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A Receriification/Abbrevialed Survey was
conducted 06/28/10-07/01/10, and a Life Safely
Code Survey was conducted 08/30/10.
Deficiencies were cited, with the highest s Scope
and Severity of a "D". ARO KY0QD014552 was
substantiated, with no deficiencies cited, S f Accident H
F 323 | 483.25(h) FREE OF ACCIDENT . F 303 Tee o Qccl ent Hazards/supervision/Devices
- g88=b | HAZARDS/SUPERVISION/DEVICES

The facllity provides a safe, hazard free environment for

. . residents. Each resident recelves adequate supervision
The facility must ensure that the resident 4 e

g d assist i .
environment remalns as free of acciden! hazards. and assistance devices to prevent accidents
as [s possible; and each resident receives

= i The facllity has pollcies and procedures In place to
adequate supervision and assistance devices to

monitor cleaning carts while in use.

pravent acoidents. .
. : ' | The Housekeeper immediately stored chemicals
properly and locked her cart on june 29, 2010,
. An in-service was completed by the Environmental
This RECUNREMENT s not met as evidenced Service Supervisor on June 30, 2010 with all
by:

housekeepers, on the proper usage, storage and safety

Based on observation and interview it was of chemicals and housekeaping carts. Carts must be

determined the facllity falled to provide a safe,

h tocked when unattended and out of view of
hazard free environment for residentis as E: Q & oy
evidenced by an unlocked housekesping ca $a : : .
unatlended. JUL 2 g it § fing completed by the Environmentaf
. Beflisor or deslgnee, on cleaning cart usage
The findings include: 8 - € 8

ot limited to, proper usage, storage and

QObsgervation on 06/29/10 at 1:00 PM revealed 5 by ' T mlcal.s and housekeeplng carts, weekly for
unlocked housekeeping cart left unattended on four (4) weeks, twice monthly and then monthly

the 1300 hallway, The housekeeper was thereafter (Exhibit A). The Pl worksheet results will be
cleaning an unsampled resident's bathroom reported to the performance Improverment Committes
during lunch. The cart contained the following | ‘for additional commants/interventions and for a
chemicals: Comiet Disinfecting Bathroom Cleaner “determination of the need of continued formal ongeing
{ MSDS - Keep out of Reach of Children, Caution: monktoring.
May be Harmiul if Swalldwed, Causes eyo _
irritation, Do not mix with bleach or mildew stain Compllance will be monitored by the Environmental
f\e‘mover.s as irritaiing tumes may resuit, May Service Supervisor August 5, 2010
LABORA DIRECTO) PRQVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DAYE
G il LKA s

Any deficlenoy statenpnt ending with an asterisl-i(fdenotes a dellctency whish the Instilution may be excused from correcting providing it Is detarmined that
othar safaguards provide sufliclent protection to tha patients, (Sse instrustions.) Excapt for nursing homes, the findings stated above are diaclosable 80 days
fottowing the date of survay whelher or not a plan of correotlon Is provided. For nureing homes, the above findings and plans of correction are disclosable 14
days followlng the date these documents are made available to the facility. 1 deficlenciss are cited,.an approved plan.of correotion Is requisile to continued
program particlpation.
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result In gastrointestinal irritation with nausea,
vomiting and diarrhes If ingested, May rritate
mucous mambranes, respiratory and skin),
Hillside Pink Glo Bowi and Tite Cleaner (Harmful
It swallowsd, Eye and skin liritant, May cause
permanent damage if not treated promptly, Get
medical attention if comes in contact with eyes, is
iihaled or is ingasted, Avoid breathing spray,
vapor or mist, Keep out of Reach of Children),
Dust-Off { Contaoct with the liquid may cause
frostbite, Overexposure by inhalation may cause
nausea, headache, weakness,dizziness,

| headache, confusion, incoordination,and loss of
consclousnass, coughing, difficully breathing,
shortness of breath, irregular pulse, palpitations
ot inadequate circulation, abnormal kidney”
function, Gross overexposure may be fatal),
Dispatch Hospital Cleaner Disinfectant with
Bloach (Avoid contact with eyes, skin, and
clothing as this product may produce irtitation, do
not allow this product to contact acldic materlals
as hazardous chlorine gas may be released),
Dispatch Hospilal Cleaner Dislifectant Towels
with Bleach were dn the boltom shelf of the carts
in a container that resemblas baby wipes (same
warnings as Dispatch Hospital Cleaner
Disinfectant with Bleach).

