approved, supervised

1 automatic- sprinkier system in accordance with

18.3.5.2, the door construction requirements of
19.5.6.3.1 shall not be mandatory, but the doors
shali be consiructed o resist the passage of
smoke.

Survey and Certification letier from Centars for
Medicare & Medicaid Services: §7-18
MNFPA 101 LIFE SAFETY CODE STANDARD

K078

K028

FORKW CMS-Z557(D2-99) Pravious -Versinﬁs Obsolete Everit iB: VaRIZ1

Focilty D 100637
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iy 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION sy
PREFIX [EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATIGN) THG CROSS-REFERENCED TG THE APPROPRIATE BATE
DEFICIENCY)
K029 | Confinued From page 3 K028
-85=D
One hour fire rated construction (with 34 hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1 K02 .
. : . 1. LINSEALED PENETRATION AROUND A
and/er 19.3.5.4 protects hazardous areas. Yvhen . S - i .
1 the approved auteratic fire extinguishing sysiem PIEGE OF CONDUIT INTHE MECHANCAY, ROOM :
o . ; WAS REPAIRED BY DUTSIDE CONTRACTORON
aption is used, the areas are separated from. 0410343 : : T
other spaces by smoke_re—szfsﬁng partitions.and 2, AN AUDIT OF FACILTY WILL BE CONDUTED
doors. Doers are self-closing and non-rated or B MANTENANCE SUFERVSOR BY D4/20113
fieid-applied protective plates that do not exceed TO IDENTIFY JF ARY-OTHER AREAS ARCUND
| 48 inches from the bottom of the door are CONDUT VEOLATE THE PENETRATION G
permitted.  19.3.2.1 SMOKE BARRIERS IN ACOORDARCE WITH
B8.3.6. ANY ISSUES IDENTIFIED WiLL 8E
CORRECTED IMMEDIATELY.
3. AN AUDIT WILL BE COMPLETED MONTHLY
-ONGOING TOENSURE THAT ANY WORK
N COMPLETED BR REQUIRED ARCUND SMOKE
This STANDARD s nof met as evidenced by: BARRIARS ARE SECURE PER REGULATION,
Based on-observation and interview, it was 4, RESULTS OF AUQIT WILL BE REVIEWED IN
determined the facility fafied to ensure hazardous THEMONTHLY QUALITY IMPROVEMENT
areas were maintained according fo National Firg COM?WEE FOR 2 MONTE:S I-O ENSURE NO _
Protection Association {NFPA) standards. The gEg;;?:LS}:NRfEN; ilfg Jg&;gpm' 4{20! i%
deficiency had the potential to affect two smoke B C '
compariments, eight residents; staff, and visitors.
i The findings intlude:
QOtservation on 03/13/13 at 11:50 AM, revealed
the Mechanical Room-{containing fuel-fired water
heaters} on the Graund Levei Flodr contairied an
unsealed penstration around a piece of conduit,
Further observation revealed the Mechanicat
Room (containing fuel-fired water heaters)
jccated on the Lower Level Floor contained four
unsealed penetrations from conduit, Penetrations
tocated around.conduit must be sealed to resist
the passage of smoke. The observations were
confirmed with the Maintenance Direstor.
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PREED {EACH DEFICIENCY MUSTBE PRECEDED BY FLIL PREFIX {EACH CORRECTVE AGTION SHOULD B2 COMPLETION
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DEFICIENGY) :
K 029 Continved From page 4 K 029
Interview on 03713143 af $1:50 AR, with the
Maintenance Director revealed he had never
noticed the penatrations around the condiit.
located in the Mechanical Rooms,
K 104 NFPA 101 LIFE SAFETY GODE STANDARD K104

535=F .
Penetrations of smoke barriers by ducts are.
proiectad in aceordance with 8.3.6.

This STANDARD s nat mef as evidenced by:
‘Based on ebsesvation, record review, .and
interview, it was determined the facilify filed to
ensure documentation showing fusible. inks
located in the HVAC system were chariged,
according fo Nationat Fire Protection Association
{NFPA] standards. The deficiency had the.
potential to afféct four smoke comparnments,
eighty-eight residents, staff, and visitors,

The findings Include:

Obsetvation on 03/13/13.at 3:00 PM revealed the
facifity had a folal of four fire dampers located in

i the HVAC system. The observation was
confirmed with the Maintenance Director.

intenview and.recard review of the HVAG:
maintenance records with tha Maintenarice
Director on 03/13/13 at 3:05 PM revealed the
facifity had an outside contractor to service the
HVAC systemn.. The documentation did not show
i the fusibig links forthe fire dampers had been
thanged. Further interview revealed the outside
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K 104 | Gontinued From page 5 K 404 K104
contractor had not changed the fusible:finks for 1. FOURFIRE DBMPERS LOCATED IN THE
the HVAC system. HVAC oY STEMFUSIBLE LINKS HAD NOT BEEN
: _ o CHANGED TO MEET THE 4 YEAR
Refe{ence: NFPA SOA {1 999 Edlt!on)_ REQUIREMENT, THESE DAMP‘ERS’WERE
CHANGEDBY TOTAL COMFORT , DUTSIDE ©
3-4.7 Maintenance. Atleastevery 4 years; ONTRACTOR ‘ON MARCH 2802013
fusible Enks {where applicable) shall be removed;
all dampers shall be pperated to verify that they 2, FACIITY AUDIT WAS COMPLETED BY
fully close; the laich, i provided, shal be _ Mamrrenance DIREGTOR TOIDENTIFY IF ALL
checked; and moving parts shall be lubricated as FUSIBLE LINKS i HVAC SYSTEM HAD BEEN
fecessary. . GHANGED PER REGULATION WITHIN 4 YEARS.
’ ' ANY AREAS IDENTIFIED WAS CORRECTED
DURING CONTRACTOR VisiT 0 (13120143
3. An AUDIT WL BE COMPLETED YEARLY BY
OUTSIDE CONTRACTOR TC ENSURE THAT
LINKS HAVE BEEN REMOVED, DAMPERS FULLY
CLOSE, THE LATGH CHECKED AND-MOVING
PARTS LUBRICATED AS REGUIRED TG MEET
THE 4 YEAR RECUSREMENT.
4, RESULTS OF AUDIT FINDINGS Wit L BE
REVIEWED 1 QUALITY IMPROVEMENT .
COMMITYEE TG VALIDATE THE LINKS ARE LF/ 70/1%
CHAWGED EVERY 4 YEARS.
5. ComPUANCE DATE 04420713
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