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A Standard Recettiflcation Survey, and an This plan of correction shall operate as :
Abbreviated Survey investigating ARO# . Florence Park Care Center’s written credible :
KY00014756 and ARO# KY00015008 were :| allegation of compliance. This plan of
Initlated on 08/30/10 and concluded on 09/01/10, correction is not meant to establish any
Deficlencles ware oited with the highest Scope standard of cate, contact, obligation, or
and Sevetity of an "E". ARO# KY00014766 and postion and Florence Park Care Contor
ARO# KY15003 were unsubstantiated. Allfe i wanta o raise gl possiblo
Safety Code Survey was conducted on 09/01/10 : eriminal claim. action or proseading.
with the highest Scope and Severity of an “F", ' P e
F 226 | 483.13(c) DEVELORP/IMPLMENT F 226
88=D | ABUSE/NEGLECT, ETC POLICIES :
. . F226 483.13 Develop/Implement
| The facllity must develop and Implement wrltten Abuse/Neglect, Ete, Policles

policles and procedures that prahibil
nistreatment, neglect, and abuse of residents The facility must develop and implement
and misapproptiation of resident property. written policies and procedures that prohibit

mistreatment, neglect, and abuse of residents
and misappropriation of resident property,
This REQUIREMENT is not met as avidenced

by: . 1. Administrator in-serviced the Human
Based on Inlerview and record review It was Resource Director on 9/15/10 in regard to the
determined the facllity falled to ensure oriminat r‘;lg“:ft“’“:{‘ gm’:i“‘“g t‘; g}“‘““‘af Background
background checks were obtained timely for iwo Chieoks Bnd Himo’iness of ihe process. -
@) OI?SQVQ n (7) employees, whoss files :! or6 2, Administrator will perform Bi-weckly QA’s

for 3 months to ensure compliance for all new

reviewead, hires.

| The findings include:
Review of CNA #14's employee file revealed a

hire date of 06/14/10 and the date an the ctiminal Ec & JV% _ 9/18/10

record check was noted to ba (6/30/10,
forty-seven (47) days after the date of hire.

Review of Employee # 2's flls revesled a hire date

of 06/31/10, The date on the eriminal record m"-’;,
cheok was noted to be 07/16/10, forly-six {46) \
days after the hire date. ' R
aorTToav mnecm?‘r fn PROVDER/SUPPLIER REPRESENTATIVE'S BIGNATURE ¢ TITLE {K0) DATE
lem I Adwside g 4-17-10

other gafeguiaide provide syfflolent proteation to the patlents. (Ses Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
followlrig the date of survey whether or not a plan of corraction Is providad, For nursing homes, ihe ahiove findings and plana of cotraclion are disclasable 14
days following the date these documants are mads availabla to the facilily. if deflclencles are clted, an approved plan of oorraction Is requlsite to continuad
program padicipation. . .

Any d Iolanokalélamen?ijadlngr with an asterlsk () denotes a deficlenoy which the inatitullon may be excused from correolling providing it Is determined that
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‘ Interview with the Human Resource Director,
Employee #11, revealad the facility somatimes
obtalned the criminal record cheoks Immedialely
and sometimas thay did not, She further
indicated the background checks were requested
on the date of hire. Continued Interview revealed
the fee for the baokground check wag taken
automatically from a checking account which was
88t up spacifically for this purpose, However,
sometimes the account balance may bs too law,
therafore the raguest for the baeckground checks
would not be provessed because the fees were .,
not paid with the otlginal reguest. F2B1- The facility will ensure that the
i 281 | 483,20(k)(3)() SERVICES PROVIDED MEET F 281 services provided or arranged by the
88=D F:HOFESSIONAL STANDARDS f:;eility will meet professional standards
: ] of quality.
The services provided or arranged by the iacllity , .
must maet professional standards of quallty, 1. "The DON and Unit Manager
immediately educated LPN nurse #6 related
to th.e facili.ty policy for medication
This REQUIREMENT I3 not met as evidenced adwinisiation; medlcations ordeted by the
by: . p gsgc:jan we.n;.l _to h.e given at t_hc titne
Based onh observation, interview, and record 3: iftor t?‘l];twdgsilgnn;lt);iyt(igg '?;E:teﬁ b;’i?;ﬁ
review It was dstermined the facliity falled to was notified 8/31/2010 at 1;15pm l]')e]:ted to
1
ensure Physlolan's orders were followad for four Rosident # 25 9am and 10am medications
(4) of lwenty-eight (28) sampled residents being given at 1203pm with vo new orders
(Residents 17, #25, #28, and #27). Resldent #7 received. Resident #25 and resident’s
related to'the use of foam boots and elbow family informed of medications being given
protectors and Residernts #25, #2_6, and #27 at 1205pm and MD was aware with no new
related to mediecatlon administration, orders. Resident #25 displayed no negative
' affects from 9am and 10 am medications
The findings include: being administered at 1205pm. DON
interview on 08/31/2010 with LEN # 6
1. Record review revealed Resident #26 was determined no other residents were affected.
agimitted to the facility on 06/13/09 with diaghoses The facility conducted a house wide audit
which Included Hypothyroldism, nsullr conducted by DON/Unit Managers at 2pm
Dependent Dlabetes Mellitus, Anemla, medgcat!on pass on 8/31/2010 10 ensure alt 9/18/10
Deprasslon, Hypertenslon, Coronary Artery gﬁﬁ;“:ggl“:p‘:‘l’;i: ﬂzgcggg’ﬂ?i?’s'd"“‘s
Disease, and Mitrel, Trlouspld, gnd Aortic Valve Managers reviewed ench medication pass
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F 281

Disease.

