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F Q00| INITIAL COMMENTS F 000 :
: ‘ F246 Reasonable Accommodation of Resident
. Neede/Prefi '
ARevcertiflcation Survey was conducted 11/28/11 A residenet I:;esllch?right to reside and receive
through 11/30/11. Deffolenclies were cited, with services in the facility with reasonable
the highest scope and severity of an "F", . ac:,commodations of individuel needs and
' F248/483.16(6)(1) REASONABLEACCOMMODATION | F24g|  Piferences, axoept when theheafth or safe of
gs8=p | OF NEEDS/PREFERENCES endangesed,
Aresldent has the right 1o reside and receive 1, Resident #9 meal tickel was reviewed by
gervicas In the faollity with reasenable DON and DON mot with resident #9 on
accommadations of Individual nesds and 112872011 gfffif;’n“;;‘;f;'jmﬁl‘:mt
. ! 0.
preferences, except when the health or safely of questioned resident about the meeal she had
h | h id Id be i
the individual or other residents would received and offered food replacement resident
endangsred, stated she did not want anything else and she
oy foura ey pense] oy e WS FING:
Nt o (R -
S B o B | ¥ 2R EsTEDE #9 was not tmpacted by the alleged
! placemgnfiof squash on the resident's tray,
s oy v A [ df
This REQUIREMENT e not met as evidenced 5% | DD 2 B 20i0; l)l(:;urh]: ?T.f;i.??é‘ dl::f;iiﬁli]stralion
by: i team t ure all resident's preferences and
Baged on cbservation and Intorviews, It was 5 3, | distike 1t listed on mexl ticket, were aocurate
1 determined the faclllty falled to ensurs resident'gB |-~ o and dematives viote being offered,
food preference were met for one (1) of Noton: ,‘;E:fl‘;‘;igNh‘,}mn'ﬁi;f‘j:f;cffgf;‘;‘”
twenty-four (24) sampled resldents, (Resldent Registered Nursing Assistants and dictnry staff
. were in-serviced on the protoco! for checking
' : meat Lickets for prefercnces and accuracy and
Tha flndlnga include: food alternatives are being offored. The in-
services wore condueted on 12/16/2011,
12/17/2 g
Observation of Resident # 9, on 11/28/11 at 6:10 st dspeimpe 2 972011 by the DON. The
PM, in the resident’s room, revealed the resident designee will cnure all new hitc Register
8
was not eating higher dinner consiating of meat, Nutses, Licensed Practical Nurses, Kenlucky
squash, areen beans and carrots. Medication Aides and State Register Nursing
.q g Asgistance re‘oelve {raining on the protocol for
Review on the mesl tieket on Resldent #9's tray, i s atkes on tho meal icket and
on 11/28/11 at 8:10 PM, revealad the resident's 5. A QA will be conducted by the DON or
dlallkes were listed as: squash, no.seads or nuts. designee on 5 residents every week for 12
v!.-eeks 1o ensure the protoco] for checking meal
interview with Reslident #9, on 11/28/11 at 6:10 ;‘:‘:‘l‘l‘r‘:c‘;’gﬁﬂ"’f‘gﬂlﬁ [_‘;:L‘La‘:]'fe’f:ﬁfiﬂs“’i“g
a ) €8,
PM, revealed he/she did not like aqu_aSh or 6. The Administrator will ensire continved 1220/ 11
anythlng with seads or nuta, The resident stated compliatico,
' TITLE POy DATE

-1~

other sdfaguards Jrovide sulilciant

teotion to the patlents. (Seo Instruotlons,) Except for nursing humes, the findings stated above are discloable 90 days

Aﬁyﬂg{:mnoy slétament ending witd an asterisk (*) denoles a deflclancy whioh the inetitutlon may ba excused from corracting proviting it I8 determined that

followiny tha date &f survey whather or not a plan of cotrection Is provided. For nuraing homes, the abova findings and plans of eorreation are disclosable 14

days followlng the

program participation.

to thase dogumentie are made avallable to the facilty. il deflclennies are olted, an approved plen of oorrestion la reuisite to contlhuad
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DEF’AHTMENT OF HEALTH AND HUMAN SEFWICES

‘PI‘-’IINTEC‘ A2HB/E0I

Tha facllity must ensure that the resident
environment remains aa free of accldent hazards
as Is poasible; and each resldent receives
adequate supetvision and assistance devices to
prevent accidents.

This REQUIREMENT is hot met as evidenced
by:

Based on cbservation and interview It was
determined the facility falled to enaure the
resldant.environment remalned free of acsident
hazards as evidencad by one (1) of two (2)

‘treatment ¢arts belng unlocked and unsupervised

by staif ort the Memory Unit (A Wing).
The findings include: -

Qbsarvation, on 11/29/11 at 12:06 PM, revesled
an unlocked treatment cart, Observation of the
contents of the treatment cart revealed one (1)
eight (8) Inch long "Phillps Head" serewdtiver in
the top drawer. The second drawer contalned
eight (8} AA "Duracel]" battetlss, loose from the

" 1. The three un-sampled

. . FORM APPROVED
_CENT EﬂS FOR MEDIGCARE & MEDICAID S8ERVICES ' "OMB NQ 0938-0891
STATEMENT OF DEFICIENGIES (X1} PROVIDER/BUPPLIER/CLIA (¥2) MULTIFLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN QF CORRECTION IRENTIFIOATION NUMBER: COMPLETER
) A BUILDING
B WING )
186174 : 11/30/2011
NAME OF PROVIDER OR 8UPPLIER STREET ADDRESS, OITY, STATE, ZIP GODE
' 8078 BURLINGTON PIKE
FLORENGE PARK GARE GEN.TEH FLORENGE, KY 41042
. (X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORREGTION (e
PREFIX {EACH DEFICIENOY MUST SE FRECEDED BY FULL . PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSC 1IDENTIFYING INFQRMATION) TAG OROBS-REFERENCED TO THE APPROPRIATE - DATE
. , DEFIDIENGY)
F 246 | Continued From page 1 F 246 F 323 Free of Accident
that he/she did not tell anyone or request. anything : HaZMdS/SupeWISI?n/DGVIceS
different. s '
: . The facility must ensure that
Interview with Reglsterad Nurse.(RN) #1, on . the re.sident enwror!ment
11/30M11 at 1:15 PM, revealed the resident's meal remains fre:a of aopldant
preferances were supposed to be honored and hazards as is pOSSI‘blc', and
hefshe should not have had those items on each resident receives adequate
histher tray. supervision and assistance
F 323 483.26(h) FREE OF ACCIDENT " F323 devices to prevent accidents,
88=D | HAZARDS/SUPERVISION/DEVICES :

