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A standard health survey was conducted on
Q9/13-18/11. Deficient practice was [dentified
with the highest scope and severity at "F leval,
with no substandard quality of ¢are identified. % c T '
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 246 P\ s e Faigle 1b- 3o
$8-D | OF NEEDS/PREFERENCES LG IR |

A resident has the right to reside and receive
services in the facility with reasonsble
accormmedations of individual needs and
preferances, except when the haalih or safety of
the individual or other residents would be
endangerad. '

| This REQUIREMENT = not met as evidenced
by:

Basad on observation, intarview, and record
review it was determined the facility failed to
ensure assistance had been pravided for ane (1}
of twanty-three (23) sampied residents to
mzintain and/or to schizve the resident's
indepandent functioning, dignity, and well-being in
aecoordance with the resident's neads. An
intarviaw condugted with Resident #1 on
09713111, &t 5:00 PM, revealed the resident was
unable fo independenty accass the overbed light
cord to tum the light on and off as needed,

The findings include:

Residem #1 was admitted to the facility on
08/13/08. The resident's madical diagnoses
included Recurrent Dislocation Pelvic Region and
Thigh Joint, Late Effect of Fracture of Neck of
Femur, and Ulcer of Lower Extremity,
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A reviaw of Resident #1's Minimum Data Set
Quarterly Assessment, dated 08/03/11, revealed
faciity staff had assessed the resident's cognition
to be intect. Facility staff identified no problems
with the resident’s communication ahilities and
noted the resident could be understood. In
addition, faciliiy staff had not identified any
functional limitations in ranga of motion of the
resident's upper extremiies.

An observation canductad on 09/13/11, at 5:00
PM, of the overbed light cord in Resident #1's
reom revealed the cord was hanging from the
overbed light fadure approximately four to five
inches in length above the resident. Howaver,
based on obsarvation, the resident was unable to
reach the light cord from hisMer position whila
lying in bed.

An interview conducted with Resident #1 on
09/13M11, at .00 PM, revealed the rasident was
uniable to independantly sceess the overbad light
card. The resident stated hefshe was unable to
reach the overbed lighi cord ta turn the light on
and off because the cord had broken (unable to
recall date) and the cord was {oe shert to resch,
The residen( further reveaked he/she had not
reported the broken light cord to staff and stated
the staff was aware the cord was broken because
they came into the room to turn the light off and
on for the resident.

An additional interview conducted on 08/14/11, at
1:30 PM, with Resident #1 revesaled ha/she did
not like to sleep with the light on at night The
resident stated, "They turn the light off at times:
other times they forget.”

F 248
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An interview conducted on 09/14/11, at 10:40 AM,
with Cerlified Nursing Assistant (CNA) #5
revealed sha was responsible te report broken
overbed light cords to the charge nurse who
would then report to the Maintanance Supervisor
(MS). CNA #5 further revealed she was unaware
Resident #1's overbed light cord was broken.

An Interview conducted on 09/14/11, st 10:50 AM,
with CNA #6 revealed she was responsible ta
report broken overbed light cords to the MS and
was unaware Resident #1's overbed light cord
was broken. CNA #5 stated an overbed light cond
located within Resident #1's reach would allow
the resident to be more independent bacause the
resident would not depend on staff 1o Wwm the
light on and off.

An interview conductad on 09/14/11, at 11:15 AM,
with Licensed Practical Nurse (LPN) #2 roveaied
the M5 was responsible To repair broken overbed
light cords. LPN #2 was unaware Resident #1's
overbed light cord was broken,

An Interview conducted on 09/14/11, at 11:20 AM,
with LPN #3 revealed Resident #1 should have
an overbed light cord within his/her reach to tum
the light on and off as needed.

An interview conducted on 08/15/11, at 3:45 PM,
with the Director of Nureing (DON) revealed
access (o the overbed light cord could promote
the rssident's functional independence.

Aninterview conductad with the Maintenance
Director on 09/15/11, & 1:45 PM, revealed the
Maintsnance Director mads rounds on @ monthly