Review of the Phyalelan's orders revealed orders
for the following medications: Amlodarone 100
milligram (mg) by mouth daily at 9:00 AM,
Senokot tablst by mouth two times per day (b.l.d.)
at 9:00 AM and 2:00 PN, Colace 100 mg by
mouth b.l.d. al 9:00 AM and 9:00 PM, MiralLax
Powder 17 grams by mouth dally at 9:00 AM,
Lasix 80 mg by mouth dally at 10:00 AM, Bayer
Asprin 81 by mouth dally at 10:00 AM, Coreg 12.6
mg by mouth b.Ld. at 9:00 AM and 9:00 PM,
Prednisone 10 mg daily after breakfast at 9:00
AM, Mobic 15 mg by mauth dally at 10:00 AM,
Ferrous Sullate 325 mg by mouth b.i.d. at 10;:00
AM, Mullivitamin 1 tablet by mouth at 10:00 AM,
Calelurn 500 mg plus vitamlin D by mouth daily at
n00 AM, Klor-con 20 miiliequivalent by mouth
dally at 9:00 AM, and BeneProtain 1 sgoop thrae
fimes per day belween meals at 13:00 AM.

Qbaearvation of the haon medication pags on
08/31/10 at 11:69 AM revadled | lcensed Practical
Nurse #6 adminlsterad all of the above
medication to Residant #25 at 12:06 PM.
Interview with LPN #6 at 12:15 PM revealed she
was running a little behind because she normally
worked a dlfferent unit. She further stated she
was aware the facllity's policy which stated
medications wers to be administered at the time
otdered, or withln sixty (60) minutes before or
after the scheduled time,

Review of the facility's policy revealed
madleations were to be glven at the time ordered,
or withln sixty (60) minutes before or after the
dosignated time. Interview with the Director of
Nurslng {DON) on 08/31/10 at 2:00 PM revealsd
the medications should have been adminlsterad

" The Administrator will ensure compliance.

in the appropriate time frame, Unit
Managers will monitor this through QA and
stafl accordingly, Nutsing staff was in
serviced on 9/17/2010 regarding facility
policy and medication administration, A
QA will be condueted to monitor
Medication pass by the DON or designee, on
one (1) resident a weel for three (3) months
then quarterly to ensure compliance, The
DON and Administrator will discuss the
results of the QA at least monthly and re-
evaluate effectiveness when/if indicated.

2. Nursing immediately applied elbow
protector to left elbow protector and foam .
posy boots for Resident # 7. Resident #7 did .
not show any negative affects from elbow
protector or foam posy boots not being in
place. Nursing staff (RN, LPN, CNA) were
in serviced on 9/17/2010 related to
monitoring and ensuring all interventions

are in place per physician orders. The

facility conducted a house wide audit on
9/3/10 to ensure all deviees were in place as
per physician orders, A QA will be
condueted by the DON or designee, on five
{5) residents a week for threo (3) months to
ensurc compliance. DON and administrator
will discuss the vesulis of the QA at least
montihly and re-evaluate effectiveness
when/if Indicated. The Administrator will
ensure compliance.
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| resident was In the bed, and was positiohed on

- | @very shift am shift pm shift 7p-7a first date:

al the ordered time and that they would inform the
Physician of the Incorrect adminkstration time.

2. Observation on 08/30/10 at 1:00 PM revealed
Resldent #7 sitting In the day room In a geri-chalr
with foam boots on bllateral fast and his/her feet
weare slovated, Cantinued observation on
08/30/10 a1 2:50 PM, and 3:30 PM revealed the

his/her left slde, Observation revealed the foam
hoots were In the gerl-chalt at the resident's
bedside. - Further ohservation on 08/31/10 at 2:00
PM, revaaled the foam boots were in the
regldent's ‘bed side chalr and the slbow protectors
were not ohserved on the resident or in the
resldent's room,

Review of the Physiclan's orders printed
08/30/10, revealed the following orders, "Resldent
to utilize elbow protectors to promote skin Integrity
may be removed for skin care.. Check placement

04/09/2010" and "Resldent to utilize bilateral
FOAM POSEY BOOTS TO PROMOTE SKIN
INTEGRITY AT ALL TIMES am shift pm shift
7p-7a. Cheok placement every shift®, this order
was dated 10/11/09, -

Interview with State Reglstered Nurse Alde
(SRNA) #12 on 09/1/10 at 9:65 AM, revesled she
had taken care of the resident on 0B/31/10, she
stated the resident's boots and elbow protectors
were to he on at all times. . She further stated she
thought hisfher boots were on but she was not
sure and she didn'i remember I the elbow
proteotors. ware on.

