PRINTED: 09/27/201%

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES . : OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION | 'U\:\ p 1 [10x3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: . BOEBRG ( \ ‘ O call, ey COMPLETED

3 X R v /
186275 B. WING e [ 09/13/2013

NALE OF PROVIOER OR SUPPLIER 2 STREET ADDRESS, CITY, STATE, ZIP,00DE "~

114 MGMURTRY AVE,
PROFESSIONAL CARE HEALTH & REHABILITATION CENTER
i HARTFORD, KY 42347

X4 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF GORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY) :
F GO0 | INITIAL COMMENTS F 000 This Plan of Correction constitutes

< Professional Care Health and
Arecerlification survey was conducted on

09/11/13 through 09/13/13 lo determine the Rehabilitation's written allegation
facility's compliance with Federal requirements.-

The facility failed to meat minimum requirements of compliance for the deficiencies

for recertification with the highest scope and cited. However, submission of this
severity of an "E". :

F 164 | 483.10(e), 463.75()(4) PERSONAL F 164 Plan of Correction is not an

§5=0 | PRIVACY/CONFIDENTIALITY OF RECCORDS © admission that a deficiency exists or
Tha resldent has the right to personal privacy and that one was cited corvectly. This
conﬁc(ljenliali[y of his or her p‘ersonal and clinical Plan of Correction is submitted to
records. :

- meel requirements established by
Personal privacy Includes accommedations,
medical {realment, wrilten and telephone

communicallons, personal care, visits, and F164
meelings of family and resident groups, but this
does not require the facllity to provide a private -

room for each resident. 1, Resident f111 MEEwaé secured as soon

Except as provided In par h e)) of t as It was brought to the attentlon of the
ce ided In paragraph (e)(3) of this

seclion, the resident may approve or refuse the ADON that she fiad lft the residents
release of pessonal and clinical records lo any medlcal record open and visible. ADON
Individual outside the facilily. was educated by the DON on 9/12/13

T | agaln on 9/20/13 on the deficlenc
The resident's right to refuse release of personal andaptinion CfRgrasenthe de y

and clinical records doss not apply when the regarding Personal Privacy and
resident is {ransferred to another health care Confidentiality of a Resldent’s Medical
institution; or recerd releass is required by law. record.

state and federal law,

The facilily must keep confidential all information
contalned In the resident's records, regardless of
the form or storage melhods, except when
release Is required by transfer to another
healthcare inslilution; aw; third party payment
conlract; or the resident,

LABORAT D ER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Aelihssator 10/a/r3
Any_ém'a' cy sla t endl ith an aslerisk (') denotes a deficency which the Inslitulion may be excused from correcling providing it Is delermined that / 7
other safe 3 provk iclent prolection lo the pallenls. (See Instruclions,) Excepl for nursing homes;, the findings staled above are disclosable 80 days

follovding the dato of survey whethar or not & plan of correclion fs provided. For nursing homes, the abova findings and plans of correclion are dlsclosatle 14
days fellowing the date these documents are made availabls to the (acility. |f deficlencles are cited, an approved plan of correction i3 requisite 1o conlinued
program parilcipalon,
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This REQUIREMENT s not met as evidenced
by:

Basad on observation, interview, and review of
the facility's "Residents’ Righls" Information, it
was delermined the facllity failed to ensure ong
(1) resident (#11), in the selected sample of
eightean residants, had the right to personal
privacy and confidentiallity of his or her parsonal
and ciinfcal records, Obsarvation during a
medication pass revealed the licensead staff left
Resldant #11's Medication Administralion Record
{MAR) open on top of the medicalion cart with the
residents' information In full view of other
residanls and visitors,

The findings include:

A review of the facliity's "Residents' Rights for
Residents In Kenlucky Long-Term Care
Facliities”, undated, reveated "the resldent has
the right lo personal privacy and confidsntiality of
his or her personal and cinical records.”

Observation during a medication pass, on
09742713 at 8:40 AM through 9:00 AM, revealed
the Asslstant Diractor of Nursing (ADON)
administered morning medlcations to Resident
i11; howevaer, the ADON lsft the resident's MAR
In open view, uncovered on top of the medication
cart which was in the haliway.

An Interview with the ADGN, on 09/12/13 at 9:05
AM, revealad no explanation was provided as to
why the MARs waere laft uncovered during the
medication pass for Resident #11.