F 246

FORM CME-2557(02-59) Previows Vergrons Dhaciets ' Everd ID,6QGL11

b

£SrS =I95‘?c|

Fediity ID- 190752 It continuation gheet Page 3 of 18

Si23-2r6-gLave- 4

22T 1382-91-230



0817 "ON Wa€T:0 LLOT "Gl raaQ sul] paniaosy

, PRINTED: 12/12/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

_GENTERS FOR MEDICARE & MEDICAID SERVICES EMB NO_ 09380381

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION A3} DATE SURVEY

AND FLAN QF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING

B. WING
185257 09/15/2011

NAME OF PROVIDER OR SURPLIER . $TREET ADDRESS, CITY, STATE, ZiP CODE

213 INDUSTRIAL ROAD

GREENSBURG, KY 42743

o) D SUMMARY STATEMENT OF DERCIENCIES 1D PROVIDER'S PLAN OF CORRECTION o5)
FPREFIX (EACH DEFIGIENCY MUST BE PRECEDEC BY FULY, PREFDX {EACK CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGLLATORY OR LSC IDENTIEYING INFORMATION) TRG CROSBS-REFERENCED TO THE APPROPRIATE OWTE
. . DEFICIENGT)

GOLDEN LIVINGCENTER-GREEN HILL

F 248 Continued From page 3 F 246

basis to all resident roorns to identify tems in
need of maintenance/repair. Addifional interview
reveaied the Maintenance Director had not been
made aware of the missing jight cord in Resident
#’s room, Ag-
F 252 | 483.15(n)(1) Fasz|P \ease S P dcon s ,g ¢ 1
88=F | SAFEICLEAN/COMFORTABLE/HOMELIKE ’A < >N .
ENVIRONMENT :

The faclity must provide a safe, clean,
comfortabie and homelike environment, slfowing
the resident te use his or her personal belongings
to the extent possible. '

This REQUIREMENT is not met as avidenced
by: .

Basad on gbservation, interview, and record
review it was determined the facility failed to
provide a clean homelike environmant During a’
three-day period from 09/13/11 tc 09/15/11, a
uring odor was detected at the Front Enfrance
Hall, South Dining Roam, and the South Hall near
roarn 119, In addition, cobwebs and dust were
observed on a window sill in resident room 20.

The findings include:

A review of the facility policy titled Housekesper
Routine and the Five Step Cleaning Method
{Undated) revealed resident rooms, including
window sills and fzcility hallways, were to be
cleaned daily.

Observations conducted upon entry 1o the facility
on 08/13/11, at 11:05 AM Eastern Dayhght
Savings Time (EDST), revealed & urine odor in
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the Front Hall of the fadility near the entrance, the
South Hall dining area, and the South Hall rear
room 119. Additional cbservations conduztad on
09/1311, at 215 PM (EDST). revesled urine odor
in the Front Hall near the entrance and in tha
South Hall near room 119, Observations
conducted on 09/14/11, at 8:30 AM (EDST),
revealed urine odor at the Seuth Dining Room
and the South Hall near room 119,

Observation of resident room 20 conducted on
08/13/11, at 6:30 PM (EDST), revealed a bulldup
of dust and cobwebs on tha window sil,

An interview conducted with the Housekeeping
Supervisor on 08/15/11, &t 10:50 AM (EDST),
revealed that housekeepers use a foul odor
digester to reduce edars in the facility. Additional
intarviaw ravealed aithough the Housakeeping
Supervisor had made rounds daily of all arsas of
the facility, to incfude resident rooms, the
Supervisar had rot noticed the urine odors or
dust and cobwebs in room 20.

F 253 | 483,15(h)(2) HOUSEKEEPING & F253| P Yea te Sect © rrachid lc: Au -
ss=£ | MAINTENANCE SERVICES : E ATy 1o

The facility must provide housekeeping and
mainfenance senicas necessary ta maintain a
sanitary, ardarly, and comfortiable interdor.,

Thnis REQUIREMENT is nat met as evidenced
by: '

Based on observation, interview, and record
review it was determined the facility failed to
provide maintenanca services necessary to
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maintain an orderly comfortable interior. Chipped
Formics, loosaftorn wallpaper, a locss |
baseboard, a missing heater cover, and migsing
pull cord on overhead lights were observed during
2 tour of the environment on 08/15/11,

Tha findings include:

A review of the facility maintenance policies titled
Inspecting Resident Rooms and General
Maintenance or Heating, Cooling, Air
Conditioning and Ventilaton (undated) revealed
light fixtures were to be checked to ensure the
fixtures were nat loose or dirty, and wallpaper
wae 10 be assessed for damage and toars during
daily general inspactions. According to palicy,
inspections of the fadlity's heating and eooling
systems were o be performed two times per year
and the blowar, fan switches, and thermostats
were fo be azzessed two times per year.

Environmertal observations conducted on
09/15/11, at 1:30 PM (EDST), revealed chipped
Formica on the counter surfaces at the South
Wing NMurses' Station and tornfloose wallpaper
was observed on the wail of the Seuth Wing
Dining Room. In addition, a heating/air unit
locatad in the South Dining Room was observed
to have an uncovered thermostatfan switch with”
exposed siecirical wiring, There were loose
basgboards near room 24, and overbed lights in
resideni roocms 5, 13, 25, and 30 failed fo have
pull cords that weuld enable residents to tum the
light offfon independanily.

