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' ARecertification/Abbreviated Survey
Investlgating ARO#ICYD001 5513 was Initiatad on
06/21/11 and congluded on 06/23/11 with
deficlencies.clied with tha highest Scops and
Sevetity of and "F". ARO#ICY00015513 was

- unsubstantiated with no deficiencles Identifled.

F 241 | 483.16(a) DIGNITY AND RESPECT OF

ag=£ | INDIVIDUALITY

The facility must promote oare for residents Ih a
manner and In &n envirenmaent that maintalns or
anhanoes each resldent's dignity and respect in
full recognition of his or her individualily.

This REQUIREMENT Ia not met as evidenced
by
Based oh ohgervation, Interviaw, récord roview,
and review of the facility's polioy it was
determined the facility faited to promote the care
for residents In a manner and in an environment
that malntains or enhences each residents dignity
for iwo (2) of iwelve (12) sampled residents,
(Resldents #2 and #7). Resident #2 was
observed with an ungovered urnary bag and
Resldant #7 was obsarved Uncovered while heing
transferred ta the shawor,

The findlngs include:

Rocord Review of the fadliity's policy, "Maintaining
Dignity and Privacy in Long Terny Gare", dated
06/01/11, stated residents must have thelr dignily
preserved at-all times, Furlhier review clted
examples of resldsent dignity which included
keeping urinery bags covarad and keeping the

resldent coveread whon being transferred to and

Bz )

Idualitv

Affected:

F 241 dignity bag was placed for

Manager to ensure privacy.,

SRNA #1 before leaving the
shower room. SRNA #1 was

Manager to ensure that any

is completely covered with
clothing or a bath blanket.

potential to be affected:

Corrective Action for Resldents

1.0n 6—22-11.3 foley catheter

. resident #2 by the Unit Nursing

2. On 6-21-11 resident #7 was
covered with a bath blanket by

educated iinmedlately by the Unit

resident that is being transported

Identification of Residents with

1. All other residents with foley
catheters were assessed on 6-22-
11 by the Unit Manager, Charge
Nurse, MDS Nurse and Interim
Director of nursing to ensure the
foley catheter bags were covered:

B 7/30/1%

i

BR REFRESENTATIVE'S SIGNATURE /} M TR

(%6 DATE

/[ 1)

notes a deflolency which the Inslitution may be excusad from corracting providing s detsfmined that

othbr sdfeguards provide sufilelant pratautlon to thefatients. (8ae Insluctions.} Exeapt {or nursing hames, the findings slated alxove are disclosable 90 days
follewitig the date of survay whethar or not & plan of correction Is provided, For nursing homes, the above Imdlngs and plans of correotion are disclosable 14
days following ths date thess doguments are made avaliable to the faclilty, If deflalencles are cited, an approved plan of corraction ls requilsite to continued

praogram pariolpaton.

FOFIM C9.2567(02-00) Piovious Varslons Obsolste Event IDYETATY
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2. All residents that are
F 241 | Continwed From page 1 'F 241 transported to the shower room
{rom thelf raom to the showar, . have the potential to be affected.
) Measures or systems changes to
1. Record review revealsd the facllity admitted t )
Resldent #2 on 03/16/07 with diagnoses which prevent reoccurrence:
included Recurrent Urinary Tract infection and
Neurogenle Bladder. Review of the Quarlerly 1. All Nursing Staff were educated
Minimum Data Set (MDS) Assessment, dated :
03/02/11, revealed the facility scored Resldent #2 by the Interim DON, Unit
as twelve (12) out of fifteen (15) on the Brief - Managers or MDS nurse by July
Interview for Mental Status (BIMS), Indicating 29, 2011 on the dignity of
Resident #2's cognllion was intact. .

) _ residents, to include foley
QObsetvation on 06/21/11 a} 10:05 AM revoaled catheter hags, use of bath
Resident #2's indwelling catheter bag suspended :
from the bed frame, on the side that faced the blankets, privacy, care of L
resldent's doarway, without a privaoy cover In residents to enhance or maintain
place. _ resident dignity.

Observallon on Q6/22/11 at 9:30 AM revealed
Rosldant #2's Indwelling catheter bag suspended 2. The housekeeplng/laundry
from tho bod Irame, on the slde that faced the supervisor will audit the clean

. .
resident's door and visible from the haliway, linen room three days a week for
without a privacy cover In place.

. . three months to ensure dignity
Interview with the Unit Nursing Manager, oh bags and bath blankets are
06/22/11 &t 4:06 PM revealed urinary cathotor ) | ked and readif
bags should be coverad In a privacy bag, She adequately stocked and readily
further stated she was unaware that Resldent avallable. '

#2's bag had recently been obsoervad without &

-| privacy.cover in placo, o 4. The Interim DON, Charge
An interview with Resident #2 on 06/22/11 at 6:20 Nurse, Unit Manager or MDS
EMhreveaJed hofshe preferred 1o keep the Nurse Manager will audit all foley
caltister bag covered.by é prl\;aoy bag. . catheters three days a week for
2. Record review revealad the facility admiited - three months to ensure

Resldent #7 on 05/02/11 with dlaghases which i
eluded Contraoture of Lower Leg Jolntand - compliance with foley catheter

. bag coverings. B
Event (D: YOTQ1$ " Faollty 10: 00381 If continuatlon sheet Page 2 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE. & MEDICAID SERVICES

PRINTED: 07/06/2011
FORM APPROVED
OMB NO. 0938-0391

Diffleulty Walking. Review of the Admission
Minimum Data Set (MDS) Assessment, dated
05/09/11, revealad the facilily scored Resldent #7
as oloven (11) aut of fifteen {16) on the Brigf
Interview for Mental Status (BIMS), indloating
Resident #7's cognitlon was madarately Impalrad.

(bssrvation of Resident #7 In the hallway on
06/21/11 at 12:05 PM, revealed the resldent baling
tranaported In & showsr chalr with hisfher
buttacks partlally exposad.,

Interview with State Ragistered Nurse Aide
(SRNA) #1 on 06/21/11 at 12:18 PM revealed she
wag unaware ihe Resldent #7's buitocks were not
covered when she was transporting the resident
to the shower room. She further stated a facilily
employee brought a bath blanket to the shower
roeit {o use o cover Residant #7 to ensure
his/er dignily was malntained when transporting
.| the resident hack to the room.

Interview with SRNA #2 on 06/23/11 at 10:10 AM
revealad bath blankets ara not always available to
-usa-when transporting resldents to the shower
room via shower ¢halr, however the resident's
dignity must be malitaned. She further siated
that in the absence of a bath blahket she would
make sure-tha resldent's gown was tuckad .
around thelr back side and a sheot placad around
‘| the resident as a coverlng. .

F 280 | 483.20{c))(3), 483.10(K)(2) RIGHT TO

g9=E | PARTICIPATE PLANNING CARE-REVISE CP

The resldent has the right, unless adludged
Incompetent or oiherwise found tobe |
Incapacitated under the Jaws of the State, to
pariicipate In planning care and treatment or .