An Interview wilh the Director of Nursing {DON),
on 08/12/13 at 10:30 AM, revealad she was mads

affected by the deficient practice
Idlentified. No other residents were
Identifled during the Annual Survey to

be affected by the deficiency. All nurses
and medication aldes were in serviced by
the pharmacy consultant on 9/20/13 on
the Impeitance of protecting resident’s
medlcal record and personal/confidential
nformatlon,

3. All licenssed nurses and certified
medication aides were re-educated by
the DON on providing privacy to all resldents
to Include privacy of MAR during
medication administration. In-service
completed by the pharmacy consultant
on 9/20/13. ADON or designated licensed
nurse will observe medication passes for
privacy of MARs dally for one week, then
once a month for three months and then
quarterly for 1 year to ensure compliance.

4. ADON or deslgnated licensed nurse will
observe medication passes for privacy of
MARs dally for one week, then once a
month for three manths and then quarterly
for 1 year to ensure compliance. Results of
the observations will ke brought to the GA
committee to ensure complance.
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s5=E | HAZARDS/SUPERVISION/DEVICES

Tha facility must ensure that the resident
envlronment remains as free of accident hazards
as is possible; and each rasldent receivas
adequale suparvision and assistance devices i
prevent accidents.

N

This REQUIREMENT Is not mat as evidenced
by

Based on observation, interview, and raview of
the facility's policy/procedure, It was determined
the facility failed to ensure that the resident
environment remains as free of accldent hazards
as Is possible involving one (1) residant {#11}, In
the selected saimple of eighteen (18) residenls.
During observation of a medicalion pass on
09/12113, Resident #11's medications were loft
unsupservised on lop of the medication cart, which
was in the hallway. Additionally, two (2)drawers
on the medication cart containing medicalions
were tofl uatocked and unattended during the
medication pass on 09/12/13.

The findings Include:;

A revlaw of tha facllity's pollcy/procedurs,
"Medication Adminlstrallon - General Guldslines",
dated 02/01/10, reveated "during administralion of
medicallons, the medication cart 1s kept closed
and fockad when out of sight of the medication
nurse or alde. It may be kept In the doonvay of

X410 SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S FLAN OF CORREGTION 5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORIMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
F 164 | Conlinued From page 2 F 164
aware of the privacy Issue regarding the MARs,
with no further explanalion provided.
F 323 | 483.25(h) FREE OF ACCIDENT Faza| F323

1, Assoon asthe deflclen'tﬁprac!ic-e was
brought to the attentlon of the ADON and
PDON the medication was secured and

cart locked. ADON educated by the DON
on 9/12/13 and al! licensed nurses and
medilcation aides were in serviced by the
pharmacy consultant on 9/20/13 on proper
storage of medications and the importance
of locking the medication cart when not in
use.

2. All residents have the potentlal to be
affected by the deflclent practice
identified. No other residents were
identifled during the Annual Survey to
be affected by the deficlency. All
licensed nurses and medlcation aldes
were In serviced by the Pharmacy
consultant on 9/20/13 on proper storage
of medlcations and the importance of
locking the medicatlon cart when not
In use.
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F 323 | Continued From pags 3 F 32313, All licensed nurses and certifled

the resldent's room, with open drawers facing
imward and all other sides closed, No medications
are kept on top of the cart. The cart must be
clsarly visible to personnel administering
medicalions, ali outward sldes must ba
Inaccessible fo residents or othars passing by,"

Observation during a medication pass, on
09/12/13 at 8:40 AM through 8.00 AM, revealed
the Asslstant Director of Nursing (ADON) furned
her back on the medication cart to administer oral
medications to Resident #11 in his/her room while
the following medicalions were lfeft unsupervised
on top of the medicalion car In the hallway: a
botlle of Opli-Clear Eye Drops, a bottle of Ardificial
Tears Eys Drops, and a boltle of Flonase Nasal
Spray. Further observalion during this time
revealad two (2} drawers on the right lower side
of the madication carl were left uniocked.
Observation revealed the two (2) drawers
contained the fallowing medications: two (2)
nineteen (19} cunce containers of Matamucil
powdar, one aight (8} ounce bottle of Peptol
Bismol, fwo (2) pints of Laciulose, three (3)
fwelve {12} ounce botlles of Mylanta Reguiar
Strength, five {b) twelve (12) ounce bolllas of Mik
of Magnesia, one (1) pint of Docu Liquid, four (4)
holtles of Promethazine 8.26 mg/5 m for cough,
saven (7) contalners of Glyco! {Miralax) 627
grams, and flve (6} packets of Juven Therapsulic
Nutrition. Additional observation revealed there
were two ambulatory resldents In the room across
the hall during this fime as well as three residents
passing by the medication carl, and four staff
walked by the medication cart white being left

_ | unsupervised.