residents were not impacted by
the alleged action of the nurse
of leaving of the treatment cart
uniocked. The other residents
on the Memory Care Unit were
not impacted by the alleged
action of the nurse of leaving
of the treatment cart unlocked.

2. LPN #2 immediately
ensured the treatment cart was
locked on  11/29/2011 at
12;10pm. Nurse #2 was
mmediately in-serviced along
with the other nurses on the
unit on ensuring all carts are
locked at all times when not in
sight by the DON on
11/29/2011.

3, A facllity audit was
conducted on 11/29/2011 at
12:30pm by the nursing
administration team to ensure
all treatment and mexlication
carts were locked.

FCAM GME-2687(02-98) Pravious Veralons Obsalets

Event ID!HHBI

Faalllty ID; 100847
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' DEF‘AHTMENT OF HEALTH AND HUMAN SEHVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

" PRINTED: 12/8/2041

FORM APPROYED

(5(2) MULTIPLE CONSTRUOTION

OMB'NQ, 0936-0301

GTATEMENT OF DEFICENCIES ~ |(X1) PROVIDER/SUPPLIER/CLIA (X8) DAYTE SURVEY
AND PLAN OF CORRECTION * IDENTIRIOATION NUMBER: GOMPLETED
A BUILDING
. 8. WING
185174 11/30/2011

NAME OF PROVIDER OR BUPPLIER
FLORENCE PAFIK CARE CENTER

STRAEET ADDRESS, CITY, STATE, ZIP CODE
66756 BURLINGTON PIKE

' ELORENGE, KY 41042°

(X4) ID SUMMARY BTATEMENT OF DEFICIENCIES D " PROVIDERA'S PLAN OF CORREGTION ()
PREFIX (EACH DEFIGIENDY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OF L8G IDENTIFYING NFORMATION) TAG CROSS-REFERENCED TO THE APFRORRIATE pATE
‘ ; - ' DEFICIENGY) _
F 323 | Continued From page 2 F 323 4. All Registered Nurses and
packeging. The third drawer contained one (1) Licensed Practica] Nurses
palr of "Needle Nose® pllers. The hottotn drawer where in-serviced on the
of the cart contained numesrous toploal lotions end facillty protocol to ensure all
oreama. Also observed in the bottom drawer treatment carts are locked at all
wera looss plastio single-dose vials of Albuterol times when not in sight by the
u, n
minkneh" used In respiratory breathing DON. These in-services were
reatments. conducted on 12/16/2011,
Further okservation of the untocked oart revealed %’2 7{231 l{f"-‘d 112/ 19/2011.
It was In the resident common ares with no staff Sintor o opment
member attending the cart for & minimum of five coordmator or designee will
{6) mihutes, ‘Three {3) unsampled, unsupervised - ensure new hire Registered
residents came within arms reach of the oert Nurses and Licensed Practical
Jduring the five (5) minute observation period, Nurses reccive training on the
protocol of ensuring ail
Interview with Lioensed Practioal Nurse {LPN) treatment and medication carts
#2/Unlt Manager of the A Wing, on 11/29A11 at are locked at all times when
12:20 PM, revaaled that per facllity polioy the not in sight.
treatment carte were to remain locked when o e
unsttendled by staff. The Unit Manager futther 5. A QA will be conducted by the
reveslad that the obsarved objects within the 'DON ot designee ensuring that the
treatment cart posed a potential hazard to the resident environment remains as
tesldents. free of accident hazards as is
F 371 488,35() FOOD PROCURE, F 371 possible and each resident receives
88=F | STORE/PREPARE/SERVE - SANITARY adequate supervision and
assistance devices to prevent
The facllity must - ' - accidents and the medication and
(1) Progure food from sources approved of treatment carts are locked at all
conaldared satlafactory by Federal, State or loca) times 2 x week for 12 weeks. The
authorities; and ~ Unit Managers will monitor
(2) Stors, prepare, distribute and serve food compliance each day Monday
under sanitary conditions through Friday and the supervisor
‘ “on Saturday and Sunday with 12/20/11
walking rounds.
6. The Administrator will ensure
continued compliance.
This REQUIREMENT Is not met as svidenced

FORM OMB-2567[02-80) Pravious Veralons Obsolale

Event 1D: HHBIN

Fatdmly 1D: 100847
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. DEPARTMENT OF HEALTH AND HUMAN SERVICES . .