Intorview with SRNA #13 on 08/01/10 at 10:30
AM, revealed gshe agsisted with the resident's

care but was not sure about when the foam boots

3, Kentucky Medication Aide (KMA) #
14 wasg in serviced on facility medication
administration policy for Resident #26 and
Restdent #27. Neither Resident #26 nor
Resident #27 displayed any negative affects
from medication being administered at )
430pm. DON interview on 08/31/2010 with
KMA #14 determined no other residents
were affected. The facility conducted a
house wide audit was on 8/31/10 fo ensure .
physician orders wese transcribed cnrrecltly
to the medication administration record in
the computer. Unit Managers and/or

accutacy. Nursing staff (RN, LPN) and
Kentucky Medication Aides were In
serviced on 9/17/10 regarding facility policy
and medication administration, A QA will
be conducted to monitor medication pass by
the DON or designee, on one (1) resident a
weelc for three (3) monihs then quarterly to
ensure compliance. "The DON and
Administrator will discuss the resuits of the
QA af least monthly and re-evaluate
effectivenass when/if indicated, The
Administrator will ensure compliance,

~

supervisors will check orders daily fo ensure
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were to bs an or off, On 08/01/10 at 10:46 AM,
SRENA #13 stated, "I looked that up and the
resldent was to have the boots on at all imes".
She gontinued, "t don't remember If (hefsha} had
tham on in the bed",

Interview with Licensed Practical Nurse {(LPN) #5;
Unlt Manager, on 09/01/10 at 10:10 AM, revealed
she had written a olarification order that morning
that the foam boots were to be on as tolerated,
She was nol aware of the elbow protectors order.
She stated she would have to check on the order.
LPN #b checked the Physlclan's orders and
stated hefshe was to have elbow protectors at all
timas. She procaed to check the resident for the
olbow protectors and the resldent had an elbow
pratector on the right eltrow and none on the lefl
elhow. -

3. Review of the dlinloal record revealed
Resident # 26 was admilttad to the facllity on
07/20/09, with diagnoses which {neluded
Dementla, Depression and Behavioral
Disturbances.

Observation of the 4:00 PM medioation pass
revealed Besident #26 recelved Haldot 1
rallifgram (myg). Reconclilation of the medications
revealed the signed Physiclan's order In the
rasident's medical record stated Haldol 1 mg by
mouth b.id. (iwice a day) 09:00 AM and 9:00 PM,
the otder start date was 04/20/10.

4. Review of Resident #27 clinloal record
revealad the resident was admitted 1o the facillty
on 12/29/08, with diagnoses which included
Dementla, Paychosis and anxlety.

Observation of the 4:00 PM medication pass

FORM CM8-2087(02-00) Fravious Verslons Ghsolate Event iD; 466CH1 Faolllty 10: 100547 : If eontinuatlon ahest Page & of 18
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-put the Physlcian's orders In the computer and

Contlnued‘From page &

revealed Resldent #27 received Risperdal 0.5 mg
and Zyprexa 8 mg. Reoonclliation of the
medication revealad the signed Physiclan's order
In the rasident's'medl|cal tecord stated Zyprexa 5
g b.l.d. 6:00 AM and 6:00 PM, the order start |
date was.06/06/09. Risperdai 0.8 mg was to be
glven twlce & day at 9:00 AM and 9:00 PM, the
ordar start date was 06/14£10,

Interview with the SRNA, Kentuoky Medioation
Alde (KMA) #14 on 08/30/10 at 4:30 PM revealed
she looked at the Madicallon Adminstration
Record for each resident on the computer and
administered the reslident's medications
according to the thnes listed In the computer.

Interview with the Ditector of Nursing (DON) on
08/31/10 at 3:00 PM revealed the facllly's Nursas

mace ohanges as noeded to exising orders, She
further stated the medications for Resldents #26
and #27 were given at the wrong tima according
to the signed Physlclan's orders.

483.20(k)(3)(ll) SERVIGES BY QUALIFIED
PERSONG/PER CARE PLAN

The services provided or atranged by the faoilllty
must be provided by quallfled persongin
accordance with eagh resldem‘s written plan of
cére,

This REQUIREMENT Is riot met as evidenced
by:

Based on observatlon interview and record
teview If was determined the facility failed to
foitow the Comprehensive Plan of Cars for one
(1) of twenty four (24) sampled residents
(Resident #7). Review of Resldent #7's oare plan

F 281

F 282
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.| Observatlon on 08/30/10 at 1:00 PM revealed

“| and elbow protectors were te be oh at all imes.

revaaled the resldent was to have bllateral foam
boots on et all times and bilateral elbow
protectors at all imes. However, observation
revaaled the resident did not have these on at all
times. ' '

The findings Include:

Resldent #7 was sllting In the day room In &
getl-chalr with foam baots on bilateral feet and
histher fest were elevated. Continued ohsetvation
on 08/30/10 at 2:60 PM, and 3:30 PM, revealsd-
the resident was in the bed, and was positioned
on hig/her lsft side, The foam bools were in the
gerl-chair at the resident's hadside. Further
observation on 08/31/10 at 2:00 PM, revealed the
foam boots were in the resident's bed side chalr
and the elbow protactors were not absetved to be
on the ragident or In the resldent's room.

Review of the Care Plan, revesled the resident
was to have foam boots to bilateral heals,
treatment as ordered and elbow protactors white
up or in bed.