An inferview with the ADON, on 09/12/13 at 8:05
AM, revealed no explanation was provided as {o

- medication aldes were re-educated on
proper storage of all medtcations and
locking of medicine carts when not
actively using the cart. The in-service was
completed 9/20/13 by the pharmacy
consultant. The ADON or deslgnated
licensed nurse wili observe medication
basses for proper storage of medications
and locking of the medication cart when
not in use dally for one week, then once a

menth for three months and then quarterly

for 1 year to ensure compliance.

4. The ADON or deslgnated licensed nurse
will observe medication passes for proper
storage of medications and locking of the
medication cart when not in use dally for
one week, then once a month for thiee
months and then quarterly for 1 year to
ensure compliance. Results of the
observations will be brought to the QA
committee to ensure compliance,

10/27/13
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F 323 | Continued From page 4 F 323
why (he medications were teft unsupervised on
top of the cart during lhe medication pass for
Resident #11. Addilionslly, she was unable fo
provids an explanalion regarding the unlocked -
drawers on the medicallon cart while she was in’
the room with Resident #11.
An (nferview with the Director of Nursing {DON},
on 09712113 at 10:30 AM, revealed she vias made
aware of the lssue regarding medications belng
left on top of ihe cart as well as the bvo
medication drawars baeing laft unsupervised
during medication pass. Ne further explanation
was providad.
_F 332 483.25(m}{1) FREE OF MEDICATION ERROR F 332 F332 .
g8=E | RATES OF 5% OR MORE L. Resldent #11 had no adverse reactions
. from her medications belng given late.
The facliity must ensure that it Is fres of ADON was re-educated by the DON on

madicatlon error rates of five percent or greater.
9/12/13 and all licensed nursed and

medication aldes were re-educated by
the pharmacy consultant on 9/20/13 on
the regulatlon and Importance of giving
resldents medications timely.

This REQUIREMENT is not met as evidenced
by: .

Based on observation, Interview, record review,
and review of he facllity's policy/procedure, it was
determined the facillty falfed o ensure It was free 2. All resid )
of madicalion error rates of 6% or greater i e;a ts have the potential to be
Invelving one (1) resident (#11), In the selected affected by the deficient practice

"} sampla of eightesn {18} residents. Observation of tdentified. All other residents were
& madication pass on 09/11/13 and 08/12/13 glven thelr medications timely and no
revealad thers were (hirdy-five {35) opporunilles other residents were Identified as

wilh six (8) medication errors resulting tn a 17%

medicallon error rate related to timing. belng affected by the deficlency. All

llcensed staff and medication aldes
The findings include: were re-educated by the pharmacy
consultant on 9/20/13 on followlng

A revisw of the facillty's polley/procedure,
medication pass thnes,
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my, glve ons tablat orally {po) iwlee dally at 7:30
Abt and 8:30 PM."

Observatlon of a medication pass for Resident
11, on 09/42/43 at 8:40 AM through 9:00 AM,
revealad the Asslstant Director of Nursing-
(ADON) administered Opli-Clear Eya Drops, one
drop to the right eye; Ardificlat Tears Drops, one
drop Into each eye; Fluticasene 80 meg nasal
spray, one spray In each nostrl; Metoprolol TRT
25 mg tablet po; Omeprazole 20 mg capsule po;
and Spironolactone 25 mg tablet po.