1. Findings of the linen room
audit and the dignity bag audit
will be reviewed for compliance
In the QA Committee meeting
monthly for 3 months and then at
the discretion of the QA

. committee. The QA committee
consists of the following: Medical
Director, Administrator, DON,
MDS, SSD, HR, BOM, Dietary
Managet, Rehab Director,
Medical Records, Malntenance
Director, Housekeeplng Director,
Quality of Life Director, and
Chaplain.

F 2.80 F 280 483.10 Right to Participate

Planning Care-Revise CP
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- NAKE OF PROVIDER OR SUPPLIER STREEY ADDRESH, CITY, STATE, ZIF CODE .
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gaylo | GUMMARY STATEMENT OF DEFICIENGIES o -~ PROVIDER'S PLAN OF CORRECTION (8
PREFIX | . (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACGH CORRECTIVE ACTION SHOULD BE COMPLETION
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. - Monltoring changes/systems o
F 241 | Continued From page 2 F 241 ensure no deflclent practice;

7/30/11
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) Corrective Action for Residents
F 280 | Continued From page 3 F 280 Affected:
changes ih care and treatmenf.
Ao préh l ol : b. dovelonad " 1. Resident #3’s comprehensive
\ comprehensive care plan must be develope .
within 7 days after the completion of the careplan was revised on 6-23-11
comprehensive agsessiment; prepared hy an by the MDS Nurse to include TED
Interdisciplinary team, that includes the attending
physiclan, a reglstered nurse with rasponsibility hose.fgr g_dem; f‘""t!“? lower
for the resldent, and other appropriate staff in extremities and fall interventions
disciplines as del_ermin?d by the resident's needs, that were put into place for the
and, to the extent practicabls, the participation of P
the resldent, the resldent's fa;nliy or the realdent's fall th_a;_occurred_? r_m 3:5_117
legal representative; and periodically reviewed , .
end revised by a team of qualified persons after 2. Resldent #7's comprehensive
oach assessmont. careplan was revised on 6-23-11
by the MDS Nurse to include
. antibintic therapy which began on
This REQUIREMENT s not met as evidenced 6-16-11 and TED hose for edema
by : in the lower extremitles.
Baged on observation, Intervlew, record review, Resident #7’s isolation
and reviow of the facillty'a polley it was hane
determinad the fecilily falled to ensure precautions were changed to
Comprehensive Plans of Care ware revised for universal precautions on 6-22-11.
three (3) ?f twelve (12) sampled resjdents
(Resident's #3, #7, and #10). Resldent #3 had a : '
Physiclan Order or'1 .08/06/11 for Thrombo 3. R-esldent #10's careplan was
Embolic Deterrent (TED) hose, which are alastle revised on 6-23-11 by the MDS
stockings used as a preventive measure 1o Nurse to reflect the current order
raduce the ocourrence of blood clots. In addition, 4 dail
& nuraing note on 03/27/11 at 10:20 AM revealed for 1750 cc fluld daily, the order
Resident #3 had a fall. Resident #3's for TED Hose for lower extremity
Compirehensive Plan of Gare was not revised 1o . Hhinti
Inolude the TED hase of the fall Interventlons. ederna and curren't antibiotic
Resldent #7's Comprehensive Pian of Care was therapy for C-DIff infection. The
hot ravised to reflect an order for TED hoss, resident Is not currently in
inHtiation of antibiotie therapy or Isolatlon!Co}‘ltact ) Y
Precautions. |n addition, Resident #10's isolation,
- FORM CM5-2587(02-90) Provlous Varsions Dbaclote Evant ID:YOTaii

Faoliity ;160301
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1 Review of tha facliily policy tiad, "Care Plan",

"changes in care to all direct-care staff.

Comprehsnelve Plan of Gare did not Include
updates/revisions related to Physiclan's Orders
for TED hose, iniliatlon of antibiotic therapy or a.
vafume adjusiment to the resident’s daily fluld
resttictions,

The findings incluge:

dated 12/2010, revealed it i3 used to dentify
problems, develop solutions, and communicate

1. Rovlew of Resldant #3's medical record
revealad the facllity. admitted the resident on
08/20/08 with dtagnoses which inciuded Senile
Dementla, Oateohorosis, Hypertension, and
Anemla. Revlew of the Cara Area Assegsmant
(CAA) from the most recent Minimum Dafa Set
Aasassmont, daled 01/20/11, identified Resident
#3 waa at tlsk for falls and a Care Plan was
developed for the problem on 02/01/11 with
preventative Interventions.

Reéview of the Medioal Record revealed a nursing
nota on 03/27/11 at 10:20 AM which Indicated
Resldent #3 sustained a fall when transferring
self fror hed to wheelchalr with no apparent
injury. Reviaw of the restdent's Care Plan for falls
revealad no revislons to the plan of oare to
acddress fall preventlon’tervention(s) related io
the 03/27/11 fall.

Review of the Medical Record revealed on
06/06/11 the resident had edema (swelling) in
thair lower-axtramities, A Physiclan's Ordor was
completed on 06/08/11 for TED hose ae an
intervention to raduce the edema. Review of the

- potentlal to be affected:

_ 1. An audit was completed by

. prevent reocclirrence:

. ldentiflcation of Residents with

MDS Nurse, Unit Manager or
Interim DON by 7-28-11 to enstire
current physician orders match
‘the comprehensive careplan for
each resident. Revisions made as
heeded,

Measures or systems changes to

1. Nursing staff were educated by
the Interim DON, MDS Nurse,
Unit Managér or Charge Nurse by
7.29-11 to update the careplan as
the order is taken.

2. The careplans will be brought
to the dally clinical meeting by
the MDS Nurse to ensure that
new physician orders have heen
added to the careplan. Revislons
will be made at that time If
needed, by the MDS Nurse, unit
manager, or DON.

FORM CMB-2587(02-08) Pravious Veralons Obsblete
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F 280 | Contintied From page & _ F280
Treatment Adminlstration Record (TAR) revealed '
the resident was to have the TED hose on in the 3. A 10% audit of careplans will
. 1AM and off in the PM. Review of the
. | Comprehensive Care Plan revealed no be completed weekly for three
Intervention was added for the use of TED hose. months by the Unit Manager or
. ' ) DON to ensure that the resident’s
Multiple observations of the resldent on 06/22/11
revealed Restdent #3 was wearing TED hose. comprehensive careplan reflects
: . : the current physician orders,
Interview withthe-DON on 06/23/11 rovealed
when a resident falls the care plah should be itoring changes/systems to
updated with-Intervantion(s) to help prevent a . Monitoring ges/sy .
recurrence of the fall event. Further Interview ensure no deficlent practice:
revealed when the order for TED hose was
received, Reside?t #;‘3'3 plan of tare should have 1. Findings of the 10% careplan
been updated to include the TED hose ;
Intervention. . audit will be reviewed in the
' Quality Assurance meeting
2. Review of Resldent #7's medical record manthly for 3 months and then at
revealad the fadllity admitled the resident on Y \
06/02/11 with diagnoses whieh Included the discretion of the QA
Contraoture of Lower Leg Jolnt and Difficully committee. The QA committee
| Walking, Heart Failure and Renal Faliure, . :
Review of the Admissian Minimum Data Set consists of the following: Medical
{MD8) Assesament, dated 06/09/11, revealad the Director, Administrator, DON
Jfaollity scored Resldent #7 as eleven (11) out of MDS, SSD, HR, BC BOM Dietary
filteien {16) utlizing the Brisf Interview for Mental . R Bi
Stalus (BIMS) evaluation tool, Indloation Resldent Manager, Rehab Director,
#7's cognition was moderately Impaired. Medical Records, Maintenance
Observation on.08/21/11 ul 9:30 AM revealed a Dtretftor, H?usekeeplng Director,
glgn on Resident #7's door, "Check with nurse Quality of Life Director, and
before entering room", Chaplain.
Interview with the Unit Nurse Manager, on ‘
06/21/11 at 10:00 AM, revealed 1he signage on
Resident #7's door, "Check with nurse before
entaring room", was pretoco! for enforcement of
FORM CKi8-26067(02-09) Pravlqua Varslons Cbselete " Event lD:YaTQ1H 1t continuation shest Paga 8 of 16
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Contact/Isclation Precautions. Further intarview
revealad Contacllsolation Precaullons worg
related to the resident's recent dlagrosls of
Clostridium Difficlle (C-DIff), an Infaction caused
by the overgrowth of bacterla commonly found In
the bowel, To minimize the potentiat for spread of
infaction any activities outslde of the resident's
room were minimizéd such as visiis o the
diningfsoojal recreation and therapy areas. Also,
1o maintain the Integrily of the scale, an order for
obtaining the resident's body welght every thres
(3) daya was temporarily suspendsd,