A review of work orders for September 2011
revealed no evidenca the items had been
identified and/or tha! a work erder had been
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submitted far repairs to be made to the items
identified during the environmental tour,

An interview conducted with the Maintenance
Director on 09/15/11, at 1:45 PM, revealed the
Maintenance Director conducted rounds and
ohserved all resident rooms monthly to identify
items in. need of maintenance/frepair. Further
intorview with the Maintenance Director revesled
*| ha was not.aware of the items identified to b in
need of repalr and had not received mainenznce
requests for the items. EY e -
F 371 | 483.35(7) FOOD PROCURE, F371] Plecse Sece Prddeeme g 1\

=D | STORE/PREPARE/SERVE - SANITARY SRR

The facility must -

(1) Procure food from sources, approved or
considered salisfactory by Federal, State or local
authoriies; and _

(2) Store, prepare, distribule and serve food
under sanitary conditions

This REQUIREMENT iz not met as evidenced
by: Co

Based on observation and interview the facility
failed to ensure foods served in the Dietary
Department were stored, prapared, and
distributed under sanitary sonditions. The
overhead fan metalgrill in the Dietary Department
dish room was ebserved on 08/15/11 to be =oiled
with a black greasy coating.

The findings inchuds;
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An nterview conducted on 09/15M1 1, af 2:30
{EDST) PM, with the Dietary Manager (DM)
revealed the dish reom overhead fan was nat on
a routine cleaning scheduls and there was na
dietary palicy/procedure to ansura the fan's
maintenance and cleaning. The DM stated the
distary staff was razsponisible to ensure the fan
was maintained and cleanad.

Observation of the facility dish room on 09/15/11,

at 2:45 PM (EDST), revealed the overhesd fan's

gnill was soiled with a hlack, greasy buildup of lint

and dust. This soil had tha potential to J
contaminate the clean dishware afiar the dishes.

had been washed and sanitizad by the dietary

staff.

Faference; 902 KAR 45:005 Retail Food Coda, ‘
F 372 | 483.35(1)(3) DISPOSE GARBAGE & REFUSE F372| P\ ecose See ©3dccveeg [0 72O
59-F | PROPERLY =3 Ao

The facility must dispose of garbage and refuse
properly.

This REQUIREMENT is not met as evidencad
by:

The facility failed to ensure that garbage and
refuse ware stored/eontained outzide the faciiity
in @ manner that was inaccessible to rodsnts and
insects, Observations throughout the survey
conducted on 08/13-15/11, revealed bags of lrash
containing soiled resident briefs, baxes and
cardboard, usad Styrofoam food containers, and
garbagefrefuse wera not stored in 2 clased,
covered container that effectively prevents the
harborage and feeding of insects and rodents as
required by the Retail Food Code 902 KAR
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The findings include;

An interview conducted with the Facility
Adrninisirator on 09/14/11, at 2:30 PM, revealad
the facility had no policy/procedure specific to the
containment/disposal of trash and garbage. The
Administrator stated the facility housekeepers
were assigned to take out the trash whiie the
housekeepers were on.duty, Housekeeping staff
was not on duty after 2:30 PM, at the fime of the
observation on 09/14/11. '

{nitia] four of the Dietary Department conducted
on 08/13/11, at 11:20 AM (EDST), revesled an
uncovared portable can located adjacent to the
Distary Department door containing seven bags
of uncovered trash. Insects, fiies, and yellow
bees were observed to be flying around the
bagged trash, The trash contained bags of soiled
resident briefs, used Styrofoam foed containers,
and other garbage and rofuse, An interview was
conducted with the DM on 09/13/11, at 11:30 AM,
and revealed the bagged trash had bsen
collected and placed in the opan cart by the
housekeepers,

An interview was conducted on 09/13/11, ot 225
PM (EDST), with a housskeepe: who stated the
open trash cart would be emplied at 6:00 AR,
after the housekeepers came on shift, The
housskesper further stated the housekeeping
5taff did not work after 3:30 PM (EDST), and
soemetimes the trash would remazin stored In the
uncavered cart all night