Interview on 06/29/10 at 1.00 PM with
Housekeeper #1 revealed the cleaning carf door
should be locked when she was away from the
cart o keep chemicals out of resfdent's reach.
Further interview reveaied sometimes she "gets .
In & hurry" and doesn't look her cart. . _ -

Interview on 06/29/10 at 3:55 PM with the
Housekeaping Supervisor revealed the cleaning
cart should have besn locked when It was out of
the housekaeper's sight. Further Interview

i A
FORM CME-2687(02-00) Pravious Versions Chaolele Event ID:0VH211 Facllity I: 100864 If continuation st 6
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rovealed the Dispatch wipes and all chemicals
should be in the focked compartment on the
cleaning oart, _
F 371 | 483.35()) FOOD PROCURE, F3M1 :
88=p | STORE/PREPARE/SERVE - SANITARY F371 Food Procure, Store/Prepare/Serve-Sanitary
The facillty must - Highlands stores, prepares, distributes and serves
(1) Procure food from sources approved or food under sanitary conditions.
1 considered salisfactory by Federal State or local ‘

‘a contalrier of Hollandalse sauge which had been

-1 refrigeration unit with no date labeled. interview

authoritles; and -
(2) Slore, prepare, dlstrlbuia and serve food
under sanltary conditions

This REQUIREMENT I2 not inet as evidenced
by: :

Based on observation, interview and record
review it was determined ihe facility failed to
store, prepare, distribute and serve food under
sanitary condilions. During the initial tour a food
item was noted to be siored in the refrigerator
with no date label, Pans were observed to be
stored wet, In the walk in reftlgerator and freezer
iterns were stored with expired datas. In the
walk-in freazer unit ice was noted to be
accumulating on food containers, the wall and
floor. Additionally, dietary stafi failed 1o change
gloves or wash hands after handiing items placed
into the serving area from the dining room.

The findings Include:
1, Observatlon on 0B/29/10 at 10:25 AM revealad

opened was stored in the stand alohe

with the Head Cook at 10:25 AM on 06/26/10

Highlands has policies In place for proper labeling and
storage of food iterns used during the meal
preparation ant setvice. All items within the kitchen
and serving kitchens were checked by the Chefon
tuna 30, 2010 for proper labeling and use by dates.

Highlands washes pans used during the meal service,
and atlows for them to full air dry prior to re-use and
storage. The facility has made adjustments to the
waorkspace In the kitchen to accommodate the drying
process to ensure the materials used durlng the meal
service are dry prior to storing.

Dietary staff were in-setviced on July 1, 1010, by the
Chef, on the proper technigues for washing, drying

" and storing of pans used, as well as the importance of

thereafter (Exhiblt B). The Pi worksheet results will be ‘

labeling open items, and checking expiration dates on
materlals used during the cooking and serving
process,

A Pl Worksheet is being completed by the Chef or
designee to assure that the pans are dry before
storing after each use and ltems are iabeled and used
or discarded within appropriate time frame after
opening. Audits are being completed weekly for four
{#) weeks, twice monthly and then monthly
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revealed she had Dpened the conalner last nlgh! ' reported to the performance Improvement

‘are to be washed, sanitized and fully dried prior fo

and shouid have dated the sauce.

Observation on 06/29/10 at 10;38 AM revealed
seven {7) metal half-slze hotel pans stored wet
and six {6) quarier size metal hotel pans stored
wet. Interview with the Executive Chef at 10:38
AM on 08/29/10 revealed the pans should not be
stored wet, he slated the pans were 1o be alr
dried hefore being stored and this was the reason
for the extra shelf that was purchased. Review of
the facllity's policy titted "Washing and Drying",
revealed all pols, pans, holel pans, sheet lrays

being stored. The policy was not dated,

Observation on 06/28/10 at 10:45 AM revealed a
package of Roast Beef abeled with the date of
08/20/10. Interview with the Executive Chef at
10:46 AM cn 06/29/10 revealed items wers to be
used or discarded within seven (7) days of the
open date labeled on the food items In the
refrigerator.

Ohservation-on 06/20/10 at 10:50 AM revealed a
large Icicle hanging from a pipe on the
condensing unit in the walk-in freezer, There was
fce bulld-up on a box of food, the food storage
shelves, the wall beside the food storags shelves
and on the floor of the freszer.