: .+uzrs FORM APRROVED
CENTERS EOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTILE CONSTAUGTION © " |(X9) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NLIMBER: - COMPLETED
A BULDING
- 185174 h.wa 14/30/2011
NAME OF PROVIDER OR 8UPPLIER BTREET ADDRESS, OITY, 8TATE, ZIP OODE
6975 BURLINGTON PIKE
FLORENCE PARK CARE CENTER 7 FLORENCE, KY 41042
(X4 ID BUMMARY STATEMENT OF DEFICIENCIES B | I PROVIDER'S FLAN OF CORRECTION (X6
PREFX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION 8HOULD BE GOMRLETION
TAG REGULATORY OR L8O IDENTIFYING INFORMATION) TAG GROB8-REFERENCED TO THE APPROPRIATE DATE
DEFICIENOY) .
F 371 | Continued From page 3 F371| F 371 483.35 Food Procure,
by: _ Store/Prepare/Serve-Sanitary
Based on observation, Interview and review of -
facility's polioy and procedures it was determined The facility must procute food
the facllity failed to prepare and distrlbuta tood In from sources approved or
a sanltary manner. Dietary staff fafled to wash considered satisfactory by federal,
hande and change gloves when changing tasks. state or local authorities and store,
Additionally, stalf did not have thelr hair contalned prepate, distribute and serve food
Inside hair coverings. The facility's failure had the under sanitary conditions.
potential {0 effect 132 of 138 resldents. .
. I. There were no negative outcomes
The findings inolude: to any residents duc to the dietary staff
failing to change gloves or wash their
1. Review of the facllity's policy "Glove Use", hands between glove changing.
dated 09/27/11, raveslad gloves shall be used by 2. In-service conducted for all
diatery staff to separate hands and foad and dietary staff on 12/17/11 in regard (o
food-contact surfaces. proper glove usage and hand washing.
{etary Director or designee to
Review of the facility's policy-"Personhel , 3 cmnple?;e(t)a;u):s to monitor hanﬁ'_
Standards - Hand-washing and Halr Restraints", ; . 4
hygiene/glove-changes are perforine
dated 0%/27/11, revealed hands must be washed tlv and as requited to ensure
before putting on gloves, aiter ramoving gloves correctly and A3 (o4 e
sanitary conditions are maintained.
and after touching a resident, eto. The policy dld »s will be performed for one
not detell hands were to be washed when moving These QA’s will bo pert o, |
from one tagk to enother. moal three times per week during mea
preparation and service for one month,
Observations, on 11/30/11 during the lunch mea and then once weekly for three m‘mtgs
from 11:30 AM until 1:20 PM, revesled the cook to ensure that food is stored, prepared,
asked a dletary alde to get a potple from the disitibuted and served under sanitary
freezer. Dietary Alde #1 exited the kitchen and conditions. ‘
retutn a momant later with a potple In the box, 4. Administrator will ensure
Diotary Alde #1 passed the potpls o Cook #1, compliance.
Copk #1 opened the box and placed the potple
Into the mlorowave. Then the Cook #1 resumed
preparing trays for resldents. Cook #1 did not
change her gloves or wash-her hends. After the
potple had flnished cooking Cook #1 removed the
potpta from the tven, checked the temperaiure
'| and served the potpls. Then Cook #1 resumed
JFORM CM8-2807{02-88) Previous Varalons Obeolete Event |D: HHBI1
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' DEPAHTMENT OF HEALTH AND HUMAN SEHVIGES

PRINTED! 12118/2041

FORM APPROVED
" CENTERS FOR MEDICARE & MEDICAID SERVICES " OMB'NO. 09380391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/3UPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A, BUILDING
8. WiNe
| 185174 _T11/30/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP CODE
6978 BURLINGTON PIKE
FLORENCE PARK CARE CENTER :
. ARE G FLORENCE, KY 41042
04) ID SUMMARY STATEMENT OF CEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o)
PREFI (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTIDN 8HOULD BE COMPLETION
TAG AEQULATORY OR L8C IDENTIFYING INFORMATION) TAG CROBG-REFEAENGED TO THE APPROPRIATE DATE
DEFICIENCY) i
F 371 | Continued From pege 4 F 371
sepving trays without changing Her gloves and
washing her hands. Additiona! cbgervation
revealed the Cook #1 recelved a hamburger patty L There were no negative outcomes

from the Dietary Manager. The hamburger patty
was In a plastic bag and the Dletary Manager waa
not wearing glovea. Cook #1 shook the:
hamburger patly ohto a saucer and placed It Into
the microwave. Coak # resumed preparing trays
without changlng her gloves and washing her
hends. After the hamburger had cooked the
Cook #1 removed It from the microwave tested
the temperature and reaumed praparing trays.
Cook #1 did not wash her hands or change her
gloves. Addlilonally, during observetlon of the
tray line Cool¢ #1 obtained hot water from the
coffes maker twice. The fitst time she obtalned
hot water to thin pureed food. The second time
she obtained hot water to meke & bow! of quick
oats. Cook #1 did not changer her gloves or
wash her hands prior to returning to the serving
line and prepating residants’ trays.

Interview with Cook #1, on. 11/30/11 at 1:32 PM, "
ravealed she should have ohanged her gloves
and washed her hands when she put the potple
and hamburger Into the mlcrowava and prlor to
retuming to the tray fine.

Interview, on 11/30/11 at 3:14 PM, with the
Distary Manger revealed staff should change
glaves and wash hands whan changing from ona
tagk to anothet.

2. Review of the facliily's pollcy "Personnel
Standards - Hand-washing and Hair Restraints”,
dated 09/27/11, revealsd hair-nets or hats that
effectively restraln head and facial halr must be
worn at all mes in food preparation areas,

to any residents dus to the distary staff
not wearing beardnets/hairnets,

2, In-service conducted for all
dietary staff on 12/17/11 in regard to
proper haitnet/beardnet use.

3. Dietary Director or desighee to

guard use required to ensure sanitary
will be performed for one meal three

and service for one month, and then
once weeldly for three months to ensure

and served under sanitary conditions.
4, Administrator will ensure compliance.

complete QA’s to monitor hairnet/beard
conditions are maintained. These QA’s

times per week during meal preparation

that food is stored, prepared, distributed

12/20/11

FQRM OMS-2667(02-99) Previous Verslons Obsololo

Event 1D; HHBIH 1

Faclitty ID: 100647
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OMB NO.0838-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (¥2) MULTIPLE CONSTRUCTION {X8) DATE BURVEY

AND PLAN GF CORRECTIO : H:H ' : 1o
LAN RAECTICN IDENTIFICATION NUMBEF? A BUILDING COMPLETED

B. WING ' |
| 185174 ' 11/30/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, ZiP CODE

6073 BURLINGTON PIKE
FLORENCE PARK CARE CENTER FLORENCE, KY 41042

D i . BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF-GORRECTION. )
PHEFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL | PRBERIX {EACH CORHECTIVE AOTION BHOULD BE COMPLETION

TAQ REGULATORY OR LSO IDENTIFYING INFORMATION} TAQ . CAOE8-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) .