An interview with the ADON, on 08/12/13 al 2:45
PM, revealsd shs had to delay her medication
pass due to stopping and assisting others to gel
restdents up that morning. No further explanation
was provided as lo why medicallons wers given

K410 SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAH OF CORREGTION x5
PREFEX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE CONPLETION
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: DEFICIENGY)
F 332 | Continued From page 5 F 332 All licensed nurses and certified
"Medication Administration - General Guidellnes", medication aldes were re-educated by
dated 92/01/10, revealad "medicalions are
; a
admiristered either 60 minutes bafore or after the ‘ the pharmacy consultant on the
scheduled lims, except bafore or after meal Importance of providing medications
orders, which are administered {based on timely on 9/20/13. ADON or designated
mealtimes).” licensed nurse will observe medication
A review of Resident #14's Medication passes to ensure all medications are
Administralion Record {MAR), dated September administered per policy and regulation
2013, revealed "Opti-Clear (Visine} Eys Drops, dally for one week, and then monthly for
one drop to the right eye three limes a day al 7:30 3 ronths
AM, 11:30 AM, and 4:30 PM; Ardlificial Tears )
Brops, Instill one drop Inle each aye four Umes
dally al 7:30 AM, 11:30 AM, 3:30 PM, and 7:30 ADON or designated licensed nurse will
PM; Flulicasone (Flonase) 50 micrograms (mcg) observe medication passes to ensure all
nasal spray, give one spray in each noslil twice a dicat! dministered i
day at 7:30 AM and 8:30 PM; Metoprolot TRT 25 medicatlons are aaministered per policy
miigrams {mg), give one tablet orally {po) lwice and regulatlon dally for one week, and
dally at 7:30 AM and 8:30 PM; Omeprazols 20 then monthly for 3 months. Results of
mg, give ons capsule orally {po) twice daily at
7:30 AM and 8:30 PM: and Splronolactone 25 the observations will be brought to the
QA committee to ensure compliance, 10/27/13
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F 332 Continuved From page 6 F 332
late. She stated she had an understanding abaut
the meadicatlon error rate related fo #ming of the
medications adminlstered to Resldent #11.
An Interview with the Director of Nursing (DON),
on 09/12/13 at 10:30 AM, revealed she verbalized
an undersianding of the 17% medicallen error
rate dus o timing of lhe medication pass. No
further explanallon was provided.
F 3711 483.35(i) FOOD PROCURE, F3rl] F-371 '
83+E | STORE/PREPARE/SERVE - SANITARY

The facility must -

{1} Procure food from sources approved of
considered satisfaclory by Federal, Stale or focal
authorities; and

(2) Store, prepare, distribute and serve faod
under sanitary conditions

This REQUIREMENT 1s not met as evidenced
by:

Based on observation, Interview and facility
policy review it was determined the facllity faited
fo ensure food was stored, prepared and
distributed under sanitary conditfons.
QObservations on 09/11/13 revealed the mlik
coolsr with spited milk with an overwheiming
odor on e bottom of the cooler, food in the smalt
reach in refrigerator without a date and soms
oultdated items, the sanlizer bucket without the
appropriate amount of sanitizer solution, the
slove had areas of pealing black paint on the
back splash and an the over the burner shelve
and it also had a bulld up of dust on the shelf,

The fans identified as dusty durlng

the survey were cleaned on 9/11/13,
The mitk cooler was cleaned on 9/11/13,
Staff was In-serviced on 9/12/13 and
agaln on 9/20/13 on proper use of halr
restraints. The Julce found to be out of
date was removed on 9/11/13 when
Identifled by the surveyor. The stove
Identified as having paint peeling off was
recovered with stainless steel on 9/30/13
The sanitizer bucket identified as not
having the approprlate levels of sanitizer
was Immediately removed and sanitizer
added. The food identified without a
date or outdated was Immediately
removed and discarded. All dietary staff
was In-service on 9/20/13 by the Dietary
Manager on all.Items listed as deficient
practice In the facllity CMS-2567,
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fans located In the kitchen area were dusly and
kitchen staff warg observed will hair not
adequately restrained.

The findings Include:

1. Obsarvaiion during the Initial tour of the
kitchen, on 09/41/13 at 10:20 AM revealsd the
foltowing:

A. Review of a faclity palley titled, "Food and
Non-Food Storage”, dated 2008, revealed "Foods
that have been removed from thelr ariginal
containers are clearly marked with contents,
dated and wrapped to exclude as much alr as
possible”,

Review of a facllity policy titled, "Food Preparation
and Safety”, dated 2006, revealed "Leftovers are
handled proparly to prevent contamination.
Leflovers are used within thres {3} days or
discarded”, The policy additionally staled;
“Leftovers are labeled, dated and refrigarated
Immedlately at 41 F or below".