Review of the Comprehensive Care Plan for
Resldent #7 rovealed Contact/solation .
Pregautions and/or Interventions were not listed
on the resident's Comprehensive Plan of Care,

Regord review revealed a Physlclen Order for
Restdent #7, dated 06/16/11, for Keaflex (oral
antiblotic to treat Infection), Further raview of the
Comprehensive Cars Plan revealsd no evidence
the care plan had been revised to include the use
of the antiblotic or infection related to the use of
the antibiotlc,

Further raeview of the Comprehensive Plan of

- | Care rovealed Resident #7 had Cangestive Heart
-1 Fallure, preblam date of 0513111, and
Interventlons which Included monttor lower
oxiremitles for any paln, awelting or redness aa ’ .
needed. However, the Care Plan Was not revised T
to reftect the Physiclen's Order, dated 05/24/11
for TED hose ag an Intervention to reduce
swelling of the lower extrerniiles (légs).

Observation of Resident #7 on 06/22/11 at 2110
P revealed TED hose on both lags. -

FOPRM CMS-2667(02-08) Froviaus Vatsions Obsolele Evant ID:YeTQ1 Fécll[(y 1D: 100381 -" H-conllauation sheet Page 7 of 18
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interview with the MDS Nurse Manager on
08/23/11 at 2:50 PM revesaled a copy of
-Physlaolan's Qrders, including antiblotics and TED
"1 hose, would be given to the MDS office so .
1{ revislona could be made to a resident's Care '
Plan. Howevaer, she could not oonfinm If Resident
#7's orders had been recelved in tha offica which
would have inltiated the revisions to the
Comprehensive Plan of Cars,

3. Retord review revealed the facilily admilted
Resident #10 on 03/03/11 with diaghoses which
| Inctuded Resplratory Failure, Renal Fallure and
Chronle Kldney Pisease. Review of the,

| Admlssion MDS Asseaament, dated 03710711,
revealed the facility scored Resldent #10 as ten
{10) out of fifteen (15)-using the BIMS evaluatlon
tool; indicating Restdent #10's dognition was
modoerately Impalred.

Review of Resldent #10's Physiclan's Orders,
dated 06/02/11, revealed an order for TED hose.

Review of Resident #10's Physiclan's Orders,
datad 06/07/11, revealed an order for Vancomyein
(antiblotic) tar treatment of a G-Diff Infection and
an order for Contact Isolatlon Precautlons.

Raview of Resident #10's Physiclan's Orders,
dated 08/13/11, reveaied an order to Inorease
Reasidant #10's fluids to seventean-hundred and
flity (1760 ¢c daliy. :

Record review of Resident #10's Gomprehensive
Plan of Care ravealad the resident was at risk for
* | {iuid volume deiiclt and was on fiftesn hundred
(1600) cubic centimater (oo} fluld restriction,

FORM CMB-2657(02-08) Fravious Yarslons Obsolelo Event ID:YOTQS1 Faolfity 1D: 100381 I coninuation sheet Page 8 of 16
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Initerview with the Unit Nurse Manager, on

interview with the Dietiolan and Distary Managet

Contlhued From page 8

dated 05/27/11. There was.no evidence the plan
of care was revised to reflect the Physliclan's
Order for the increase in fluid to 1760 ¢c dally.
Further revisw of the care plan revealsd no
reference to Resident {H10's infeotlon of C-Diff,
the antlhiotic {herapy orderad as treatment, nor
the Contact lsolafion Precaution. In addition,
there was no evidence the care plan was revlsed
to Include the Intervention for TED hose, as
ardered.

05/23/11 at 11:30 AM, revealed a copy of the
Physlofan’s Orders was glven to the MD8 nurse
so that appropriate revislons could be made to
tha resident's plan of care. However, she could
not find the update listed on the Comprehensive
Plan ¢f Gare for Resldent {10,

on 08/23/11 at 2:30 PM revealed Resldent #10
wag oh sevanteen-hundred and fifty (1760) co
dally fluld restriotion dlet per the ourrent
Physlolan's Order. However, they could not
confirm. how dietary wes made aware of that -
speciflc phyelcian order changs.

Interview with the Director of Nurelng, oh 08/23/11
at 4:00 PM revealed the rosident's

Comprehensive Cars Pians should have heen
revisad when physiclan ordera were received for
TED hose, & volume change for & fiuld restricted
dlet, antibiolic tharapy and the Inltlation of
Conlact/lsoiat[on Procautions.

483.26(h) FREE OF ACGIDENT
HAZARDS/SUPERVISION/DEVICES

The facillty must ensure that the resident

F 280

F 323

F 323 483.25 (1) Free of Accident | 7120/ 11

Hazards/Supervision/ Devices

FORM CMS-2667{02-99) Previous Versions Ohsolete
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environment remains as irea of accident hazards -
a3 Is posslblg; and each rasldent recelves
adequate supervislon and asslstance devices to
prevent accldents.

Corrective Action for Residents

Affected:
This REGUIREMENT [s not met aa evidenced
by: 1. Repairs began Immediately by
Based on observation and interview, it was the construction crew on 6-21-11

determined the facility jailed to ensure the
resident bnvironmant remained free of aceident for the 12 resident doors that
hazards. Thoe doors of twelve (12) of tweanly-one were identified to have difficulty
{21) resident rooms waere difficult 1o fully close or . d closi

open once closed, preseniing a.potential safely . opening and closing.
risk In case of emergency.

Identification of Resldents with

The findings Include: ' potential to be affected:

Observatlon an 6/21/11, during the initial tour

revealed diffieully fully shutting the doors to L. All resident doors were

wolve (12) residﬁnt roams.hand difficully opaning checked by the construction crew
the doors on¢e they were shut. Some doors rYs

‘required extensive effort from surveyors to close onb .21 1110 ensure proper

and apen, posing & potentlal danger to resldents, functioning, No other doors to
expeclally In case of emergenay, ) resldent rooms were affected.