Interview with the Executive Chef on 6/29/10 at
10:55 AM revealed a contract company had
changed the insulation, he stated the company
couldn't seem to get the ive to stop aceumulating,

Committee for additional comments/interventions

| and for a determination of the need of continued

formal engolng monitoring.

The walk In freezer was serviced and repalred on July
6, 2010. Dletary was in-serviced by the Maintenance
Director and Chef on the importance of reporting -
items found to not be working properly to the proper
supervisor.

Highlands has policles in place to assure the proper
handling of items by the serving kitchens after the
meal service has begun. Dietary and Nursing staff
were in-serviced on July 1, 2010 by the Chef on the
appropriate way 1o serve/handle food and nonfood
itemns during the meal service process.

A Pl Worksheet is being completed by the Chef or
designae on varylng meals in the dietary department
1o assure proper practices are being foltowed. Audits
are being completed weekly for four (4) weeks, twice
mohthly and then monthly thereafter (Exhibit 8). The
Pl worksheet resuits will be reported to the
performante Improvement Committee for additional
comments/Interventions and for a determination of
the need of continued formal ongoing monitoring.

i Chef will monitor for corapllance.

August 5, 2010
The Chet further slated, "It always happens Date of Compliance: -
during the defrost oyele".. The Chet stated, I
never use food stored under the ice, those boxes
are basicelly there to collect i, to keap the ice i P
FORM CMS-2667(02-89) Previous Verslons Obsolete Event 1D,0VHR11 Faehity |D: 700884 i continua![on shy fjabi 6
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from getting on the fleor and the wall.”

Observation on 06/29/10 at 10:66 AM revealed a
container of batter stored in the walk-in fraszer
with an expirailon date of 05/18/10. Interview with
the Chef revealed the batter should have been
discarded he stated, "That is my fault; I'm the
one who uses thig."

2, Obsarvation, on 08/29/10 at 5:63 PN, revealed |

packages of vinegar were deliverad to the second
floor kitchen area. The Dietary Alde #1, who was
serving residents, pleked up the packages of |
vinagar with her gioved hands and put it inlo the
storage bin. The dietary alde resumed serving
residents without changing her gloves or washrng
hands,

Interview, on 06/20/2010 al 8:38 PM, with Dietary
Aide #1 revealed she did not change gloves when
tock vinegar from other Chief Cook, The dletary
aide stated she should have washed her hands
and changed her gloves.

Review of the facillty's policy entitled, "Moal
Service" dated December 09 revealed the policy
did not address when to change gloves after
handling tems that had been handled by other
staff.

3. Observation, on 06/29/10 at 6:05 PM, revealed
Dietary Alde #2 took a bowl of mashed potatoes
from a Certlfied Nursing Assistant (CNA), placed
gravy on the potatoes énd resumed serving
residents without changing her gloves or washing
het hands.

Additional observations on 06/29/10 at 6:15 PM,
revesled the dietary alde took a coifes pot from a
CNA aend resumed serving residents without

FORM CM3-2587{D2-88) Previcus Verslons Obsolele
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changing gloves. The CNA had been walking
around the dining room gerving residents coffes
prior to handing Distary Aide #2 the coffee pot.

Interview, on 06/29/10 at 6:40 PM, with Dietary
Alde #2 revealed when sha touched somathing
"that was not food” she should change her
gloves. Additionally, the dietary alde stated she
had not changed her gloves alter taking the
coffee pot and bowl of mashed potatoes from the
CNAs.

Interview, on 07/01/10 at 3:15 PM, with the Chief
Cook revealed the dietary aides were not to
recoive any dishes from the dining room white
they were serving. Shé staled If additional itlems
were needed they should place the items ina
"monkey dish" and pass It out to the staff serving
in the dining room. '

F3my
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K OGO INITIAL COMMENTS K 000| HIGHLANDSPRING OF FT THOMAS CARE CENTER
: . . SURVEY ENDED JULY 1, 2010
A Life Safety Coda Survey was initiated and

concluded on 06/20/10. The facllity was found 1o Without admitting or denying the validity or existence
not meet the minimal réqulrements with 42 Code of the alleged deficiencles, including but not Hmited to
of thg l'j'ederal Regulations, Part 483.70. The any determin_atlons of scope or severlty made by the
highest Scope and Sevetity deficiency identified Kentucky Cabinet for Health and Family Services.
was a8 "'D", Highlandspring of Ft Thomas Health Care Center
K 020§ NFPA 101 LIFE SAFETY CODRE STANDARD K 029| (“Highlandspring”} provides the folfowing plan of
88=D . correction. This plan of correction is submitted as
One hour fire raled construction (with % hour required by the state and federal guidelines and is not
fire-rated doors) or an approved automatic fire an admission or agreemant with any of the cited
extinguishing system In accordance with 8.4, 1 information.
and/or 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system This plan of correction Is not meant to establish any
option is used, the arens are separated from standard of care, contract, obligation or position and