The small reach In refrigerator rovealed
conlainers of pre-poured juice which had
thickener added, Cne of the conlalners had no
date or label and one had a date of 08/26/13
which was elghtesn (18) days after it had been
labeled and placed Into the refrigerator,

Interview with the Dietary Manager at the lims of
the observallon revealed that three days was the
limit for keeping food that had been removed
from it's original contalner and placed info
another contalner. The evaning aide should have
discarded the items on the third day.

affected by the deficient practice
identified. All dietary staff were
In-serviced by the Dletary Manager on
5/12/13 and again on 9/20/13

regarding the deflclencles identifled on
9/11/13 durlng the faciity annual survey.

The dietary manager wilt check dally the
milk cogler for cleanliness, the fans to
ensure they are dust free, that the staff Is
using hair restraints appropriately, that no
food or julce Is outdated or without dates
and that the stove is without chipping paint.
Any Issues identifled will be corrected
Immaediately and appropriate corrective
actlon taken with staff responsible for they
deficlent practice.

The dietary manager whil check daily the
milk cooler for cleanliness, the fans to
ensure they are dust free, that the staff
is using halr restraints appropriately, that

no food or Julce Is outdated or 10/27/13
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Continued From page 8

B. Review of a facllily policy litled, "Food and
Non-Food Storage”, dated 2006, revealed
"Refrigerators and freezers are cleaned regularly
lo prevent off-odors or flavors from contaminating
food", ’

The milk cooler floor was covered with spilled
milk and had a sirong odor of spoiled milk. The
caoler cleaning schedule was inilialed as cleaned
on 09/11/13; however, the observalion revealed
spilied milk that had spolled In the bottom of the
cooler.

An interview with the Dielary Manager on
09/11/13 at the time of the observation revealed
the dslivery person usually "dumped"” carlons of
milk into the cooler causing damage to the
cartans with resulting leakage. The Distary
Manager stated who ever had initialed on
09/11/13 was responsible to have cleaned the
spilled and spolled milk from the cooler.

An interview with the Regislered Disticlan, on
09/12 M3 at 2:30 PM, revealed spilled milk in the
milk caoler had been a problem. The delivery
person Just dumped the delivery and the cartons
would become damaged and spill milk in tha
cooler and was a waste. She stated she would
expact facllity staff to ensure the milk cooler was
kept clean, :

C. Raview of a facilily policy titled,
"Environmental Sanitation/Infection Conlrol",
dated 2006, revealed “All food service employses
are fralned in proper cleaning schedules and
routines" and "Work surfaces are cleaned and
sanitized at the start of each day, after each
production period and after using potentially

hazardous products such as raw meals".

F 371

without dates, and that the stove s
without chipping paint. Any issues
ldentified will be corrected Immediately
and appropriate corrective action taken
with staff responsible for the deficlent
practice. The results of the daily checks
will be reported to the QA committee
monthly for one year to ensure
compliance.
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The sanitizer bucket was tested at 10:23 AM and
{he fest strip Indicated no sanilizer was present In
the sanifizer bucket water. )
Interview with the Dietary Manager at the lime of 1
the obsarvalion revealed the solutlon should {est
&l leasl two hundred (200) parts per milllon and
was supposed to be changed three times a day.
The cook was responsibls {o ensure the water
was changed and tested.

D. Alargs fan on a stand that had a heavy
build up of dust on ths fan grill. Afanwas also
observad in the dish room with & heavy build up
of dust.

Ihterview with the Distary Manager at the ime of
the observation revaaled the fans were cleaned
by maintenance when the dlatary staff requested
and the fans should have been cleansd.

2. Revlew of a facliity policy titled, Environmental
Sanltation/Infaction Gontrol and dated 2010,
ravealed "A hair restraint that effectively covers
head andfor faclal halr Is worn in food preparation
areas. Halrls arranged to prevent contamination
of food, equipmant and utensils”.

A. Cbssrvallon during the tray line servics, on
09711413 at 11:30 AM revealed Kiichen Staff #1,
#2 and #3 were preparing reskdent’s meal trays
from the tray line. Ths kilchen staffs' halr
restraints did not adequalsly restrain their hair
and were observed with halr sticking cut from the
halr restealnt in the front of the head, the sides
and the back.