F 371 | Continued From page 5 F 371

'| Addittonally, the poliey detalled beard must be
coved by & hair net or beard-guard.

Observations, on 11/30/11 during the lunch mea)
from 11:30 AM unt!! 1:20 PM, revealed Cook #1
had halr stioking out from under the halr-net on
the right slde of her face while preparing trays
and food for residents. Additionally, Dietary Alde
#6's hair-net was worn In & manner that allowed
her halr to be exposed all the way around her
head, The hait-net covered less than fifty (60)
parcent of her halr as she preformed & variety of
tasks within the food preparation aroas.
Furthermore, Dlatary Alkde #6 had a beard that
was not covered by a halr-net or baard-guard,
Distary Alde #5 sliced ham and prepared grilled
chepess sandwlohes as needed during the
observatioh of the tray line,

Interview with Cook #1, on 11/30/11 at 1:32 PM,
révealed the. halr-net was to cover the whole
‘head. The cook was not aware her halr wes
sticking out frorm under the hair-net..

In interview, on 11/30/11 at 1:356 PM, Dietary Atde'
#a stated the halr-net should covar all the halr,

* | Bhe stated the halir-net often slides araund on her
-1 head.

Interview, on 11/30/11 at 1:37 PM, with Dietary
Alde #5 revaaled faclal halr was to be kept oléan
end govered.

Interview, on 11/30/11 at 3:14 PM, with the
Dietary Manager reveeled hair-nels should be
worh {o restrain the halr covering ali the hair on
thelt heud and beards.

F 441 483.65 INFECTION CONTROL, PREVENT F 441

FORM GMB-2667(02-08) Previous Varsfona Obsaleto Evorit 1D: HHBI1 Faolty iD; 100547 If continuation gheat Page 60f 12



DEPARTMENT OF HEALTH AND HUMAN SERVICES
" _CENTERS FOR MEDICARE & MEDICAID SERVICES'

T PRINTED: 8H8/20H ~

FORM ARPROVED

T T T OMBNO. 00380801 -
GTATEMENT OF DEFIQIENOIER (X1) PROVIDER/BUPPLIER/CLIA (X2} MULTIPLE CONBTRUCTION (X3) DATE SuRvey
AND PLAN OF CORHEQTION IDENTIFICATION NUMBER: COMPLETED
A. BUILOING
B. WING
105174 11/30/2011

NAME OF PROVIDER OR SUPPLIER
FLORENCE PARK CARE CENTER

BTREETADDRESS, CITY, STATE, ZIP CODS
0078 BURLINGTON FIKE
FLORENCE, KY 41042

98=E

SPREAD, LINENS

The facllity must establish end malntaih an
Infection Control Program designed to provide a
safe, sanilary and comfortable environment and
'to help prevent the devaldprnent and tranamission
of disease and Infection.

| (&) Infectlon Control Program

The facllity must establish an Infectlon Control

N Program under whioh it -

(1) Investigates, contrals, and prevents infections
In the faclity;

(2) Decldes what procedures, such as Isolatlon,
ghould bs applied to an Individual resident; and
(3) Malntelns a record of Inoldents and corretive
actione related to infactions.

{b) Praventing Spread of Infeotion

(1) When the Infactlon Control Program
determines that a resident needs [solation to
prevent the spread of Infeouon the faaility must
Isolate the resident.

(2) Tha facility must -prohibit amployess with a
communlcable disease or infected akin leslons
from direct contact with residents or their food, if
direct contact will transmlt the disease.

(3) The facllity must requlre staff to wash thelr
hands afler each direct resident contaot for which
hand washing s indigated by accepted
professional pragtice.

“1{c) LInens

Personnel must handle, store, process and

transport linens so as to prevent the'apread of
Infection.

(%4} 1D SUMMARY STATEMENT OF DEFICIENOIES n PROVIDER'S PLAN OF CORRECTION N
PREFIX (EAOH DEFIOIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REQULATORY OR LEC IDENTIEYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE DATE
DEFISIENGY)
F 441 | Continued From page 6 F 441

F 441 Infection, Prevent the Spread

The facility inust establish and maintain
an Infection Control Program designed
to provide 4 safe, sanitary and
comfortable environment and to help
prevent the development and
teansmission of disease and infection.

Resident #5, 6, 9, 10, and 13 did not
have & negative impact by the alleged
practice of not changing gloves.

Resident # 13 did not have a negative
impact by the alleged improper storage
of the suction machine. Resident #13
was not using the suction machine.
DON interviewed resident #13 on
 11/28/2011, Resident #13 revealed that
the suction machine was not in use and
has not been needed “in a long time”.

" Residents in room 214, 215, 216, 218,
219 and 220 did not have a negative
impact from alleged improper storage of
bed pans, urinals, or urine graduates.

LPN # 1 and LPN # 5 were immediately
educated and in serviced by the DON
on 11/2972011 at 2:00pm on performing
skin assessments and changing of

- gloves.

|

FORM CMB-2667(02-89) Previous Varelone Obadlele

Event 1D:HHBIT1

Faolliy i: 00547
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. FORM ARPROVEDR
OENTEhs FORMEDICARE & MEDICAID SERVICES - ~ OMBNO. 0938-0391
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROBS- REFERENGED TO THE APPROPRIATE DATE
DEFIOIENCY)
F 441 | Contlnued From page 7 F 441

This REQUIREMENT I8 not met as evidenced
by '

Based on observation, interview, record review,
and review of facility's policy and procedures it
was detarmined the facllity falled to have an
effective system in place fo prevent the
development and tranamission of disease and
infection, for five (B) of twenty-four (24) sampled
rosidents (Residents #5, 6, 8, 10 and 13), 'Staff
failad to change gloves and wash their hands
during skin assegsments for the flve {B)
resldents. Further, the facllity failed to ensure
resldent equiptent such as bedpans, urine
graduates and suction machings were stored in &
manhet to prevent Infection or contamination.