Emergency Interviews conducted with two direct M
care and ohe-supervisory staff on 06/22/11 - easures or systems changes to
between 2:33 PM and 3:14 PM revealed In case . prevent reoccurrence:

of a fire or tomado, residents are remaved from

resident raoms and the door would be shul. 1. All staff were educated by 7-
An intorview with the Environmental Services .| 29-11by Regional Nurse, DON,
Direstor on 08/22f11 at 1:54 PM revealed Unit Manager, Environmental
agreement that the inabillty to open or close the director, Administrator and/or

doors to resident rooms would ba a safely hazard

FORM CMS-2867(02-00) Provious Varslons Obgalate Event l0;yeTel1 Faollity ID: 100361 If conlinuation shest Pagg 10 of 18
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F 323 483.25 (h) Free of Accident
Hazards/Supervision/Devices

Maintenance Director by 7/29/11
on accldents, to include that the
resident environment remains as
free of accident hazards as is
possible and staff are to report
any identified safety hazards to
the Administrator, Maintenance
Director andf/or DON
Immediately.

The Administrator and Regional
Malntenance Director developed
a plan to ensure a safe
environment during the
construction and renovation prior
to the beginning of construction
and the facility's staff was in
serviced 3-11-11.

2. Maintenance Director will
conduct weekly room round

audits, weekly X 3 months to
ensure a safe environment.

3. Maintenance Director will
complete the “Contractor Safety
Assessment” audit weekly x 4
weeks, then monthly x2.

"~ 4. All resident doors will be

audited monthly for 3 months by
the malntenance director and/or
administrator to include
bathroom doors to ensure every
restdent deor Is functioning

properly,

10 -}




Cont.
F 323 483.25 (h} Free of Accldent
Hazards/Supervisfun/D_ev!ces

5. The Safety Committee wiil
meet monthly for review of safety
audits to Include monthly
maintenance rounds, weekly
room rounds, incident &
accidents which were a result of
environmental hazards and any
other identified environmental
safety issues. Safety committee
minutes will be available for
review as approptiate,

Monitoring changes/systems to
ensure no deficlent practice:

1. The door audit, weekly room
round audit, “Contractor Safety
Assessment” audit and minutes
from monthly Safety Committee
minutes will be reviewed by the
QA committee monthly for three
months and then at the discretion
of the QA committee for
evaluation of any concerns to
include new interventions,
educational opportunities or
revision of plan, The QA
commlittee consists of the
following: Medical Director,
Administrator, DON, MDS, 550,
HR, BOM, Dietary Manager,
Rehab Director, Medical Records,
Malntenance Director,
Housekeeping Director, Quality of
Life Director, and Chaplan.

o3




PRINTED: 07/08/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO, 0938-0301
STATEMENT OF DEFIGEENG]ES 1) PHOVIDEFIJ'SUFPLIEH!GLIA {X2) MULTIPLE COMSTRUOTION (X8) DATE SURVEY
ANDPLAN OF CORRECTION {DENTIFICATION NUKNBER: . COMPLEYED

) ) A BUILDING . P
185141 8. Wina 06/23/2011
NAME OF PROVIDER OR SUPPLIER STAEET ADDRESS, CITY, STATH, ZiP CODE ¢
. 102 PACAHONTAS TRAIL

SIGNATURE HEALTHCARE OF GECRGETOWN

GEQRGETOWN, KY 40324

FORM CM8-2567(02-88) Provious Verslons Obsoleto

(X4 1D © GUMMARY STATEMENT OF DEFICIENCIES 1 PHOVIDER'S PLAN OF CORRECTION X6}
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in case of a fire or a tornado. 483.85(1) FOOD pHocUF{E
F 871 {483,35() FOOD PROCURE, - F871]  STORE/PREPARE/SERVE - SAN!TARYI 7{30/14
89=F | STORE/PREPARE/SERVE « BANITARY 1. All outdated and uniabeled
‘The facliity must - ‘ food Items were discarded i
(1) Procure food from sources approved o immediately, Chemicals were,
consldered satisfactory by Federal, State or local d
authotities; and removed and properly stored,
(2) Store, prepars, distribute’ and serve food Food items were dated and
undor sanitary conditions labeled upon recelpt. All opened
food was properly enclosed,
covered, dated and labeled. A
I - . thermometer was placed In the
This REQUIREMENT is not met as evidencad freezet, along with a temperature
by: .
Based on obgervation, Interview, record review log. Fanswere placed in the dry
and review of tho facllity's pollcles, it was } storage area and thermometer
‘| determined the facliity falled to store, prepare, laced t .
distrlbute and serve foods under sanily conditions P 0 monitor temperature
ta provent foodborhe liness. datly. Hood filters were
’ immediately cleaned. Utenslls
The findings Include: were stored In proper direction,
Revlew of faollity polloy In Dlatary Sellivlcnas od Mop bucket was emptied and .
entitted "Storage of Foods and Supplies" revesle " clean .
it Is the facility.policy that after products have ed, new mop head was
bean recelved, they should he iinmaediately takon placed and old mop head was
ta proper, seours slorage ares, discarded and dust pan was
Perlalning to the kdichen praouées cited, thelt cleaned immediately. Kitchen
progedures are as follows: | . " alde #1 was immediately
l.- All perishable items stored in the re rgerator or :
freezer tnust be covered, laheled end dated. educated on proper hand,
2. Cleaning supplies are to be stored separately -washing technique and sanitary
fram food llems, procedures. No residents were
to be datad upon regeipt, ‘
1% All faod ltems are to p P . affected by this practice.
Evant ID:YOTG 11 Faclilty 13: 100301 It continuation ehaatl Page 1f of 16
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F 371 | Continued From page 11 E 871 Identification of Residents with
4. All refrigerated cooked food or other products potential to be affected:
ramoved from original contalners muat be
encloged In clean, sanitized, covered containers 1, Ali residents have the potential
and dated and labelad, fici
6. Check réfrigarator thermometer regularly. to be affected by the defictent
- practice.
Raview of the facliity policy In Dietary Services
enliled "Cleaning Hoods and Flltors” revealed It Measures or systems changes to
i3 the facllity policy that hoods and filters wili be t ance:
thoroughly clsaned monthly. prevent reoccurrence:
Raview of the faallity policy entitied "infaction 1. The DM in-serviced all dietary
Control" revealed it is the faclllly's-policy that they . staff by July 29" on proper
will endeavor to prevent the spread of infection by ) .
| soreening staff members for infections disease temperatures in storage areas,
and teaching safe food handling practices to limit freezers, to check and record the
oross-contarination. " temperature dally, proper hand
" Obssrvallon on 08/21/11 at 10:00 AM of a cartIn washing/infection control, food
the food preparation area revealed bags of bread, handling to include acceptable
rolls and cookies undated as to when they were ,
recelved or the explration. dates, dating, labeling, food
' . storage, proper cleaning and
interview with the Dietary Manager on on f chemicals, brooms
06/21/11 at 10:00 AM revealed this wes hls first storage of chemicals, ’
d?y on tha Jeb in this facliity, he was not famillar mops, dust pans. In addition, the
with. the suppller bakety goods supplier and did
not know why the food ltems are undated with no DM educated the staff on the
explration clates. . acceptable date range for keeping
and disposing of perishable foods.
Observalion on 08/21/11 at 10:05 AM revealod & p. Botp
full contalner of toa sitting on the counter
| uncovared. 9 2. Food storage areas are
monitared dally for proper
Intorviow with the Distary Manager on 08/21/11 et t the use of
10:06 AM revealed the contalner of tea should temperature, with
have been covered to protact it from thermometers and temperature
contamination befors distribution to rasldents and logs.
Event [D:YeTaTi Facliy 10; 1apasi it continuation sheet Page 12 of 18
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he did not know why it was uncoverad, .
- 3. The facility contacted the HVAC
Observatiop on 08/21/11 at 10:10 AM revealed an _ Company on 6/24/11 and ordere d