Interview with the Dielary Manager at Lhe time of
FORM G45-2567(02.99) Previous Verslons Obsolale Event 1D HNOCT Feeily I0; 100354 if centinuation sheet Page 10 of 11
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{K 000} | INITIAL COMMENTS {K 000}

Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 10/27/13 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%6) DATE

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is delermined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avaitable to the facility. If deficiencies are cited, an approved plan of correction is reguisite to continugd
program participation.
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DEFICIENCY)

K 000 | INITIAL COMMENTS K000

CFR: 42 CFR 483.70(a)

BUILDING: 01. < B
PLAN APPROVAL: 1968 and 1978. A A\
SURVEY UNDER: 2000 Existing. 7
FACILITY TYPE: SNF/NF.

* | TYPE OF STRUCTURE: One (1) story, (68 sec.)
Type 1l (200), (78 sec.) Type V (000).

SMOKE COMPARTMENTS: Two (2) smoke o
compartments. .

FIRE ALARM: Complete fire alarm system
installed In 2009, with16 smoke detectors and
129 heat detectors.

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system installed in 1978,

GENERATOR: Type |l generalor installed in
2007. Fuel source Is Dlesel.

Astandard Life Safety Code survey was
conducted on 09/12/13. Professional Care Heallh
and Rehab Center was found In non-compliance
with the requirements for participalion in
Medicare and Medicald. The facilily is cerlified for
one-hundred ten (110) beds with a census of
alghty-nine (89) on the day of lhe survey.

The findings (hat follow demonstrate
noncompliance wilh Titls 42, Code of Federal
Regulations, 483.70(a) et seq. {Life Safety from

LABO CTl OR PROVIDERAUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

W é&mhl’!imgm ,53@/42
@y}eﬂ' ncy slatafifent endlin an asterisk (*) denotes a deflclency which the Inslilullon may be excused from correcling providing It Is delermined thal
er sile