Interview with State Registered Nurse Alde
{SRNA) #12 on 09/1/10 at 9:55 AM, revesled she
had taken care of the resident on 08/31110.
Further interview revealed the resident's boots

She stated she thought hls/her boots were on, but
she was not sure and didn't remember if the
slbow proteciors were on,

Interview with SRNA #13 on 09/01/410 at 10:30
AM, rovealad she asslsied with tho restdent's
care, hut she was not sure about when the foam
boots wera to be on or off. On 09/01/10 at 10:45 -

F282 The facility will ensures that the
services provided or arranged by the

* facility will be provided by qualified
persons in accordance with each
resident’s written plan of care.

Nursing immediately applied elbow
protectors and foam posy boots for Resident
#7, Resident #7 did not display any
negative affects from the devices not being
in place. The facility conducted a house
wide audit by DON{Unit Mangers on 9/3/10
to ensure &ll devices were in place as per
physician orders and the comprehensive
plan of care.  All nursing staff (RN, LPN,
CNA) were in serviced by the DON/Unit
Managers on 9/17/2010 related to
monitoring and ensuring all inferventions
are in place per physician orders and
aceording to Compichensive Plan of Care,
A QA will be conducted by DON or
designee on five (5) residents a week for
three (3) months to ensure compliance,
DON and Administrator witl discuss the
results of the QA at least monthly and re-
evaluate cffectiveness when/if indicated.
The Administrator will ensure compliance,

9/18/10
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AM, SRNA #13 stated she looked at the care
plan, and the resident was to hava the baots on at
all imas. She continued she didn't remember if
the resldent had them oh in the bed.
interview with Licensed Practical Nurse (LPN} 45,
Unit Manager, on 09/01/10 at 10:10 AM, revealed
she wag not aware of the elbow protactors order F322 The facllity will ensure that a
and stated she would have to check on that. She resident who is fed by a naso-gastric or
checked the Physlcian's orders and care plan and gastrostomy tube receives the appropriato
stated the resident was to have slbow protectors treatment and services to prevent
at all times. She proceed to check tha resident for nepiration pneumonia, diarrhen,
the elbow pratectors. The resldent had an elbow vomiting, dehydration, met]:abohc | uheors
protector on the right elbow and nonhe on the lelt abnorinalities, and nasal-p arngez: lee
slbow. and the restore, if possible, normal eating
F 322 | 483.25(0)(2) NG TREATMENT/SERVICES - Fapp| skl .
680 | RESTORE EATING SKILLS Resident #19 tube feeding was replaced on
, 9/1/2010 at 9am with new bottle and tubing,
Based on the comprehensive assaessment of a as per physician orders, both the bottie and
resldent, the faclity must ensure that a resident tubing were dated, Resident #19 displayed
who is fed by a naso-gastrlc or gastrestomy tube no negative affects from tube feeding dated
recalves the appropriate treatment and services 8/29/10. Nursing staff (RN, LPN}) were in
| to prevent aspiration pneumonia, dlarrhes, serviced per DON and Unit Managers on
vomliting, dehydration, metabolic abnormelities, 9/1/2010 and 9/17/2010 related to facllity
and nasal-pharyngeal ulcers and to restore, if policy and ptoper tube feed hang time. The
possibls, normal dating skills. facility conducted a house audit on 9/3/2010
to ensure all feeding botiles and tubing were
signed and dated and within acceptable time
This REQUIREMENT I not met as evidenced compliance (less than 48 hours). A QA will
by: . be conducted by DON or designee on five
Based on observation, Intervlew, and record (5) residents a week for three (3) months. 9/18/10
review it wae determined the facility falled fo DON and Administrator will discuss the
ansure one (1) of twenty-elght (28) sampled resulis of the QA at least motrlt}‘lly and re-
residonts (Resident #18) recelved appropriate evaluate effectiveness when/if indicated,
treaiment of a tube feading. The Administrator will ensure compliance.
The finding include:
Record review revealed Resident #10's tube
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_| &t 5:00 PM on 08/28/10. The pump tublhg was
.| also labsled 08/28/10 at 5:00 PM,

- Interview, on 09/01/10 at 11:10 AM, with Licensed

‘Interview with-the Director of Nursihg (DON) on

| microblal growth.

Contlnuad From pa@e B .

feading order was for 2 Cal Hn at 35 cubic
centimeters (co) per hour. Initlal observation on
06/31/10 at 6:60 PM revealed the tube fesding of
2.Cal Hr infusing &t 35 ¢es, pat hour par pump.
Thetube feeding label Indloated it had been hung

Practical Nurse (LPN) #1, who usually provided’
care for the regident on Tuesday, revealed she
knew Resldent #19 was on 2 Cat Hn which was a
high calorle tube feeding, She thought 2 Cal Hn
oould hang for thirty-glx (36) hours following Initial
gplke. Further Interview revealed LPN #1 was
unsurg of the date ihe bottle of tube fesding was
hung.

Interview with LEN #4 on 09/01/10 at 11:50 AM
revealed when a new bottis of tube feeding was
hung, the botile and tuhlng should be déted and
timed, per facliity policy. -

009/01/10 at 12:20 PM, revealed she was aware 2
Cal Hn tube feeding could hang for forly-aight
(48) howts before belng changed, She furthey
stated when the tube feeding was changed, the
tubing also nesded 1o ba ¢hanged, dated and
timed. Observatlons of the tube feeding from
08/31/10 to 09/01/10 reveated the boltle of 2 Cal
Hn at 35 cee per hour, dated 08/29/10 at 5:00
PM, was still hanging on 08/01/10 at 7:00 AM, a
total of slxty-two (62) hours.