Anl interview was conducted with an evening shift

F372
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State Registered Nursing Assistant (SRNA) on
09/13/11, at 2:25 PM (EDST). The SRNA stated
the evening/night shift steff did noi empty the
frash at night. The SRNA stated the _
housekeepers emptied the trash carts the hext
moming after Housekeeping reparted for duty at
6:00 AM.
Observation of the dumpster area on 09/14/11, at
12:10 PM (EDST), revealed dumpster #1 had two
open lids and dumpster #2 had one open Iid and
trash was not contained appropriatsly.
An interview conducted with the Facility
Administrator on 09/14/11, at 2:30 PM (EDST),
revealed she was not aware of the recommended
system of trash coninment, .
F 431 | 483.60(b), (d), (&) DRUG RECORDS, Fad|Dlecse See Oddaonmed |10 20"
5%=D | LABEL/STORE DRUGS & BIOLOGICALS 2o

The facifity rnust emplay or obtain the services of
a licensed pharmacist who establishes s system
of recards of reczipt and disposition of ail
controlled drugs in suffident detai! to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and petiodically
recondiled.

Drugs and biologicals used in the fadility must be
Iabeled in accordance with currently accepted
professional principles, and inelude the
appropriate accessory and cauffonary
instructions, and the expiration date when
applicable. :

In accardance with State and Federal laws, the
facility must stors afl drugs and biolagieals in

w3

|
J
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locked compartments under proper tempersture
controls, and penmit only authorized persornel to
have access 1o the keys.

The facility must provide separately locked,
permanentfy affixed compartmente for etorage of
controlled drugs listed in Schedule I of the

| Comprehensive Drug Abuse Prevention and
Confrol Act of 1876 and other drugs subject to
@buse, except when the fadlity uses single unit
package drug distribution systems in which the
quantity $tored is minimal and a missing dose can
be readily detacted.

This REQUIREMENT s not met as evidenced
by: _

Bazed on observation, interview, and record
review, it was detemined the facilify failed to
labal, date, and stora all drugs and biologicals in
accordance with cumrently 2ceepted professional
principles. Obsenvation of 2 medication pasz on
08/13/11, revealed facility staff failad to ensure
the medication cart was lacked/zecured at alt
times. in addition, observation on 08/15/11, of '
the medication refrigerator on the South Unit ‘
reveated medicaions that exceeded the
recommended axpiration dates were availabls for
resident use,

The findings include:

1. Areview of the Medication Administration
policy (dated Saptember 2010) reveaiad the
medication cart was to be kapt closed and locked
whan out of sight of the medication nursa,

FGRM CM5-2557((0-99) Previous Varsions Chselete Event [D:6QGL11 Fadlhy 19 100152 ' 'If comiriuation sheet Paga 11 of 18
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Observation of the medication pass on 0913/11,
at 5:35 PM, revealed RN #1 administered
medications to Resident #22. The medication
cart was ieft in the hallway and was observed to
be unlocked. The residents privacy curtain was
pulled and the medication cart was not visible to
the RN.

| Further observation revesied RN #1 prepared
medications for Resident #23. The RN entered
the resident's room at 5:55 PM, and administered
the medications to Resident #23. However, the
medication eart was observed to be unlogked and
mot in view of the RN,

Inforview with RN #1 on 09/13/11, at 6:30 PM,
revealed the medication cart was to be kept
locked and pulled close to the resident's doorway
when medications were administered, The RN
stated she did not realize the medication cart had
been |eft unlocked.

interview conducted with the DON on 09/15/11, at
3:30 PM, revealed the medication cart was to be
kept Jocked/secursd at all times.

2. Areview of the Emergency Pharmacy Servies
and Emergency Kits poficy (dated Saptember
2010; revealed the provider phamacist wouid
supply emergency medications/items according
to the provider phammacy agreement. The policy
noted emergency medicaffons and supplies wers
required o be kept secure ard checked
periodicaily for dates and storags in accordance
with the State Board of Fharmacy and federal
regulation. The policy further nated when facility .
staff removed any medication from the
emergency kit the nurse would document the

FORM CMS-'ZSE?(CE-‘SQ) Pravitas Vamsions Qusajgl Evard ID;60GL11 " Facilty ID: 100162 T " If contihuation sheat Page 12 of 18
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medication on the emergendy kit log and fax the
log to the pharmacist. The faxed log was utilized
to inform the pharmacy of items used from the
emergency kit and fo replaca the kit ar item,
According to the policy, when the new kit arrived,
the nursa was required to give the used kit to the
phamacy personnel for retum to the phamacy.