ds prov flant protection to the patlenls. {See Instructions.) Excepl far nursing homaes, the findings slated above are disclosabla 90 days
following the date of survey whather or nol a plan of correclion Is provided, For nursing homes, tha above findings and plans of correction are dlsclosable 14
days folloving the date lhese documants are made avallabls Lo the facility. [f deficlencles are ciled, an approved plan of correction Is requisila to continued
program parliclpalion. '
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K 006 | Gonlinued From page 1 Kaooo
Fire}, "
Deficiencies ware clted with the highest
deficlency ldeniified at "F" level. :
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062| K-062
$S=F '
Required automatic sprinkler systems are 1. Noresidents were affected by the
continuously maintalned In reliable operaling deficlent practice, The facility wh| add
condilion and are Inspected and tested additional sprinkler heads to Increase
pericdically.  19.7.5, 4.6.12, NFPA 13, NFPA 26,
075 coverage and to meet the regulation as
defined In NFPA 101 Life Safety Code
Standards 5-5.5.2 and 5-5.5.3.
2. All other areas of sprinkler
This STANDARD is notinet as evidencad by: prinkler coverage
Based on sprinkler testing record review, end were not cited during the facllity's
interview, It was determined the facility faited to annual survey on 9/12/13 and were
maintaln the sprinkler system in accordance with found to meet the NFPA 101 Life Safety
NFPA standards. The deflclency had the polential Code S } .
lo affect two (2) of two (2) smoke compariments, e Stondard 5-5.5.2 and 5-5.5.3.
residents, staff and visliors, The faciiity s cerlified 3. Extra sprinkier heads will be added to
for one hundred tan {110) beds with a census of the East and West shower rooms to
eighty nine (89) on the day of the survay. ensure adequate coverage by a licensed
The findings Includs: - tompany.
4. All other areas of the facility wili be
Observatlons, on 09/12/13 at 1:38 PM, with the visualized to ensure the facllity Is in
Maintenance Supervisor revealed inadequals compllance with the Life Safety Code
sprinkier coverage in the East and West Shower i dp d ¢ veo
Rooms. The walls In the shower room would clted and ensure the faciiity Is meeting
prevent the sprinkler from reaching alt areas In. the standard. Any areas of the facllity
this room. that may be modified in the future will
]
Interview with the Malnlanence Supstvlsor, on also be Inspected by the facllity
0911213 at 1:38 P, revealed he was not aware Malntenance stalf to ensure that
of the improper sprinkler covarage, adequate coverage Is present to meet the
Ref . NEPA 13 1099 edi standard NFPA 101 iife Safely Code
elerence: eaition Standard 5-5.5.2 and 5-5.5.3, 10/27/13
FORM C145.2687{02-89) Pievious Vesslons Odsolsla Event [D;NNQC2E Fatity 1D; 100354 1f continuation shaet Paga 2ol &
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x4} 10 SULMARY STATEHENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORREGTION o)
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DEFICIENGY)
K 082 | Continued From page 2 K062
5-5.6.1*Perormance Objactiva,
Sprinklers shalt be located so as to minimize
obstructions to discharge as defined In.§-5.5.2
and 5-5.5.3, or addilional sprinklers shall be
provided to ensure adequate coveraye of the
hazard.
¥ 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147] K-147
88=F . . . ‘
Electrical witing and squipment is In accordance 1. Therefrigerator found to be plugged In
with NFPA 70, National Electrical Coda. 9.1.2 to a power strip located at the East
West nurses station was corrected
Immediately by removing the power
strip. The hair dryer found to be plugged
In 1o a multl-plug adaptor iocated in the
This STANDARD Is nat met as evidenced by: beauty shop was corrected on 9/18/13
Based on observation and interview, it was by nstall 4nl
determined the facility falled to ensure slectrical y Installing a 4-plexin the electrlcal
wirlng was malntalned in accordance with NFPA socket. The power strip found to be
slandards, The deficiency had the potential lo plugged in to an extenslon cord was
affect two (2} of two (2) smoke compariments, immediatel :
residents, staff, and visitors. The faclity is | y corrécted by removing the ‘
cerfifiad for one hundred ten (110} beds with a extension cord. _ - .
census of elghly nina {89) on the day of the D, Al refrigerators were visualized
survey. on 9/17/13 to ensure they were
not plugged In to power strips.
The findings Include:
9 The beautician was tralned by the
Observatlons, on 09/12/43 belween 1:00 PM and Administrator on 9/20/13 on not
3:00 PM, with the Maintenance Supervisar using muitl-plug adaptors In the
revealed; beauty shop. The Maintenance
1) Arefiigerator was plugged Into a power stelp director visuallzed al areas of the
located In the East West Nurses' Station Med facility to ensure no other extension
Room. cords were In use.
2} Ahairdryer was plugged Into a mulli-plug
adaptor located In (he Beauty Shop.
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K147 | Conlinued From page 3 K 147|3. - The Malntenance Dlrector of
3} Apower slrip was plugged info an extension Maintenance Assistant will visualize
cord localed in the South Nurses’ Station. all areas of the facility monthly to
intervisw, on 09/12/13 between 1:00 PM and 3:00 ensure refrigerators are not
PM, with the Maintenance Supervisor revealed he plugged in to power strips, that the
was ot aware of the misuse of power stiips, heauticlan ts not using multi-plug

muli-plug adaplors, and extenslon cords. adaptors In the beauty shop and

that extenslon cords are not In use.
Reference: NFPA 99 (1889 edition} 4, The resuits of the monthly audits
will be brought to the QA committee
monthly for 1 year to ensure
Minimum Number of Recepiacles. The number compliance, 10/27/13
of recaptacles shall be determinead by the
intended use of the patlsnt care area. There shall
be sufficient receptacles localed so as to avold

the need for extenslon cords or multipie outiet
adapters.

J3z2t20

Reference: NFPA 101 (2000 Edition)

9.1.2 Elacirlc,

Etectrcal wirlng and equipment shall be In
accordance with NFPA 70, Natlonal Eleclrical
Code, unless existing instaliations, which shall be
paimiited {o ba conlinued In servics, sublsct to
approval by the authority having jurisdiction.

Reference: NFPA 70 400-8

{ Extenstons Cords) Uses Nol Permitted.

Unless spacifically permilted n 400.7, flexible
cords and cables shall nol be used for the
following:

(1} As a substilute for the fixed wiring of a
structure

(2) Where run through holes In walls, structural
ceitings, suspended cellings, dropped cellings, or
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K147 | Continued From pags 4 K 147
floors
(3) Where run through doorways, windows, or
slmilar openings
(4) Where altached to building surfaces
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