Rev_lew of the manufacturer's label ingtructions
tevealed the product should not hang longer than
forty-elght (48) hours to prevent excessive

F 322

A
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resident sefety. Cbservations revealed these
aprons were worn, frayed, ragged and contained
numerous holes.

The findings include:

Observation throughout the day on 08/30/10 and
08/31/10 revealad several residents In the hallway
and I the smoke room wearing tan colored
aprons, Obseyvations revealed these aprons
were ragged, frayed and contained muitiple holes.
interview with Licensed Practical Nurae i1 on
08/31/10 at 3:00 PM revealed these aprans wete
smoke aprans to protect the rasidents and thelr
clothing from burns, while smoking.

Interview with the Central Supply Manager an
08/3110 at 2,15 PM, revealed the fecility had

{X4) ID n FROVIDER'S PLAN OF CORREGTION {X5)
FREFIX {EACH DEFICIENCY MUBT BE PRECEDED BY FULL, PREF(X (BACH CORRECTIVE ACTION SHOULD Bg GOMPLETION
TAG AEGULATORY OH L8C IDENTIFYING INFORMATION) - TAG CROBS-AEFERENCED TOQ THE APPROPRIATE DATE
. DEFICIENGY)
F 323 | 483.25(h) FREE OF ACCIDENT F 823
ag=E | HAZARDS/SUPERVISION/DEVICES
_ : ¥323 The facllity will ensure that the
' The fagillty must ensure that the resident resident environment remains as free of
shvitonment remains as free of acaldent hazards Accident hazards as iy possible; and each
as |s possible; and each resident receives resident recofves adequate supervision
adequate supervision and assistance devices to and assistance devices to prevent
pravent accklents. ' Accidents.
Smoking aprons for all restdents who were
utitizing these devices were immediately
' rt;,g]aced \;r(ith new fire retavdant aprons;
older smoking aprons were discarded to
This REQUIREMENT Is. not met as svidenced clisute none »%oupld be in use within the
Y. : facility. Each residents smoking assessment
Basad on absetvation, Interview, and racord was reviewed on 9/2/2010 by DON and
review It was determined the facllity failed to Social Services to ensute sppropriateness.
ensure the residents' environment remalned as A QA will be conducted by Social Services
free from awocidental hazards as possible and or designee to monitor five (5) smoking
each resident recelved adeguate asslstive residents a week for three (3) months, then
devices to prevent accldents. The facllity quarlerly with each smoking resident’s MDS
|dentified six (8) unsampled residents as requlring sohedule. DON and Administrator will
the use of amoke aprons while smoking for disouss the results of the QA at loast 9/18/10

monthly and re-evaluate effectiveness
whenfif indicated. The Administrator will
ensure compliance,
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Continued From page 10

purchased new flre retardant aprons about a year
ago. Howevet, the facllity was not using them.
Further interview revealed the facility dld not have
the manufacture's information on the aprons they
were clrrantly using. '

Interview with the Director of Nursing {DON) on

1 08/31/10 at 2:20 PM, revealed the residents did

not like the new aprons becavse they were stiff
and did not have pockets and they wanted to
wear the old aprons.

Revlew of the information provided by the facllity
and Intetview with the DON revealed all residents
tiat smoked were assessed by the facllity for
safety, Record review revealed the facliity had
ten (10) resldents that were smokars. The facllity
had determinad through thelr assessment that aix
{6) realdants requirad the use of a smoking apron
jor safety white smoking:

483.26(m)(1) FREE OF MEDICATION ERROR
RATES OF 5% OR MORE

The tacillty must ehsure that [t is free of
madication erret rates of five percent or greater,

This REQUIREMENT 18 not met as evidencad
by:

Based on obseorvation, Interview, and record
review, It was datermined the tacllity falled to
ensure [ was free of medication error rates of five
percent (5%) or greater, Obsetvation of the 4:00
PM medieation pagses on 08/30/0, and the
merning madlcation pass, as well as the noon
medication pass on 08/31/10, revealed seven (7)
medlcation errors were assessed out of a total of
forty-thres (43) oppotiunities, for a medication

ID PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG ORDB8-REFERENCED TO THE APPROFPRIATE
DEFICIENCY}
F 323
I332 The facility will ensure that it is free
F ase| of medication error rates of five (5)

percent or grenter.