ouidated Hag of bolled eggs (dated 06/12/11) Ih ) !
the refrigeraler. Further observalion rovealed a a 3 ton unit to be installed to

package of ham and four (4 one pound - assist in maintatning the
packageg of butter not dated when stored. recommended temperature
Intervlew with the Dietary Managet on 06/21/11 at 4. Hoods and ducts are cleaned
10;10 AM revealed the bags of bollad egigs were at Jeast monthly to prevent

old and should have been disposed of and the bulldup. Th f

ham and butter should have been-datod when put uridup. They are professlonally
into the refiigerator. Ha did hot know why they cleaned every six months. Filters
were not dated. : are cleaned weekly.

Observation on 06/21/11 at 10:30 AM in the
hassment dry storage area revealed a box of 5. The Dietary Manager, RD,
enions opened and undated when recelved and Nurse Consultant, and/or

full of swarming Insects. Further observation of Administ il

| the dry storage area révealed a bag of suger, : ministrator will conduct the
opoh and undated when raceived or openet, following audits:

Intervléw with the Dietary Manager on 05/21/11 atj : . Safe food handl
10:30 AM revealed he had never heen in the dry 4 .a & food handling practices
storagle aren hofore and it was certalnly wrong to twice weekly for one month and

not date food ltems when recelved or opened, to : then weekly for two months,

leave a bag of sugar opsh in storage, andto not | - : . _ .
dispose of produca that had become Infested with |

Insects, He had ho answer for why these things b. Random‘auldit to be done for

had not besn done ptiot to hls employment at the proper dating, labeling, storage of

facllity. g food 2 x weekly x 3 months.

Obsetvation on 06/21/11 al 10:40 AM revealed a F il be d

| box of health shakes in the basement freszer ¢. Freezer temps will be done
which were undated when received and-had no . twice weekly x 2 months, then

axplration detes. There was also no thermometer )

{in thie freezer to monitor the temperature. weekly x 1 month.

FORM CMB-2667{02-09) Previous Vetsions Obsglote Event ID:YITG 11 Faclily ID: +00381 If continuation ghaet Pags 13 of 16
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interview with the Distary Manager on 06/21!11 al

'10:50 AN, revealed the range hood and filters

.| as food preparation.

10:40 AM revealad the box of heallh shakes
should have bsen dated when recsived into-
stock, espaclally sihcs the products did not have
explration dafes. Also, he could not find a
thermometer {n the freezer and had no
explanation for why one was not keptin the
freezer to monitor the temperature.

Observation on 06/21/11 at 10:50 in the kitchen
revealed ths filters In the hood over the
stovsfcook top were very dusty.

Interview with the Dietary Manager on 06/21/11 at

shouid have been cleaned but agreed they look
dirty, He did not know when they were oleaned
last,

Ohsarvatlon in the foud preparalion area on
08/2111 at 11:00 AM revealed utenslls in the
drawera were tumed In varlous directions.

Interview, with the Dietary Maneger on 06/21/11 at
11:00 AM revealed the utensiis should ali be.
turned In one direction with the handlas easlly
reachable to prevent conlamlnatton, but did not
know why they were not.

Observation in the food preparation area on
06/21/11_at 11:05 PM revealed cleaning supplies
gtored under the kitchen shk, In the sama vicinity

Interview with Kitchen Aide #1 on 06/21/11 at
11405 PM revealad someone lost the key to the
closet whare oloaning chemiloale should be siored
and they were not abie to properly store them for

* months.

d. Random audit to be done for
the recelving and dating of bread,
rolls, cookies 2 x monthly x3

e. Audit of contalners in dry
storage area weekly X 3 months.

f. Utenslls placement weekly x 3
months,

g. Safe Food Handling/ Hand
washing and changing gloves
weekly x 3 months.

h. Storage of mop heads/ mop
bucket and dust pans weekly x 2
months.

i. Storage of chemicals audit to be
done weekly x 3 months.

FQRM CMS-2667(02-80) Pravloua Varelons Chsalste
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| Interview with Kitchen Aide #1 an 06/21/11 al

| refrigerator and oven and retutned to tray line

awhlile. Interviaw.with the Dietary Managet on
06/21/11 at 11:05 AM revealed cleaning products:
should be stored in & ssparate ¢loset, away from -
the food preparation area,

dbaervaﬂon of the kitchen cleaning closet, off the |~

hall outslde the kitchen, at 11;15 AM on 06/21/11
revealed the mop bucket had besn stored there
with dirty water unempiied and the dirty mop stilt
In the huoket, Also, a jong-handled dust bin was
hanging on the wall with the bin still containing dirt
and dehris,

11:16'AM revealsd the housekeaplng staff had
loft these items unemptied, but an interview with
the Housekeaping Manager on 06/22/11 at 10:00.
AM revealed they did not use this closet or these
cleening items for housskeeping,

Obseryailon of the tray line service on 06/21/11 at
12:15 PM revaalad the fray line server, Cook'iH,
left tray line 1o take food ltems out of the

service without washing her hends or ¢changing
gloves. .

Interview with Cook #1 raevealed she did not know
returning to safve on tray lihe aftar louching
refrigerator of oven handles (without washing her
hands) was an improper sanitatlon praotice.

In addltion, the temperature of the dry storage
area was obaervad 1o ba seventy-nine (79)
degrees and humid on 06/22/11 at 1;:64 PM. Diy
siorage was ohserved 1o be logated In the
basement of tha facllity with no means o regutate
the tamperaiure to ensure the safety of the food.

ensure no deficlent practice:

1. The results of the temperature
logs and all dletary audits will be
forwarded to the QA Committee
for review for three months then
there after as determined by the
QA Cornmittee, The QA
committee consists of the
following: Medlcal Director,
Administrator, DON, MDS, SSD,
HR, BOM, Dietary Manager,
Rehab Director, Medical Records,
Maintenance Director,
Housekeeping Director, Quality of
Life Director, and Chaplain.
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An interview with the Dletary Manager on
" | 08/23/11 at 3:20 PM revealed the temperature |

and climate of the dry storage aren was - Measures or systems changes to

confrolied only by an exit door belng opened or prevent reoccurrence:

closed and tha uae of fans., Further Interview ' :

ravealed the ideal temperalure of the dry storage . 1, The DM will in-service staff by

| area to ba seventy (70) degress or below, and the
lack of temparature and climete control was a 7/29/11 on safe food handling,

conhcerh fgr some foodstuffs I dry slotage. ) hand washing, and changing
gloves at proper times to prevent
cross-contamination,

2. The DM will audit staff for safe
food handling practices, hand
washing, and changing gloves at
the correct times daily for a week
_ ] then twice weekly for one month
. ' then weekly for two months.