The findings include:

1. Revlew of the fagility's policy "Standard
Precautlons {Glovas)", not datad, revealed gloves

-should be ohangad between tasks and

procodures onh the same resident after contact
with material that may have a high concentration
of micrgorganisms,

' Fla\iiw of the faoillty‘a polioy "Skin Asseasment",

not dated, revealed gloves were to be worn
dufing skin assesements. Additionally the polloy
detallad the skin assessment wag to be complete
from head to tos and front 1o back. Furthermate,
the pollcy stated glaves were to be chahged
between task and procedures on the same
tesldent after contact with material that may
oontalh & nuiber of micraorganisme.

Obhaservation, on 11/2841 at 11:00 AM, revealed

The suction muchine befonging to
resident #13 was immediately placed in
g plastic bag, removed ftom room,
sanitized and returned to central-on
11/28/2011 by DON.

The bed pans, urinals and/or utine
graduates in rooms 214, 215,216, 218,
219 and 220 were discarded and
replaced by with new itoms labeled with
the resident’s name on 11/28/2011 by
DON,

A facility audit was conducted on
12/01/2011 by the Nursing
Administration team to ensure proper
protoco! being followed for performing
skin assessmetts, changing gloves and
proper storage of medical equipment,

FORM CMB-2687(02-66) Pravious Verelone Obsolste
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KA D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORHECTION ()
PREFIX {(EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORBEQTIVE ACTION 8HOULD BE GOMPLETION.
TAQ - AEGULATORY CR LSO IDENTIFYING INFORMATION) TAG cnoss-ﬂEFmﬁggFEIgIEﬁ (;r%E APPRQPRIATE DATE
8. BAll Reglstered Nursies, .
. : Practical Nurses
F a4 Continued From page 8 F 441 Eigeg:gge Regzstered Nufsing
Licensed Practleal Nurse (LPN) #5 completed a Assiscants were in-serviced
gkin assessment for Resldent #8. The LPN °gr§g§m§:§°tgiii i::essm&nts
started at the resldent's togs and proceeded up ghang ing gl oves, and proper
the body to the head. The.nurge did not change storage of medical
her gioves and wash her hands after assessing equipment, and maintaining
Resldent #6's parincal area, After assessing the safe, sanitary and
petineal ares LPN #5 assessed the resident from comfortable environment and
the walst to the heud to help prevent the
: ' . . development and transmission
of disease and infection.
Obsetvation, on 11/29/11 at 11:15 Al, revealed The in-services were
LPN #5 completed a skin agsesamant on , conducted on 12/16/2011,
Resldent #13. The LLPN assessed the resident's 12/17/ 2011T;“d iigg/ 2011 by
petineal area and did not change her gloves and S lopuent murse
wash her hands before she proceeded to the coordinator or designes will
asgess the resldent from the walst up, ending at ensure all new hire Register
the head. Recqrd review revealad Realdant #13 Nuzrses, L(iicgzzzg ;:ﬂi;i';iid
was on contact precautions due to an Utinary gﬂiii;gaﬁsaia A n pa vl
Treot Infection with Escherichla Coll training on performing skin
Extended-Spectrum Bate-Lactamases (ESBLS). assessments, changing gloves
ESBLS organisms produce enzymeas which and proper storage of
reduoe the effectivenesa of Third Generation medical equipment and
Caphelosporins (antbitis). e o R e
. and to help prevent the
Buring an chservation of & skin assessment an development and transmisaion
Resident #10, on 11/29/11 at 11:30 AM, LPN #5 of disease and infection.
stated she needed to collect a stool speciman for 9. A On will be conducted by the
Clostridium Difficlie (an infectious organism). The Eggig:nggﬂigzi; O for 12
LLPN collacted the gpecimen and praceeded to waeks to ensure the protocol
865066 the resident from the walst to the head. for to ensure the protocol
The nurge did not change her glovers or wash her tor performing akin 12/20/11
hands after collecting the stoo! specimen. assessments, changing gloves
and proper storage of
Interview, on 11/29/11 &t 5:00 PM, with LPN #5 Mo B e aanitary
revealad she started at the fest and worked up to and comfortable environment
the head. - in further Interview LPN #5 stated she and to help prevent the o on
should have changed her gloves after she e o mroneion 1o
oollected the stool spedimen. implemented.
) 10.The Administrator will ensurs
. continued compliance.
FORM CM5E-2667(02:90) Pravious Vorglons Cbsolets
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B. WING
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FLORENCE PARK CARE CENTER

8078 BURLINGTON PIKE
FLORENCE, KY 41042

STABET ALDRESS, CITY, STATE, 2IP CODE

(X4} 1D
FREFIX
TAG

BUMMARY STATEMENT OF DEFICIENOIES
" {EACH DEFICIENCY MUBT BE PREGEDED BY FULL.
AEQULATORY OR L8O IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF GORRECTION

D ¥
PREFIX (EAGH CORRECTIVE AGTION SHOULD BE cqmé}éion '

TAQ CROSE-REFERENCED TQ THE APPROPHIATE

DEFIGIENGY)

F 441

Continued From page 9 :
QObservation, on 11/20/11 at 3:30 PM, revealed

LPN #1 oonducted a gkin aassssment oh

Reosident #5. The nurse conducted the skin

‘| asseasment from toe to head, The nurse did nat

not chenge her gloves or wash her hands after
she ramoved tha realdant's brief and assessad -
the perineeal area LPN #1 then preceeded to

complete the assesament and examination of the

face, ears and head.