1. The DON and Unit Manager

immediately educated LPN nurse #6 related

to the facility policy for medication

administration, medications ordered by the
- physician were to be given at the time

or after the designated time also LPN nurse
#6 was cducated on the impottance of
chooking vitals as indicated for each
medication given and hold for parameters
defined by the physician orders. The
physiclan was notified 8/31/10 at 145pm
related to resident #25 receiving 9am and
10am medications at 1205pm with no new
orders received, resident #25 and resident’s
family wers aiso notified. Resident #25
displayed no negative affects from the 9am

ordered or within sixty (60) minutes before |

o/18/10
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BEFICIENCY)
F 332 antmued From page 1.1 F332)  ynd 10am medicationé bciﬁg given at
arvor rate of sixteen percent (16%). - 1205pm. DON interview on 08/31/2010
with LPN #6 determined no other residents
The findings iholude: wete affected. Facility wide audit was
: conducted by DON and Unit Managevs at
1. Record review revesled Resident #26's 2pm medication pass on 8/31/2010 to ensure
diagnoses Included Hypothyroidism, Insulin all .medicatlons were delivered to the
Dependent Diabetes Mellitus, Anemla, residents at the appropriate time. DON and
Deptesslon, Hypertenslon, Coronary Artery Unit Managers rewewed. em.:h medication
Digease, and Mitral, Tricuspld, and Aottic Valve PBSS;;"}& ‘E ensure m.edmguon; could be
Disease, During the noon medication pass Rdass in ‘?li‘p"“’?;‘ft:l‘]f“?}f o ‘imt q
conducted at 11:58 AM, observation revealed tﬁaizrsr;‘n ;“m;\'lu :S in'sstarf‘}“\gas?n an
Licensed Practical Nurse (LPN) #8 administered serviosd on 91110 regarﬁing faeility policy
fourteen (14) oral madicationa to Reslident #25, fontl E ettt :
! and medication administration. A QA wili
| Review of the Medication Administratlon Recard ) T Mot
be conducted to monitor Medication pass by
{MAR) revealad all of the fourteen (14) the DON or designee, on one (1) resident a
medication administered were soheduled to be week for three (3) months, then quarterly to
administered at elther £:00 AM or 10:00 AM, ensure compliance, The DON and
Interview with LPN #86 on 08/3110 at 12:10 PM, Administrator will discuss the resnlts of the
revealed she was admlnlstering these QA at least monthly and re-cvaluate
medications late because she was running s lItte effectiveness when/if indicated. ‘The
behind because she normally worked on a Adinistrator will ensure compliance.
.| diiferent unit. She further stated she was aware 2 Kentucky Medication Alde #14 was in
of the faciity's polioy that medications should be serviced on facitity medication
adminlstered elther sixty (60) minutes befors or administratfon poliey for Resident #26 and
after the schaduled time. }:“'szl""“: ﬁ; d‘,“"}‘heilf*es'de"tf?ﬁ “‘]1; [
esiden isplayed any negative affects
Obsetvation revealed Amlodarone 100 milligrams f;'l‘;“;;}e‘l'l‘j‘éﬁti‘;’;igi";ﬁ;‘ﬂ‘ggﬁ‘ﬁ;‘l‘g&g
(antiarthythmic) and Coreg 12.6 milligrams . . e
(hypertenslon) wera administered at 12:05 PM, oo ggﬁ:ﬁg&g}:{ﬂfg&é&:ﬁ%&gﬂ%
Revlew of the Physiclan's order revealed these wide audit was conducted by DéN Unit
medications were scheduled to be administered - N
Managers on 8/31/2010 on physician orders
at 9:00 AM and to hold If the heatt rate was less 1o ensure all physician otders were
than fifty (50). Further ohservation rovealed transeribed correctly to the medication
LIcengad Practioal Nurge (LPN) #8 did not take administration record in the computer, Unit
the redldent's pulse or ablgod pressure priot to Managers and/or supervisor with cheek
administering the medications, Review of the orders daily to ensure accuracy. All nursing
MAR revealed the residant's pulse weas taken at staff and Kentucky Medication Aides were
8;00 AM and was 68 baats pet minute, and the -in serviced on 9/17/10 regarding facility
blood pressure was taken at 10:00 AM and was policy and medication adminisiration. A
FORM CM&-2667(02-88) Pravious Varslons Cboglste - Event ID: 406Q111 Facllity [D: 100647 If continuation sheet Paga 12 of 18
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recorded ag 142/70, Resldent #26's pulse and QA will be conducted to monitor medication
biood pressure were not check pror 1o ' f:sﬁlsgtt:ivgiﬁ O?rtgf:;g(‘;‘;"ﬁ;z t‘}’l';"ﬂ(};)l
administration of the medication on 08/31/10, . arterly to ensure compliance. The DON
resulting in the facllity being assessad medication quarterly by Lanee.

and Administrator will discoss the results of
the QA monthly and re-¢valuate
effectiveness when/if indicated, The
Administrator will ensure compliance.

errors.

Observation revealed Lasix 80 miligrams
{diuretic) was administerad &t 12:05 PM. Review
of the Physliclan's order revealad this madicatlon
was scheduled 1o be administered at 1(:00 AM.

Observation revealed Prednisone 10 milligrams
(colcosterold) was adminlstered at 12:06 PM,
Review of the Physician's order revesled this
madication was to be given deily, after broakfast
at 9:00 AM.. As a rasuit of the obaervation, the
facllity was assessed wiih a total of four (4)
medication errors related to Resldent #25,

Review of the facility's policy revealed
madications were to be given at the time orderad,
or within sixly (6C) minutes befare or after the -
designated time. Interview with the Director of
Nursing (DON) on 08/31/10 at 2:00 PM ravealed
the medications should have heen given at the
ordered times.