Monltorlng changes/systems to
ehsure no deflcient practice:

. The Administrator will present
the results of the audits to the QA
Committee for review and
recommendations for three
meonths and then at the discretion ' 7/30/11
of the QA Commiittee, '
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o . : . PRINTED: 07/08/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES | AR AP RORED

CENTERS FOR MEDICARE & MEDICAID SERVICES : . ‘ .. OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIS'CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTHFICATION NUMBER: : '

- COMPLETED
1A BUILDING 01 - MAIN BUILDING 01 - B

y B. WING ' :
195141 ) - o 08/22/2011
| STREET ADDRESS, CITY, SYATE, ZiP CODE
402 POCAHONTAS TRAIL
GEORGETOWN, KY 40324

NAME OF PROVIDLER OR SUPPLIER

SIGNATURE HEALTHCARE OF GEQRQETOWN

oA SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION . (46)
PREE[Y {(EACH DEFICIENGY MUST BE PRECEDED BY FULL PHEFIX {EAGH CORRECTIVE AGTION S8HOULD BE COMPLETION
Tha REGULATORY OR LSG IDENTIFYING INFORMATION) ‘ TAG CROSS-REFERENCED TO THE AFPROP RIATE DATE
. . . DEFIGIENGY)
K 000 | INITIAL CGCOMMENTS K 000

K3 Bullding: 0101

K& Plan Approval: 04/13/76

K.T Survey under: 2000 exlsling
K8 SNE |

Type of structure: one story Skilled Nursing
Facility Type 2 unprotected consiruction. .

_{ ALife Safety Gade survey was Inltiated and

concludad on 06/22/11, for compllance with Title I 025 NEPA 101 LIFE SAFETY
42, Codo of Federal Regulations, 483.70, and X
found the faclity not In-compliancs with NFPA 101 ' CODE STANDARDS:.
Life' Safsty Code, 2000 Edition. | ‘ Corrective Action for Residents
The following findings demonstrate Affecteds - .
nohcompliance with the highest scope/severlty at 1. All smoke harrier penetrations
| "F" leval. ) . . 7/30/11 |
. {entified on 062211 . i
I 025 | NFPA 101 LIFE SAFETY CODE STANDARD Kopp| thatwereidentiliedo ' -=

{smoke barrier wall penetration

Smoke barrlers are constructed o provide at next to dining room, the 4
least a one hall hour fire resistance rating In ' '
adcordance with 8.3, Smoke barriers may

S8=F

penetrations from various wires

terminate at an atrium wall. Windows are at the nurses station, the 2
prolected by fire-rated glazing or by wired glass. penetrations from missing
panels ahd steel frames, A minimum of two ' "
soparate compariments are provided on each ' sheetrock, and the smoke barrier
fioor. Dampers are not required in duct . not visualized in the shower

penetrations of smoks barriers In fully ducted o :
heating, ventilating, and alr conditioning systems. room) were repaired on 06/22/11
16.3.7.3,19.3.7.5, 19.1.6.3,19.1.6.4 by the Maintenance Director with

fire caulk and access to smoke
barrier in shower room was

. ) made,

- LAWEOTOR‘? OH PRQV E‘WWTATNE'S SIGNATURE 0 © O MITLE {¥6) DATE
2,y a (AL s U it /1] 1

Lol M N - L}
AnyAldliciengy statement ondlngﬁﬁilh an astorisk (*) géliotes a doficlency which the Institutlon may be exeused lrom corrocting providing itis d Ieimlde that
othbr salegtards provids sufiiciont protection to the ifpdtents. {Soo Instructione) Except for nuising homes, tha findings staled above aro disclosable 90 days
_follvwing Tha dato of autvay whether or not a plan of coiraction Is providad, For nursing homas, the ebove findings and plaris of correclion are disclosalls 14
dys folloving the dtale these documents are made-availablo io the faclllly. ¥ doflelencles are cltod, an approved plan ef corracllor Is requisile to continved
program participation. . . :
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PRINTED: 07/00/2G11

DEPARTMENT OF HEALTH AND HUMAN SERVICES : FOAM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES : . ) . OMB NO. 0938-0391
STATEMENT OF DERICIENGIES (%1) PROVIDEIYSUPPLIER/CLIA {(%2) MULFIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: . - COMPLETED
_ A.BUILDING 91 - MAIN BUILDING 01 '
185141 B WING ' 08/22/2011 .
NAME OF PROVIDER OA SUPPLIER ‘ ) STREET ADDRESS, CITY, STATE, ZIP COOE
102 POCAHONTAS TRAIL
‘8
{GNATURE HEALTHCARE 0!? GEORGETOWN GEORGETOWN, KY 40324
X4 1D - SUMMARY BTATEMENT OF DEFIGIENCIES 0 PROVIDER'G PLAN OF GORREGTION (%5
PACFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE -+ { GOMPLETION

TAG HEGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED FO THE APFROPRIATE DATE
' . DEFICIENGY)

o ) 7 Identification of Residen.ts \;vith'
K028 | Continued From page 1 i 025

| This STANDARD is not met as evidenced by:
Based oin observationh and interviaw, it was

potential to be affected:

determined tho faclllty falled to malntaln smoke 1. Alfresidents have the potential
batriers ascording to National Fire Protaction to be affected 'by smoke bariier
Assoclatlon (NFPA) standards. The geficiendy L

had the potentlal to affect three (3) of three (3) penetrations.

smoke bartters, filly (50) resldents, stalf and

visitors. ‘ 2. Aninspection by the Regiona)

. Maintenance personnel and
The findings Include: . .

. Maintenance Director was
Observallon on 06/22/11 at 10:07 AM, revealod conducted 6/22/11 on all of the
the smoke barrter wall next to the dining room,

had a penelration from an audlovisual cabile that fire walls and any penetration

was not sealed. Furiher observation revealed, the | - identified was repaired on
sinoke barrlerlocated at lhe nurses' station had 062211 by the Maintenance
four (4) penetrations from varlous wires and two : .

(2) penetralions from missing sheetrock that were Director.

not sealed. Tha smoke barrler located above the
shower room ¢ould not be visualized due to nol

ures or systems changes to
having any access to the smoke barrler. Meas y

Penelratlons in smoke barriers must be sealed prevent reoccurfence:
wlih a material suitable to stop the spread of
sinoke and fira, Access to smoke barriers must 1. Smoke bairiers will be

be provided to ensure smoke barriers can be , Jintenance
naintalned. All penetrations wera confirmied with monitored b.y the Maintena
tha Malntenancs Director at time of discovery, Director during weekly

. - i nce rounds and
Interviow on 06/22/11 at 10:07 AM, with the _ maintena ot
Maintenance Dlrector, revealed he had not reported to the Administrator
identilled any peneirations in the smoke barriars, each week.
Further Interview revealed the faclity would
provide access to the smoke barrier located
above the shower room.