QObservation, on 11/29/11 at 4:36, revealed LPN
#1 oompleted a skin assossment on Resident #0,
LPN #1 dld not change her gloves and wash her
hands.after asseasing the petineal area of
Resident #9. After ehe agsessed the petineal
area the'nurge praseeded to complete the
assessment from the weist to the head.

Intarview, on 11/28/11 at 5:16 P, with LPN #1
revesled she was not aware she had not changed
her gloves and washed hands after assessing the
resident's perineal area and prior to agsessing
the upper body. She state the petineal area
should be assessed last because It is not olean.

Interview, on 11/29/11 at 5:18 FM, with
Reglstered Nurse (RN) #4 revealad skin

ass685mMonts wore to be conducted from head to |

toe and gloves where to be changed after
asgessing the parineal arve before proceedihg to
otfier parta of the body.

Interview, on 11/30/11 at 2:66 PM, with RN #1
revealed gloves should be changed after
assessing the perineal araa to prevent
contamination of other body parts,

Interview, on 11/30/11 at 3:30 PM, with the

F 441

FORM OMB-2607(02-09) Pravious Verslone Obsolele Evenl |0:HHBITY
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STATEMENT OF DERICIENGIES (X1}, PROVIDER/GUPPLIER/OLIA {¥2) MULTIPLE GONSTRUOTION - ' (X3) DATE BURVEY
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, A. BUILDING
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‘ 186174 : _ 11/30/2011
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, 8TATE, ZIP CODE )
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(X4 (D SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION . i)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FUL, PREFIX EACH CORRECTIVE ACTION 8HOULE BE COMPLETION
TAQ REQLLATORY OR LBO IDENTIFYING INFORMATION) TAG GROBE-REFERENCED 7O THE APPROPRIATE DATE
_ i DEFICIENGY) :
F 441 | Continuad From page 10 F 441

Direotar of Nursing {DQON) ravealad gloves were
to be ohenged after agseseing the perineal area

1 and before proceeding to other body parts.

2. Chservation, on 11/28M11 at 3:20 PM, during
Intal tour, revesled a suotion machine on ihe tolfet
room floor of Realdant #12's room. The
aquipment was hot bagged, tagged or sitting on
any type of barrler,

Intetview with Resident #12, on 11/28/11 et 6:12
PM, In the residant's room, revealed the suction

‘I machine was for him/er and that it had not bean
used In a long time.

Interview with RN #1, on 11/30/11 at 1:086 PM,
revealed the suction machine should have baen
bagged and tagged and placed in the ditly utility
room, hot h the resident's bathroom floor
because it was an-infection comrol lzaue,

3. Observatlon during the Inltlat tour of the facllity,
on 11/28/11 between 3:20 PM and 5:00 PW,
revealed the following:

Room #214~ a bedpan with brown materlal In it
was lying in the floor of a shared bathroom, not -
bagged or labeled.

Room #215- a badpan was wedged betwesn the
handrail and the wall of a-shared bathroom, not
labeled ot bagygad.

| Room #216- a badpan was lying on the floar of a
shared bathroom, not bagged or labeled.

Room #218- a bath basin was siiting on the floor
of a shared bathtoom, not bagged or labeled.

FORM CM'.‘.%-EBBT(M-QQ) Pravious Versions Obsolels Event ID: HHBHA Faalllty 10 100847 It continuation sheat Pags 11 of 12
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. ’ DEFICIENCYY -
F 441 | Continued From page 11 : F 441

Room #2198+ iwo (2) hedpans were lyfng in the
floor of the shared bathroom, one (1) bedpan had
“brown materlel in it, nelthar were labeled or
bagged.

Room #220- a graduate used for emptying urine
| from & urinary drainage bag was siiting on the
slnk of a shared bathroom, not labeled or

hagged.

interview with LPN #3, on 11/26/11 at 6:20 PM, at
the nuraing station, revealed badpans, bath
basins, and utine graduates were suppose to be
in bags and labsled with that resident's name for
infeotion control measuras, -

Interview with RN #1, on 11/30/11 at 1:05 PM, in
the conference toom, revealed badpans, urine
graduates end bath basing should be labeled with
the resident's name and bagged for: Infection
control measures and to prevent oross
cantamination.

FOFM CMS-2067(02-08) Previous Verslons Obeolata ’ Event ID: HHBI1 Faolliy I 100547 I continuation shest Page 12 of 12



" DEPARTMENT OF HEALTH AND HUMAN SERVICES

- PRINTED: 18 6/2011

- EAL HUMAN A L . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIERACLIA | ¢x2) MULTIPLE GONBTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING @1 - MAIN BUILDING 01
B. WI
. 185174 N 11/29/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
_ 6678 BURLINGTON PIKE
FI.DHFNCE PARK CARE CENTER FLORENCE, KY 41042
(X0 1D _ SUMMARY BTATEMENT OF DEFIOIENQIES [#] ' PROVIDER'S PLAN OF CORRECTION j (PXGJ
FRERIX EACH DEFICIENOY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION BHOLLD BE COMPLETION
TAG EGULATORY OR LEC DENTIFYING INFORMATION) " TAG CROBS-REFERENCED TO THE APFROPRIATE DATE
: DEFICIENGY)
" K000 INITIAL COMMENTS K 000
- CFR: 42 CFR 483.70{a)
Building: 01
8urvey undar: NFPA 101 (2000 Editlon)
Faolity type: SNF/NF
Typs of sttucture: Type V (000) : | gilfl‘l T‘; @; i ‘WEL R
Smoke Compartment: Eleven (11) Y DEC 23 201 ||
Flre Alarm: Fire alatm with single statlon smokes BY: pd
‘| In rasident rooms e AT e S
Sprinkler Systam: Complete sprinkler system
(wet and dry)
Generator: Type Il. Dlegel Installed 1999
Aslendard Lite Safety Coda sutvey was
canductad on 11/29/11, Florence Park Care
Center was found not to be In compliance with
the regulrements for pariicipation In Medlcare and This plan of correction shall
Medicald. The cenaus on the day of the survey operate as Florence Park Care
was ane hundred thidy seven {187). The facllity le Center’s written credible allegati
llcensed far one hundred fifty (150 oo nioal © AL ogation
cenged far one hundred fifty (150). of compliance, This plan of
The findings that follow demanstrate :g;: :f;;fg;rlz 2?;?22;‘;:;%“%
- | noncompliance with Title 42, Code of Fedbral obligation, or position and Fl
Regulatlons, 483.70(g) at seq. {life Safety from Park Care C enI: o h orence
Fire). Deficlencles were cited with the highest bt (o taiv a1l redn
. | deficlency Idenlifled at "E” level.. ights to raise all possible
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD Koss| ~ conenvions and defonses in any
8S=E . ﬂcl‘vl or 9rim1nal claim, action or
Requlred autematic sprinkler systems are proceeding.
e -cahtinuously maintained In rellable operating 7
BOR pcrom; DIRECTO PRQMIDERBUPPLIER HEPRESENTATIVE'S SIGNATURE T TITLE {6} DATE