2. Record roview revealed Resident #26 was
admilted to the faollity on 07/20/09, with
dlagnoses which included Dementla, Depreasion
.| and Behavtoral Disturbances.

Observation of the 4:00 PM medloation pass
revealed Resldent #26 recelved Haldol 1
milligram {mg). Reconcifiation of the médicatlons
revealed the signed Physlelan's order In ths
resldent's medical record stated Haldol 1
miligram by-mouth, twlce a day at 9:00 AM and

1 9:00 PM, the order start date was 04/20/10.
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3. Review of the clinical record revealed Resident
#27 was admitted fo the facility on 12/29/08, with
dlagnoses which included Dementia, Peychosls
and anxiety,

Chbservation of the 4:00 PM madlcation pass
revealed Raesident #27 recslved Risperdal 0.5 mg
and Zyprexa 5 mg. Reconclliation of the
medlcetion revealed the signed Phyalclan order In |
the resident's medical record stated Zyprexa &

mg twica a day at 6:00 AM and 6:00 PM, the

order start date was 06/05/09; and, Rlsperdal 0.5
mg at 8:00 AM and 08:0¢ PM, the order start date
was 06414710,

Interview with the SRNA, Kentucky Medlcation
Alde (KMA) #14 on 08/30/10 et 4:30 PM revealed
she tooked at the Medicatlon Record for each
rasldent oh the ¢omputer and administered
res|dents' medications according 1o the times
listed In the computer. ’

Interview with the Director of Nursing (DON) on
08/31/10 at 3:00 PM revealed the facllity Nurses
put the Physiclan orders In the computer and
made changes as needed to exlsting arders. She
further stated the medications for Residents #26 -
and #27 were glven at the wrong time according
to the sighed Physlclan's orders.

483.36(}) FOOD PROCURE, | '
STORE/PREPARE/SERVE - SANITARY

The faollity must -

{1) Frocure food from sources approved ar
considered satisfactory by Federal, State or local
authotities; and

(2) Store, prepare, distribute and serve foad
undet sanitary conditions

F 33z

F 374
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F371 483.35 Food Procure,
Store/Prepare/Serve-Sanitary
The facility must-
1. Propcure food from sources
Tris REQUIREMENT s not motas evidenced ey oy Fodor,
V! . s
Based on ohservatioh, interview and record gtatesg::c;:e;fiomlsﬁb?::g
reviéw It was determined the facllity falled to and serve food under sanitary
slate, prepare, disttibute and serve food under conditions.
sanitary conditions as evidenced by five (5) deep
- | half-gized hote) pans were noted to be stored wet,
Inaglequate hot holding tempetratures on the 1. There were no negative outcomes to any
rasident trayline, inappropriate usege of gloves residents due to 5 deep haif-sized pans being
and handwashing, employee ohservad 1o be in stored wel, inadequate holding temperature,
kitchen without a halmet and employee chserved inappropriate glove use, handwashing, and an
to be In kitchen with no.beard guard in place. employee being absorved in the kitchen
; without a beard guard and hairnet,
The findings Include: 2. All dictary employees were in-serviced oh
’ 5/15/10 with regard to wot pan storage,
1. Observation on 08/30/10 at 10:48 AM revoalad Inadoquate holding temperatures,
five (5) deap half-slzed hotel pans stored wet. giﬁﬁ;"”“;‘r‘f;j.'j}‘;ﬁ g];agies’ and hairnet
Interview with the Dietary Manager on 08/30/10 at ﬁ;;?ﬁ:{fﬁ{}i;‘,";ﬂ'}f?}? B ‘Jﬁﬁﬂ%";ﬁ{;ﬁi“ *
10:50 AM revealed the panhs were to be air dried Director. In-service on file,
g;afore belng stored for use due to the possibliity 4, Additional wali fans were instafled on
bacterla growth. 9/13/10 to aid in drying, .
5. Dielary Director or designes will perform a
2. Observation oh 08/31/10 at 7:50 AM revaaled QA weekly for 3 months to ensure that all
sausage patlles belng storad on the hot trayline pans are dried prior to being stored. QA’s will :
for the braakiast meal at a temperature of 102.8 be tutned in to the Adminisirator weekly to
dagrees Farenheit. cnsure compliance,
6. Alt hot holding sausage will be done by
Observation on 08/31/10 at 8:38 AM revealed a using hot beef broth to aid in maintaining
sausage patlle being plated for a rasident and proper temperatute. Dietary Director will
was distributed to that rosldent. Interview with the p"rf"“mh“ QlAt‘;f‘;’g}y for |3 lm‘mthts to
r@sldﬂnt revealed the Sa ensure that hof nolding minimum CITPS are
warm. usagoe pattle was a little met. QA will be submitted to the
Administrator weekly to ensure compliance. 9/18/10

FQRM CMB-2667{02-98) Prevlous Verslons Obsoleio

Eyvant 10:495Q11

Facllify ID: 100547

It continuation sheet Page 15 of 18



-DEPARTMENT OF HEALTH AND HYMAN SERVICES B APDRCAES

_ FORM APPROVED
- CENTERS FOR MEDICARE & MEDICAID SERVICES . QMB NO. 0938-0391
STATEMENT OF DE#IGIENG]E,S (X1) PROVIDEA/SURPLIER/CLIA (H2) MULTIPLE CONSTRUGTION (xa) DATE S8URVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B, WING
185174 -09/01/2010