Reference: NFPA 101 (2000 edition)
4,.5.7 Maintenanca. Whenever or wheraver any
device, equlpment,

FORM ChS-2687(02-09) Pravious Vorsions Obsolele . Gvonl |D; YaTG21 Fachlty 1D: 100381 . It continuation sheot Page 20l 7




DEPAR.TME)-NT OF HEALTH AND HUWMAN SERVICES

PRINTED: 07/08/2011 .

; FORM APPAROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES o _OMB NO. 0938-0391
STATEMENT OF DEFIGIENGIES (1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND FLAN OF CORRECTION " {DENTIFIGATION. NUMBER: ) . COMPLETED
: . - A. BUILDING 01 - MAIN BUILDING 01
BWING .
. 105141 06/22/2011 .
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE: Lo
, ) 102 FOCAHONTAS TRAIL
SIGNATURE HEALTHCARE OF GEORGETOWN
. ] GEC) GEORGETOWN, KY 40324
(X4 ID SUNMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION (46)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG AEQULATORY OR LSC 10ENTIFYING INFORMATION) TAG CAOSS REFERENCED TO THE APPHOPFI[ATE DATE
- DEFICIENCY) :
K 025 | Continued From page 2 Monitoring changes/systéms to

system, conditlon, arrangement, levsl of
protection, or any

olher teature Is required for compliance with the
provisions of

this Coda, such device, equipment, system,
condilion, arrangement, '

level of protection, or other feaiurg sha]l
ihoredflerbe . .
maintained unless the Code exempis such
malntenance.

8.2.4.4.1 Pipes, condults bus ducts, cables,
wires, afr ducls, -

pheumatic tubes and duols, and smllar bullding
service equipment

ihat pass through smoke partlllons shall be
protected as

follows:

(1) The space betweon the penetrating item and
the smoke ) )

partition shall mest one ol the following
conditions:

a. it shall'be filled with & material that ls capable
ofimiting -

the transfer of smokda.

b, It shalt be proiected by an approved dewoe that
|is

designoed for the spéclfic purpose

(2) Whore the penetrating item uses a sleeve to

peneliate the

smoke pattition, the sleeve shali be solldly set in
the

smoke parlition, and the space between the item
and the &

sieeve shall mest one of the foliowmg conditions;
a. it shall be filled with a material that ls capable

of imlting -

the transfer of smoke.

| b, It shall he protected by an approvod dovice thal

K 025
1 ensure no deficient practice:

1. Maintenance Checklist
including audit for smoke
penetrations will be completed
weekly x 4, then monthly x 2 by
the Malintenance Director and
submitted to the Administrator
for review.

2. Results of the weekly
Maintenance Checklist-audit w1|i
be forwarded to the QA
Committee for réview by the
Administrator monthly x 3 and.
then at the discretion of the QA
Committee.

FORM CtAS-2567{02-98) Provious Veislons Obsolste

- Event ID: YOTG21

Fﬁdlity 1 100361
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DEPARTMENT OF HEALTH AND HUMAN SERVICES _ o R APE Rt

CENTERS FOB MERICARE &b MED]CAID SERVICES' ) : ] OMB NO, 0938-0351
s TATEMENT OF DEFICIENGIES (X1} PROVIDEFVSUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION (%3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . 1 coMPLETED -
; T A BUILDING 01 - MAIN BUILDING 0f .
B, WING
188141 0B/22/2011
NAME OF PROVIDER OR SUPPLIER 7 STNEET ADDRESS, GITY, STATE, ZIP CODE .
: 102 POCAHONTAS TRAIL,
IGNATURE HEALTHCARE OF GEORGETOWN - X
SIGNATURE HEALTHCA - GEORGETOWN, KY 40324 A
(X4} ID SUMMARY STATERMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION ey -
* PREFIX {CEACH DEFICIENGCY MUST DE PRECEDED BY FULL - PREFIX - {EACH CORNECTIVE AGTION SIHOULD BE GOMPLETION
TAG REQULATORY OR LSG JDENTIFYING INFORMATION) TAG CROSS-REFEAENCED TO THEAPPROFRIATE DATE
) DEFICIENGY)
i 026 | Conthued From page 3 © KO0251 K038 NFPA 101 LIFE SAFETY
Is : _ CODE STANDARDS:

designed for the speclfic purpose.
(3) Where dasigns tako transmission of vrbrations

Info consideration, Corrective Action for Residents

any vibratlon isolation shall meet one of the - Affected:
following conditions:
Ea‘rttizgﬁg be meade on oither side of the smoke ) 1. On 6/22/11 all mini blinds on
b. it shall be made by an approved device that fa . the exit doors (100, 200, 300
dasigned fot the speclific purpose. :
“K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038| . halls) were removed immediately 7/30/11
85=F] , by t} - : . !
Exit access Is arranged so that exits are readily . y the Environmental Services :
accessible at all times in accordance with section Director. i

7.1, 19.21 _ X : Identification of Residents with !
potential to he affected:
1. All residents have the potential .
to be affected by having exit '
doots not being clearly

recognizable,

This STANDARD Is not met as e_vldenced by: - Measures or systems changes to
Based on obsarvation and interview, 1 was . .

determined the facliily falled o ensure oxit access prevent reoccurvence:

and exit doors were malntalned to be olearly ‘

recoghizable as a means of egress, per NFPA _ 1. The Environmental Services
standards, . ‘ '

. Director was in-serviced by
The ﬂndings Include: ~ o , Reglonal Malntenance on the
code regarding Exit Doors and
Obsotvation on,0B/22/11 at 10:00 AM revoaled C¢ regarcing txit Boots an
mini blinds on 1he exit doors, {100, 200 and 300 Exit Access per NFPA on 6/22/11,
Hallways). This couldl cause confusion of the .

| diroction of egress in the event of tira or disaster,
| This was confirmed by the Environmentat
Services Director.

FORM Ch$-2667{02-00) Provious Vorslons Obsolote Evont 1D:YeT029 Faciiity 10; 100301 ) conﬂnuatioh sheel Page 4ot 7




DEPARTMENT OF HEALTH AND HUMAN SERVICES - | B g v oyl

CENTERS FOR MEDICARE & MEDICAID SERVICES . OMBNOQ.0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3) DATE SBURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: . COMPLETED
' . A, BUILDING 0f - MA!N BUILDING 01
B. WING : .
_ 185141 ' | os/zerz01
NAME OF PROVIDER OR-SUPPLIER STAEET ADDRAESS, GITY, STATE, ZIP CODE )

L

102 POGAHONTAS TRAIL
GEORGETOWN, KY 40324

SIGNATURE HEALTHCARE OF GEORGETOWN

gHD | SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF GORREGTION 1X6)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX - {EACH CORRECTIVE ACTION SHDULD BE COMPLETION
TaG REQULATORY OR LSC IDENTIFYING INFORMATION). TAG CROSS-ALEEAENGED TO THE APPROFAIATE DATE
' DEFICIENGY)
K 038 | Canlnued From page 4 K oag| Menitoring changes/systenis to
. ' ' _ensure na deficient practice:
Interview on 06/22/11 at 10:00 AM with the -1 1. Maintenance Checklist :
Envlronmerital Services Director rovealed they including audits for exit access, i
did not know they could not use mini blinds on the i " d recopmizable
doors and staed.it was for Resident privacy. || -easlty accessibie an B

exits will be completed weekly x

7.5.2.2* Exit access and exil doors shali bo 4, then monthly x2 by the

deslgned and ' Maintenance Direclor and

arranged to be clearly recognizable, Hangings or . submitted to the Administrator

drapetios . :

shalt not be p!acecl over exit doors or located 1o for review, — .