| AAMM 161[':*0."}3*/

13111

may be excused from gorreating providing it Is datermined that

other safeguarils provide aulficlent protection to the patients. (See Instruotions,} Exospt for huralng homes, the findings statad above are disclosahlo 80 days

foltowdng the date of auwrvey

Ar’;;r" rdemoitalement eﬁé!ng with an asterisk (*) denotas & defiolenoy which the ingiiution

figther of not a plan of comectlon s provided. For nursing homes, the above findings and plans of conaction are disclosabla +4

days followlng the date these documents are made avallable 1o the faollity. If deficiencles ara oliad, an approved plan of correotion Is requisliie to conlinued
program partiolpation,

FORM OM3-2667{02-80) Previous Veralons Chsolste

Event ID:HHBR21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES |

PRINTED: 12/ 8/2011

0.7.6

| standards. Sprinkiers must be maintained t

-veflous wires, The observation was confirmed

conditlon and are inspacted and tested
petiodically.  19.7.6, 4.6.12, NFPA 13, NFPA 26,

This STANDARD s not met as evidenced by
Based on obsetvation and Interview, It was
determined the facliity falled to ensure the
sprinkier systerm weas maintalhed according to
Natlonal Fire Protection Agsoclation (NFPA)

ehsure thalr relabillty during a fire. The deficlency
had the potentlal to affect three {3) of elevan (11)
shtake compartmants, fifly iwo (52) residents,
stalf and visitors,

The findings Include:

Observation, on 11/29/11 &t 11110 AM, revealed -
the sprinkler plping located above the drop celling
of the C Wing Hall was being used to support

with tha Maintenance Dirgctor,

Interview, on 11/29/11 at 11:10 AM, with the
Maintenance Dlrector, revealed he was not aware
of the sprinkler piping belng used to support the
varlous wires. :

Reference: NFPA 25 (1998)

2-2.2* Pipe and Flttings. Sprinkler pipe and
filtings shall be

inspected annually from the floor level. Fipe and
fitlings shall : .
be In good condition and fres of mechanical
damage, leakage,

corroalon, and mieallgnment. Sprinkler piping

=l e TN AN B . . FORMAPPROVED
GENTERS FOR MEDICARE 8 MEDICAID SERVICES . _OMB NO. 0938-0391
STAYEMENT OF DEFICIENCIES (X1} PROVIDERA/BUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X8) DATE SURVEY
AND PLAN OF CQRREGTION (PENTIFICATION NUMBER: COMPLETED
. ABULDING o1 - MAIN BUILDING 01
B. WING
185174 : 11/28/2011
NAME OF PROVIDER OR SURPLIER BTREET ADDRESS, OITY, BTATE, ZIF CODE '
; , ; 6075 BURLINGTQN PIKE
PARK CA R
FLORENCE PARK CARE CENTE FLORENCE, KY 41042
R4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION . X6)
HEFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EAGH CORREGTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LAC IDENTIFYING INFORMATION) TAG ' CROBB:AEFERENCED TG THEAPPHOPRIATE DATE
. DEFICIENOY)
K 062 | Continued From page 1 K 062

K 062 NFPA 101 Life
Safety Code Standard

Required automatic
sprinlcler systems are
continucusly _
maintained in reliable
operating condition

and are inspected and
tested periodically,
19.7.6, 4.6.12, NFPA
13, NFPA 25, 9.7.5

1. There were no
negative
outcomes to any
residents due to
the sprinkler
piping supporting
various wires.

2. In-service was
conducted on
12/15/11 by the
Adwministrator
with the
maintenance
director with
regard to keeping
wites off of the
sprinkler piping.

3. Maintenance
Director began
removying wires
from the
sprinkler piping

on 12/16/11. 12/30/11

FORM CMS-2667(0%-89) Previoua Verslons Obsolets

Event 1D; HHBI21

* Paolily 1D: 100647
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188174

(%2) MULTIPLE GONSTRUGTION
01 » MAIN BUILDING 01
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B. WING

(%) DATE BURVEY
COMPLETED

11/20/2011

NAME OF PROVIDER OR GUPPLIER -
-FLLORENCE PARK CARE CENTER

STREET ADDRESS, CITY, 8TATE, ZIP GODE
8978 BURLINGTON PIKE

FLORENCE, KY 41042

) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENOY MUST BE PRECERED BY FULL
REGULATORY OR LSC IDENTIFYING IWNFORMATION)

iD PROVIDER'S PLAN OF CORREQTION .
{EACH GORBECTIVE ACTION 8HOULD BE
CRO@R-REFERENCED TO THE APPROPRIATE

PREFIX
TAQ

DEFICIENCY)

(K8}
COMPLETION
DAIE

K 082

K 130
88=F

Contlnﬁed From page 2

shall not be
aubjected to external loads by matsrials either
restihg on the

-t pipé or hung trom the pipe.