Observmtion conducted an 08/15/11, at 2:00 PM,
of the madication refrigerator located on the
South Unit revealed an smargency medication kit
in the refrigerator. The fallowing medications
ware abserved to be stored in the emergancy
medication kit

—An unopened 16-mifiiter muli-dose vial of
Novolog 1000U/m! with an expiration dats of
Aygust 2011:

—An unopenad 10-milliliter multi-dase vigl of
Novolin R 100U/10ml with an expiration date of
August 2011;

--An unopened S-millilter vial of Infuvite Adult
Muhi-Vitamin for injection with an axpiration dgts
of February 2010; )

—~Three Phenadoz 25-milligram rachal
suppositories with an expiration date of February
2011,

Intarvigw conducted with Licensed Practical
Nurse (LPN) #1 on 09/15/11, at 2:15 PM,
revealed the nurse was responsile to nalify the:
.| pharmacy when a rmedicafion was removad from
the emergency kit. LPN #1 stated the pharmacist
was responsible to replacs the opened kit with a
new kil whenever medication was removed, The

FORM APPROVED
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LPN also stated the pharmacy was responsible to
check the expiration dates on the medications.

An inbzrvigw conducted with the DON an
09/15/11, at 3:30 PM, revealed the pharmacy was
responsibie {o replace the opened emergency
medication kit with a new kit and to check the
medications for expiration dates. The DON

stated & pharmacy representative had been at the
facility the previous week and had checked the
medication refrigerators. ' : '

F 485 | 483.70(h)(4) MAINTAINS EFFECTIVE PEST F469! Dleas< Sw &% Neug
§5=F | CONTROL PFROGRAM F el

B e~
‘Ae

The facility must maintain an effective pest
¢onfrol program so that the fadlity is free of pests
and rodents. ‘

This REQUIREMENT s not met as evidenced
by:

The faciiity failed to maintain an effective pest
control program to adequately eliminate/prevent
the harborage of flles and insects. On
08/13-16/11, fiias were obsarved {o be in the
cammeon areas, resident rooms, the distary
department, and resident dining reoms.

The findings include:

An inferview conducted with the Facility
Administrator on 09/14/11, at 2:30 PM (EDST),
roevealed the facility had na pelicy/procedure on
prevention/control of flies.

Observations made during the svening meal on J
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D9/13/11, at 7:00 PM, revealed fiies were in the
resident dining rooms and were fiying around the
residents and the trays served to the residents.

Obszervafion of Residant #2 on 09/14/11, at 13:10
AM (EDST), revealed Resident #2 sitfing in the
dining room awaiting a meatl. The residem was
alent to time and place. During the observation
two flies were abserved to ba en the residents
mouth. An interview was conducted with
Rasident #2 at 10:10 AM (EDST), and revealed
the flies were bothersome when he/she ate
megig.

A group inferview was conducted with sight
unsampled, alert, and oriented residents on
09/14/11, at 3:30 PM (EDST). The Interview
revealed files In tha building had been a problem
during the summer of 2011,

Observation of the tray assembly line during
breakfast on 09/14/11, at 9:40 AM (EDST),
revealed two fligs In the kitchen area an clean
utensils and dishware.

An imterview conducted with the facility
Maintenance staff on 09/15/19, at 4:30 PM
(EDST), revealed a spring closure had been
recommended by an envirenmental pest control
cormpany, Based on interview, ihe spring closure
would ensure the door would dose promptly, The
Maintemancs Director further stated e dietary
‘staff wouid be unable to prop the door open 1o
recaive supplies if the sprirg closura was spplied.
The Maintenance Director stated the spring
closurs had not been spplied aithough the
closum was recarmmended by the pest service
representative,
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F 469 | Continued From page 15

An interview canducted with the Facility
Administrator on 08/15/11, 2t 2:30 PM (EDST),
revealed the Administrator was unaware tha flieg
confinued to be a problam,
F 520 483.76{c){1} QAA

=0 COMMITTEE-MEMBERSMEET
QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance committee cansisting of the director of
nursing services, a physician designated by the
facility; and at laast 3 other members of the
facility's staff.

The quality assessment and assurance
commitiee meets at least quarterly to identify
issues with respect to which quality sssessment
and assurance sctivities are necessary; and
develops and implements appropriate plans of
astion to correct identified guality deficiencias,

A State or the Secretary may not require
disclosure of the records of such committes
axcopt insofar as such disclosure is related fo the
compiiance of such committee with the
requirements of this section.

Good faith atternpts by the committee to identify
and comedt quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met a3 evidenced
by:

Obsarvations conducted during the breakfast
meal an 09/13/11, at 9:40 AM, revealed a fly was

F 469

F820| D\ ec ae Sce Qrxvecearmack
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abserved to be fiying around the kitchen and
landed on @ hanging serving utensil. Further
chaervations on 08/14/11, at 10:10 AM, revsaled
two flies were flying around Resident #2's food
fray duning the breakfast meal.