-other spaces by smoke resisting pariitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not excesd
48 inches from the bottom of the door are

Highlandspring reserves all rights to raise all possible
contentions and defenses in any clvil or ¢criminat claim
action or proceeding.

permitted.  19.3.2.1 . - ed 1S PLAN OF CORRECTION SERVES AS
. EG : E VE LANDSPRING'S CREDIBLE ALLEGATION OF
TANTIAL COMPLIANCE AS OF AUGUST 5, 2010.
JUL 23 200

NFPA 101 Life Safety Coda Standard
This STANDARD is not met as eviden@@’aif,"f’i? ! ot [-Facility personnel immedlately closed doors that were
Based on nbsetvation and interview it was noted to be propped open during the life safety walk
determined, the facility falled to ensure corridor ' through, The doors will remain closed at all times, with
dOQF s were held open by an approved hald open signs posted on each door to remind staff of the

| device, accor dmg to NFPA standards. importance of creating a fire barrier to protect

hazardous areas.

The findings Include;
' The Malntenance Director in-serviced the
; environmentat service and maintenance staff on July 5,

2010 ragarding the importance of keeping doors closed
to create a fire barrier to protect hazardous areas.

Observations on 06/30/10 af 8,66 AM revealed
the doors protecting the maintenshce shop and
central supply room were propped open with
wooden and plastic wedges. The Maintenance -
Director was present during the observations. Malntenance Director wilf monitor.

h . ;August 5, 2000

R/SUPPLIER REPRESENTATIVE'S SIGNATURE TtT!.E ) (xe) DAYE
o LASHA | ] =5

Any deficlency staternent pding with an asterisk (*)gfnotas a definisnoy which the inatitutlon may be excused from corresllng providing it is" determined that

i

other safeguards provide sufficlent protection to thejgetlents. (See instructions.) Except for nursing homes, tha findings stated above are disclosable 80 days
following the date of survey whether or not & plan of Correction is provided. Far nureing homes, the above findings and plans of correction are disclosably 14
days foliowing the date thees documents are made available to the facllity. i deficiencies are clled, an approvad pfan of correction Is requisite to continued
pragram parficipation. . ’
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Interview oh 06/30/10 at 9:55 AM with the
‘Maintenance Director, reveaied he thought the
doors were being propped operni because people
were inside the rooms working,
Reference: NFPA 101 (2000 adition)
19.368.3,3*
Hold-open devices that release when the door is
pushed or pulled shall be permitted
K 084 | NFPA 101 LIFE SAFETY CODE STANDARD K 084
58=D
Partable fire extinguishers are provided in alt K062 NFPA 101 Life Safety Code Standard
health care occupancies in accordance with The Malntenance Director placed a placard next to the
9.7.41. 19.3.68, NFPA 10 fire extinguisher on June 30, 2010, stating that the fire
! extinguisher in question is only to be used after the fire
protection syster has heen activated.
The Chef and Malntenance Director in-serviced the
This STANDARD is not met as evidencad by: dietary staff on July 1, 2010 to usa the fire extinguisher
Rased on observation and interview, it was only after the fire protection system had been
determinad the facllity failed to ensure fire activated.
extinguishers had proper signage according to
NFPA standards. Maintenanee Diractor will monitaor, R
August 5, 2010
The findings include: v
Observations on 08/30/10 at 10:04 AM revealed
the portable "K" type extinguisher in the kitchen -
failled to have the required signage. The ’
Maintenance Director was present during the
observation.
Interview on 06/30/10 at 10:04 AM with the
Maintenance Director revealed the facility had
never had a placard for the "K typs extinguisher
which stated the extinguisher was only to be used
after the fire prolection system .
. FORM CMBS-2607(02-99) Previous Verslons Obsalate: Event ID:0VH221 Fallily \D: 100684 If continuation shgat ;] f
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TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)
K 064 | Continued From page 2 K 064
' Reference; NFPA 10 (1998 edilion)
2-3.2.1 A placard shail ba conspicuously placed
near the :
extinguisher that states that the fire protection
syatem shall be
activated prior to using the f re extlngulsher
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