Exception No. 1:* Pipe and fittings Installed In
concealed apaces

such as above suapended cellings shall not
require inapaction.

Exception Na. 2; Pipse [nstallad In areas thal are
Inagcassibletor sately

conskdarations due to process operations shall be
inspeacted duting

each scheduled shutdown,

NFPA 101 MISCELLANEQUS

OTHER 1.8C DEFICIENGY NOT ON 2786

This STANDARD s not tnet as evidenced by:
Based on record review and Interview, it was
detarmined the facility talled to engura alingle
station smoke detectors were maintalned
according to Natonal Fire Protection Assooiation
{NFPPA) standards, Singls station smoke
detectors must be malntelned acoording to NFPA
and the manufactures requitements to ensura
thelr reliabllity to detecting smoke. The deficlanoy
had the potential to affect elaven (11) of elaven
(11) emoke comparimenis, one hundred fifty
(150) resldents, staff and visttors.

The findings include:

Record review of the faollity's smoke detector
inspection reports, on 11/26/11 at 12:04 PM,

K 062

K 180

1,

K 130 NFPA 101 Miscellancous

There were no negative
oulconies to any residents
due to the absence of
documentation of
maintenance to the smoke
detectors.
In-service was conducted
on 12/15/11 by the
Administrator with the
maintenance director with
regard to conducting
monthly checks on all
smoke detectors.
Developed a documenting
procedure on 12/15/11 and
all checks will be
documented monthly and
kept in the maintenance
log.

12/15/11

FORM CMB-2667(02-68) Previous Verskons Qbsolele
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" OMB'NO. 0938-0381

STATEMENT OF DEFICIENGIES (X1) PROVIDER/BUPPLIER/CLIA
AND PLAN OF CORREGTION IDENTIFICATION NUMBER:

. (X2) MULTIPLE CONSTRUCTION

A BUILDING 01 - MAIN BUILDING 01
B. WING

(%3) DATE SURVEY
- COMPLETED

11/20/2011

NAME OF PROVIDER OR SUPPLIER
FILORENCE PARK CARE CENTER

186174

STREET ADDRESS, CITY, STATE, ZIP CODE
6676 BURLINGTON PIKE

FLORENOE, KY 41642 .

044 D
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OF LG IDENTIFYING INFORMATION)

D 3 PROVIDER'S PLAN OF CORRECTION Ng(ﬁér
PREFIX {BACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG . CROS8.REFERENDED TO THE APPROPRIATE DATE

DEFICIENGY)

K130

K144
S8=F

Continued From page 3

revealed no dacumerttation of mgintenance
perfarined on single atatlon amoke detectors
found [n the facility. The ohservation was
confirmed with the Maintenance Director.

Interview, on 11/29/11 at 12:04 PM, with the
Maintenance Diractor, revealed he tested the
single station smaoke detestora avery six ()
months but did not document the testing:

Refarence: NFPA 101 (2000 edition)
4.6,12.2* Existing life safaly fealures obvious to
the publio, If

| not required by the Code, shall ba sither

maintalned oy

removed. _
4.6.12.3 Equipment requlting pearlodio testing or
oparation

to ansute ils malntenance ehall be tested or
operated as specifiad

elsewhare in this Code or as directed by the
authorlty having

|utiadiction,

NFPA 101 LIFE SAFETY CODE STANDAHD

Generators are Inspected weskly and exerclssd

under load for. 30 minutes pet manth in
accordance with NFPA 98,  3.4.4.1,

This STANDARD s not met as evlclencgd by:

K130

K144

FORM CMS-2667{02-89) Pravious Vorelons Obsolste
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L e .+ FORMAPPROVED
' _CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0397 -
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— 186174 11/29/2011
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004) D " SUMMARY STATEMENT OF BEFICIENCIES I - PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENOY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LBO IDENTIFYING INFORMATION) TAG CROAB-REFERENCED TO THE APPROPRIATE DATE
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-Based on observation and interview, it was
determined the faclilty falled to ensure the
eniergency generator wag maintained according
to National Flre Protection Assoclation (NFPA)
standerds. Emergency generators must be
maintained to ensure thelr rellabllity in an
émorgency. The deflciency had the potential to
affect eloven (11) of elaven (11) smoke
compartments, one hundred fifty (150) residents,
staff and visitors,

The findings Include:;

Record revlew of the facllity maintenance tecords
for the emergency generator, on 11/26/11 at
12:39 PM, revesled the facllity did hot doocument
wookly Ingpectiona for the generator. The |
-obiservation was confirmed with the Malntenance
Diractor,

Interview, on 11/28/11 at 12:38 PM, with the
Maintenance Director, revealed he Inspected the
generator waskly but did not dooument his
findings.

Reference: NFPA 110 (1999 edltion)

8-4.1* Level 1 and Level 2 EPSSs, Including all
appurtsnant

components, shall be ingpected weekly and shall
be exerclsed :

under load at least monthly,

Excegtion: if the generator set Is used for siandby
power or for paak

load shaving, such use shall be recorded and
shall be permiited tobe |

substituted for scheduled operations and testing
of the generator sef,

provided the approptiate date are recorded.

K144|.

K 144 NFPA 101 Life Safety Code
Standard

Generators are inspected weekly
and exercised under load for 30
minutes per month in accordance
with NFPA 99, 3.44.1

1. There were no negative
outcomes to any residents
due to the absence of
documentation of weeldly
checks for the generator,

2. In-service was conducted
on 12/15/11 by the
Administrator with the
maintenance directot with
regard to documenting
weekly checks for the
genetator,

3. Developed a documenting
procedure on 12/15/11 and
ol checks will be
documented weekly and
kept in the maintenance
log.

12/15M11
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