Deficiant practice was identified during the
previous health survey completed op G8/05/1G,
related ta the faciiity's inaffective pest cantral
program. According 1o the facility's plan of
carrection deted 09/09/10, the facility would
implement a Fly Frogram and repoart any
concems io their environmental service pravider
for further recommendations, |n addition, the
plan of correction noted the Maintenanca Diractor
{MD) would be responsible to monitor the
effectivaness of the Fly Program daily and report
any concems immediately to the service provider.
These conterns were to be discussed in the
monthly Quality Assurance (QA) meetings to
determineg the effectiveress of the action plan to
the need for other comective action as indicated,

A review of the environmental szrvice provider's
repart datad 08/18/0, revealed the
environmental service provider had made 2
recommendation for & spring to be installed on
the door leading ta the oulside from the kitchen
area-to enable the door to shut automatically
whan entering or exfting near the kitchen doar.
Howaver, there was no evidence w2l a spring
had been installed an the doar as fecommended.

An Interview with the Director of Maintenance
(DOM) on 08/15/11, at 2:55 PM, revealed ha was
aware of the reeommendations made by the
environmental service provider on 08/16/10, and
started the facility had not discussed the possible
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causes for the continued observstions of flies
during the QA meetings or daveloped further
actions to comrect the reoccurming pest problem in
the faciity.

An interview with the Administrator on 09/15/11,
at 3:25 PM, revealed the Administrator had been
at the facility for appraximately three months and
was not aware of the recommendations from the
environmental service provider. The
Adminiztrator stated the fly problemn had been
discussed during the QA meeting and she had
not felt the QA program had been effective tn

| control flies in the facility since the problem had
been identified.
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This FPlan of Carrection is the center's
credible allegation of Compliance.

Preparation and/or execution of this
plan of correction does not constitute
admission ar agreement by the
provider of the truth of the facts
alleged or conciusions set forth in the
statement of deficiencies. The plan of
correction is preparad and/or executed
solely because it is required by the
provisions of fedsrai and state law.

F246D

Corrective  Actions  for  Targeted
Residents;

Rasident # 1 received a longer cord for
the over bed light on Septernber 15 2011.

Identification of Other Residents with
Potential to Be Affected:

Non-clinical rounds were made by the
faciiity managers on all residents. Any un
met needs were identified and corrected
immediately. Facility managers consists
of but not limited to: The ED, DNS, ADNS,
Director of Education, Activities
Director/Assiztant, Director of
Maintenance, Director of Hsk, MOS
Coordinators, Direclor of Admissions,
Dietary Manager and Social Warker.

Staff was reminded |, by re- in servicing, to
complete maintenance work orders in
accordance with facility's guidelines. This
was completed the week of September
17, 2011.

Systemic Changes:

Needs of all residents will be observed
during Guardian Angels non clinical
rounds. These rounds are conducted
weekly on all residents. Any un-met
needs are corrected immediately or a plan
to correct is initiated. The Guardian Angel
will document their findings on the ravised
MNon-Clinical Rounds check-[ist.

Facillity Managers are the Guardian
Angels,

Mgonitoring:

The non-clinical rounds checklist is
reviewed daily in the Daily Stand-up. The
Daily Stand-up consists of the facility
manayers. .

Summary of the check list will be reported
to the monthly QA Committee far follow
up, if needed.

Carrection Date: October 20, 2071
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This Plan of Carrection is the center's
credible allegation of Cempliance.

Preparation andfor execution of this
plan of correction does nat constitute
admission or agreement by the
provider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction is prepared and/or executed
solely because it is required by the
provisions of federal and state law.

F 252E

Corrective  Actions  for  Targeted
Residents:

No individuals were identified to be
affected by this sileged deficient practice.
Resident Room 20 was deep cleaned.

Identification of Other Residents with
Potential to Be Affected:

All residents have a potential to be
affected by this practice.

Residents rooms and common areas
were inspected for dust, cobwebs and
odors on September 15, 2011. Any
issues were corrected immediately,
These inspection were completed by the
HSK Director.

Systemic Changes:

Residen1 Rooms were deep cleaned using
the Five Step Cleaning Method,

Hsk staff was in serviced on the Five Step
Cleaning Method. This in saervice was
completed on September 16, 2011

Monitoring:

ED, DNS, and Director of HSK will
complete daily observation rounds of the
facility for odors, dust, and cobwebs. Any
issues will be comected immediately.
These cbservations will be conductad with
the nammal daily rounds,

The ED and Director of HSK makes
monthly rounds of the faciity. These
rounds include but not limited to, checking
room for cleanliness, and the facility for
any odors.