concoal or 2. Results of the weekly i

-ohscure any exit. Mirrors shall not be placed on X X & will i

axit doors. Maintenance Checklist audit _

Mirrors shall not he placed In or adjacent lo Emy he forwarded to the QA

exil In such & _ Committee for review hy the
manner as to confuse the-direction of exit. , Administrat thiv % 3 and
"Exception: Curlains shall be pormilted across : ministrator monthly x 3 an

ineana of egress openings
In tant walls If the following ¢rlteria are met.
(1) Thoy are distinclly marked In contrast to the

then at the discretion of the QA
Committee. The QA committee 1

|
tent well so as 1o consists of the following: Medical
?be) r_ﬁoognizable al? tgeans of engSS-] et I af ' Director, Administrator, DON,
ey are installed across an opening that ls a : .
in wldth. : . Manager, Rehab Director,

(c) They ars hung from slide rlngs or equlvalent

Medical Records, Maintenance
hardware s0 as to

he readily imoved to the side to create an ' Director, Housekeeping Director,
unobstructed oponipg In the | Quality of Life Director, and
tent wall of the minimum widlh raquired for door . .
openings. x . Chaplain.
" K072 [NFPA 101 L]FE SAFETY CODE STANDARD Ko7z

85=F
Means of egress are contlnuously malntalned free
of all ohsiructions or impediments to full instant
usa in the case of flre or other emargency. No

FORK CMS-2607(02-08) Provious Vorslons Obsololo - Evont ID:YSTG21 Faallity ID: 100381 If continuatlon sheot Page & of 7




PRINTED: 07/00/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES : _ . FORM APPROVED
" CENTERS FOR MERICARE & MEDICAID SERVICES } : OMB.NQ. 0936-0391 -
STATEMENT OF DEFICIENCIES (%1) PROVIDERSUPPLIERIOLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IOENTIFIGATION NUMBER: K COMPLETED
; A BUILDING 01 - MAIN BUILDING 01 .
B. Win i )
| 186141 wine - 06/22/2011
NANE OF PROVIDER OR SUPPLIER : : STREET ADDRESS, CITY, STATE, ZIP CODE .
g - 102 POCAHONTAS TRAIL
5 U L. = E .
{GNATURE H.E_A THCARE OF GEORG TQWN - GEORGETOWN, KY 40324 ‘
44y ID SUMMARY STATEMENT OF DEFICIENCIES W .~ FROVIDER'S PLAN OF CORREGTION (xe)
PREELX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH GORMEGTIVE AGTION SHOULD BE COMPLETION
TAG AEQUEATORY OR LSC IDENTIFYING INFORMATION) ThAG CGROSS-HEFERENCED TO THE APPROPRIATE DATE
. ‘ DEFICIENCY)
| :
-1 072 | Continued From page b - K072 [ 7/30/115
[ fumishings, decoralions, or other objects-obstruct : . . . ' ' '
exils, access to, egress from, or.visibllity-of exits, K-072 NFPA 101 Life Safety Code
7.1.10 ) ' Standard

Corrective Action for Residents

. . Affected:
This STANDARD Is not met as evidencad by: ,
Based on observation and interview it was 1. No residents were affected hy

determined the facility falled to ensure cortldors this practice

were maintainad, free from obstructions to the full :

jnstant In the case of tire or other emeargencies. o :

Exits must bs maintained to ensure heir use in Identification of Residents with ;
{ an emergency. The deflclency has the potential to potential to he affected: i

aftact all filty (50) residents, staff, and visltors. - :

The facllity is licensed for fiity (60) beds and the . o
densus was forty-seven (47) the day of the 1. AH.resxdents have the potential
survey. : to be impacted by this practice

The findings inchide: : Measures or systems changes to

| Observation on 06/22/11 at :26 AM with the prevent reoccurrence:
Frwironmentat Services Diractor, revealed clean

lnen carts, solted linen carts and lilts were 1. Nursing and Laundry staff will

observad to be stored over thirty (30) minutes In ‘ be educated by DON, MDS,
lhe 100, 200 and 300 corrtdors, This observation Administrator or Regional Nurse -

was also conflrmed.with the Environmental

Services Diractor, by 8/7/11 regarding importance

of maintaining continuous means ,
Interview with the Environmental Service Director, : of egress and storage areas for i
at tho time of the observallon, conflrmed the carts linen carts o : . D
) ! and lifts w
woro being stored In the corridors. Use s when notin
. -!}: .

Relerence: NFRPA 101 (2000 Edition)
Means of Egrees Reliablifty 7.1.10.1
Means of egress shall be continuously
malntalned free of all obstruclions or

FORM CMS-2867(02-08) Poavious Vitsluns Obsulele Evani 10:YOYG2H Faclliy 10: 100381 If conlinuation sheet Page 6617 -




DEF’AHTMENT OF HEALTH AND HUMAN SERVIGES-
CENTERS FOR MEDICARE 8 MEDICAID SERVICES

PRINTED; 07/08/2011
FORM APPROVED

_ . OMB NO. 0838-0391 "
STATEMENT OF DEFIGIENGIES © |(X1) PROVIDER/SUPPLIER/CLIA ¥2) MULTIPLE CONSTRUCTIO CSURVEY
AND PLAN OF GORRECTION " IDENTIFIGATION NUMBER: v N O e
. A BUILDING  0f ~ MAIN BUILDING 01 ,
B, WING '
186141 06/22/2011

NAKME OF PROVIDER OR SUPPLIEH

SIGNATURFE HEALTHGAF{E OF GEORGETOWN

STREET ADDRESS, CITY, 8TATE, 2IP CODE
102 POCAHONTAS TRAIL
GEORGETOWN, KY 40324

i

(410 -

PREFIX
TAG

SUNMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
RBEQULATORY OR LSC IDENTIFYING INFORMATION)

D

PREFIX

TAG.

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE AGTION SHOULD BE.
GROSB-AEFERENGED TO THE APPROPHV\TE
DEFICIENGCY)

0 o) s
COMPLETION
DATE

K 072 | Continued From page 6

or olhier emergancy.

impediments to full instant use in'the case of fire

K072

. - ‘;
Monitoring changes/systems to . |
ensure no deficient practice: 5

DON or Nursing
Supervisors/Charge Nurses will
conduct audits daily for a week
then three times a week for a
month, then weekly for two
month to ensure no impediments
to egress and proper storage of
{lifts and linen carts,

Results of the audits will be
forwarded by the Administrator
monthly x3 to the QA Commitiee
for review and recommendations
with follow up monitoring to be
determined by the QA
Committee. The QA comumittee
conststs of the following: Medical
Director, Administrator, DON, '
MDS, SSD, HR, BOM, Dietary
Manager, Rehab Director,
Medical Records, Maintenance
Director, Housekee ping Director,
Quality of Life Director, and
Chaplain.

FORM GMS-2667(02-08) Provipws Vorslons Obsolole

Event [D; YBTG21

Faciity 10: 100301
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