Summary of these observalions will be
reported to the monthly QA Commitiee for
foitow up, if needed.

Correction Date: October 20, 2011

£S5-BL:98kRd 5/.25-2L6-BL2:Wo a4 22T 1182-357-030



68LY N Wa€l:C 1107 "Gl o3 Wl paaleoay

This Plan of Correction is the center's
credibie allegation of Compliance.

Preparation andl/or execution of this
plan of correction does not constitute
admission or agreement by the
provider of the truth of the facts
alleged or conciusions =et forth in the
statement of deficiencies. The plan of
correction is prepared andlor executed
solely because it is required by the
provisions of federal and state law.

F253E

Corrective __Actions  for  Targeted
Residents:

No individuals ware identified to be
affected by this alleged deficien! practice.
The chipped Formica was repaired on
September 15, 2011. The loose or ton
wallpaper was repaired or repiaced cn
September 15, 2011. The loose base
board was repaired on September 15,
'2011. The missing puli cords for overhead
lights was replaced on September 15,
2011. The missing healer cover was
replaced on September 15, 2011,

Jdentification_of Other Residents with
Potential to Be Affectad:

_ All residenis have a potential to be
affected by thiz praclice.
The Director of Maintenance completed a
facility wide tour to check for loose or tofn
wallpaper, chipped Formica, loose base
boards, missing covers for heaters and
missing pull cards for over beds lights.
Any issuey were corrected immediately.
This was completed the week of
September 18, 2011.
Systemic Changes;
ED and Director of Maintenance will
complete daily observation rounds of the
environment. Issues will be correcled
immediately or plan to carect will be
initfated immediately, Staff were reminded -
to placed maintenance work orders if they
abserved any  issues with tha
envirgnment.

Monitoring:

Summary of these observation rounds will
be reported o the monthly QA Committee
for follow-up, if nesded.

Carrection Date; October 20, 2011
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This Plan of Carrection is the center's
credible allegation of Compliance,

Preparation and/ar execution of thig
plan of correction does not constitute
admission or agreement by thée
provider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
corregctlion is prepared and/or executed
salely because it is required by the
provisions of federal and state law.

F371D

Corrective Actions _ for Targeted

No individuals were identified to be
affected by this alleged deficient practice.

Identification of Other Residents with
Potential to Be Affected:

All residents have a potential to be
affected by thiz practice.

Systemic Changes:

The wall fan was removed from the dish
rocm.

Monitoring:

The ED and DSM will complete an ED
dietary checklist weekly through
December 31, 2011 and then monthiy
thereafter during meal service. '
Sanitation Q| audit will be completed by
the Distitian Consultant quartarly.

All checklist/audits will be reviewed for
Irends with results and aclion plans
reported in quarterly QA&A minutes,

Carrection Date: Octobsr 20, 2011
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This Plan of Correction is the centers
credible allegation of Compliance,

Preparation and/or execution of this '
plan of correction does not constitute
admission or agreement by the
provider of the truth of the fadts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction is prepared and/or executed
solely because it is required by the
provisions of federal and state law.

FarzF

Corrective _ Actions __for  Targeted
No individuals were identified fo be
affected by this alleged deficient practice.

Identification of Other Residents with
All residents have a pofential to be
affected by this practice,

Systemic Changes:

Garbage wilt be removed from the facility
using "barrels” on wheels,

No garbage will be “stored" cutside using
portable dumpsters,

Staff has been in serviced on the néw
systemn of garbage containment. All staff is
to ensure that fhe lids are shut on the
dumpsters and the gale is ciosed
surrounding the dumpsters.  This in
service was completed the week of the
Seplember 19, 2011,

The dumpster sitting outside the fence will
be moved.

Monitering:

The ED, DNS, Directar of Maintenanie,
Diractor of Hsk and the DSM wilf complgte
daily observation rounds to ensure that
the garbage is removed from the facijity
timely and in the proper container and that
at no time s garbage stored outside the
facility.

Summary of these observations will be
reported to the QA Committee for follow-
up if needed.

Correction Date: October 20, 2011
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This Plan of Correction is the center's
credible allegation of Compliance.

Preparation and/or execution of this
pian of correction does not constitute
admission or agreement by the
provider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction is prepared andlor executed
-golely because it is required by the
provisions of federal and state law,

Fa31 D

Carrgetive  Actions  for  Targeted
Residents:

No individuals were identiied to be
affected by this alleged deficient practice.

Identification of Other Residents with
Potential to Be Affected:

Al residents have a potential to be
affected by this practice.

Med rooms and medication carls were
inspected by the ONS/ADNS for any
expired medications. Any expired
medication found was remagved,

Drugs used in the facility are lsbeled and
slored in accordance with professional
standards that include expiration dates,
temp control, locked compartments with
only authorized perzonnel having access
1o the keys,

Medications stored in refrigerafors will he
checked for expiration dates weekly for
ofe month and monthly therezfier by the
licensed staff, DNS/ADNS. Any issues
will be corrected immediately.
The contracted Pharmacist will perform a
check of all stored medication for any
expired meds, monthly. !ssues will be
handled immediately.
EDKs are changed three times a week.
New ones delivered and others retumned
1o Phammacy by Pharmacy representative
Licensed staff will be observed for med
pass competengy; which includes locking
"~ the medication carl. These compelency
are preformed every six months. The
Director of Education completes the
competencies,

Monitoring:

- A Summary of the Competencies will be
reported to the monthly QA for folfow up, if
needed. .

The contracted pharmacist will report her
findings to the monthly QA Committee, for
follow up , if needed.

Correction Date: October 20, 2011
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This Plan of Correction is the centar's
credible allegation of Compliance.

Preparation and/or execution of this
plan of correction does not constitute
admission or agreement by the
provider of the tuth of the facts
alleged or conclusions set forth in tha
statement of deficiencies. The plan of
correction is prepared and/or executed
solely because it is required by the
provisions of federal and state law.

F469 F

Corrective _ Actiong  for  Targeted
Residents:

Resident #2 will be monitoring by nursing
staff while she is eafing to ensure that no
flies are "bothersome” to her.

identification of Other Residents with
Potential to Be Affected:

All residents have a potentiat to be
affected by this praclice.

The facility has a contract with Ewlab for
fly prevention. Ecolab treated the facility
twice in August, twice in September 2011
and monthly since 08-201¢ during spring
and summer months.

éygggmic Changes:

New system for garbage containment,
please refer to F Tag 372,

Staff has been directed 1o use the from
doors for entrance and exit to the facility,
Fly lights will be installed by the Therapy
Door and the Door by room 114, this is
the door that the garbage will be aken
outside the facility, This was campleted
the week of September 19, 2011

Monitoring:
Al staff will monitor for flies daily and

report issues to the Direclor of
Maintenance. Thiz monitoring will be pan
of their daily duties. i
The Director of Maintenance w1l! review

report from Ecolab in the monthly QA

Meeting.

Correction Date; Qctober 20, 2011

ES/Episeed _ S42S-Frp-Bl2:we 82:+1 1182-953-030
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520 con't

responsibilities will be conducted off
Qctober 10, 20141.

Monitoring:

The QA commitiee will review summaries x
of observations rounds by the ED,
Maintenance  Director, Direclor of

This Flan of Carmrection is the centers
credibie allegation of Compliance.

Preparation andfor execution of this
plan of correction does not canstitute
admission or agreement by the
provider of the truth of the facts
alleged or concluslons set farth In the
statement of deficiencies. The ptan of
correction is prepared andfor executed
solely becauss it is required by the
provisions of fedeoral and state law.

F520D

Corrective  Actions __for Targetod
Y Raesidents:

Mo individuale were identified to be

affecied by this alleged deficient practice.

Identification _of Other Residents with
Patential to Be Affected:

All residents have a potential to be
affected by thiz practice.

The facility's Quality Assurance meets at
least monthly to review and analyze data
from various sources that may help to
idantify  the possibilities of deficienm
practices, These may include but are not
limited to reports from outside contractors,
such as the Pest Control Program. The
facility's Quality Assurance Committee
members. consisis of the Execulive
Director, Diraclor of Wursing Services,
Medical Director, Assistant Director &f
Nursing, Directar ~ of Education, -
Admissions Directer, Social Waorker,
Director of  Aclivities, Resident
Assessment  Coardinalar, Therapy
Superviser, Director of Maintenance,
Directar of Housekeeping/Laundry,
Buginess Office Manager, Direclor of
Human Resources, Pharmacists
Cansultant, Dietary Manager,
Restorative Supervisor, Wound
Prevention Coordinator, Safaty Commitles
Chair.

Reports fram outside conlracters , such as
Pesi Control was reviewed by the
Executive Director on September 18,
2011. The reports were reviewed for any
suggestions that may have not been
acled on. Any (ssues were carrected.

The QA Commitlee meefs the |ast
Wednesday of each month.

Systemic Changes:

The Quality Assurance Commitiee was In
serviced an repons/infamation they ate jo
provide to the Commitiee. This was
completed on September 16, 2011 ard
September 189, 2011 by the Executive
Director, A final review of thg
Commitiee's funciions and the members
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