NAME OF PROVIDER OR SUPPLIER

FLORENCE PARK CARE CENTER

STREET ADDBEBRS, CITY, STATE, ZiP GODE
6076 BURLINGTON PIKE
FLORENCE, KY 41042

SUMMARY BTATEMENT OF DEFIGIENCIES 3]

(x4 I PROVIDER'S PLAN OF CORREGTION (%8}
PREsK | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTWVE ACTIONSHOULD BE. COMPLETION
TAG REGULATORY OR |8C IDENTIFYING INFORMATION) TAG CROSB-RAEFERENCED TO THE APPROPRIATE bATE
: ) . DEFICENGY)
F 371| Gontinued From page 18 , F-371

7. All eggs will be prepared prior to trayline

service and held hot on the stenmwel).

Therefore, eliminating the potential for cross

contamination, QA will be performed

weekly for 3 months by the Dietary Director to
. ensure compliance. QA will be submitted to

interview with ' Cook #6 on 08/31/10 at 7:50 AM
reveated she knew the sausage was done and
that It would get warmer the longer [t sat on the
trayilne. She further indicated she-iiked for the
temperatures to be greater then one hundrad

| sixty-flve (166) degrees Farenhelt fot food to be

storad on the hot trayline.

intetvlew with the Dietary Manager on 08/31/10 at
8:52 AM revealad he expecled the temperaiure to

the Administrator weekly to ensure
compliance.

8. All dietaty employees were in-serviced on
Beard Guard and Hairnet Policy.

In-service on file,

be at least one hundred thirlydive degrees on the
hot holding trayline and tha one hundred two
{102) degrees Farenhelt of the sausage patties
was inappropriate.

3. Ohservation oh 06/30/10 at 8:16 PM revesled
Cook {4 pulting cn oven mitts over both of her
gloved hands to retrieva food items from the
ovan, she was then ebserved to take the gloves
off and continue on the trayline without changlng
gloves or washing her hands.

Obsarvation on 08/30/10 at 8:20 Piv revesled
Cook #4 cracking eggs with gloved hands and
then using gloved hands to lift the trash can lid to
dispose of edg shells. She was then noted to
change gloves ahd raplace new gloves without
washlng het hands prior to putting ch hew gloves,

Cbservation en 08/31/10 at 8:06 AM revealed
Cook #8 cracking two (2) agge to fry with ploves
¢h, she was noted to piate the eggs and return to
the gayline without changing gloves or washing
hands,

Observation on 08/31/1¢ at 8:10 AM reveaied
Cook #6 oracking two (2) eggs to fry with gloves

| on, ghe was noted to plate the eggs and teturn to
the trayline without changing gloves or washing
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hands.

Interview with Cook #8 on 08/31/10 ai 8:20 AM

revealed she usually changed gloves and washed
her hands when trayline was over bacause she
<did not have imé when she was on the trayline.
She stated gloves should probably be changed
between tasks Involving golng from the trayline to
the stove top but the stalf Just did not have the
time,

Interview with the Dietary Manager on 08/31/10 at
8:23 AM revealed he would expect hie siaff to
change gloves and wash hands efter frying eggs
kefore returning to the trayline.

4,'Observation on 08/30/10 at 10:43 AM revealed
the Maintenance Supervisor walking through the
kitchen without a halrnet In plage.

Interview with the Maintenance Supervisor on

08/30/10 at 10:45 AM revenled he did not
normally enter the kitchen without a halrnet and
he should have put one on before enterlng the
kitchen, He stated that he was looking for a
malntenahce employes and did not think about
putting on a halret, ’

Obsetvation on 08/31/10 at 8:15 AM revesled
Dletary Aide #7 entering the kitchen with two (2}

‘frozen rounds of meat, which he placed into a

hatel pan and transported to the freszer. He was
noted to have a beard, with no beard guard in
place.

Observation on 08/31/10 at 8:47 AM revealed
Dietary Alde #7 was putting away new stock. He
was noted to enter the refrigerator/reezer with
stock, Observatian revealed no beard guard in
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place.

Interview with Dietary Alde #7 revealed he soul
have had abeard guard on when he was putting
the meat |n the pan to thaw. He further indicated
that he normally had a beard guard on but he did
not have one on at this time because he was -
malnly dealing with stook.

| Review of the facllity's polioy titled, "Dietary

Départment Handwsshing and Hairmet Polloy”,
dated 07/30/10 revealed a halrhet must be worn
whenever antering the_kltchen and when wotking
it the kitchen.

1
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K 000 | INITIAL COMMENTS K000 . i
This plan of correction shall operate as
. Florence Park Care Center's written
A Life Safety COde suwey Waé Initiated and credible a]]cgation of complim]ce, This
sonhcluded oh 09/01/2010, The facliity was found plan of correction is not meant fo
to not meet the minimal requirements with 42 establish any standard of cate, contact,
Code of the Fedetal regulations, Part 483.70. obligation, or position and Florence
The highest Scope and Severity deficlency Park Care Center reserves the rights to
identified was an "F". tnise all possible contentions and
K 029 | NFPA 101 LIFE BAFETY CODE STANDARD K 029 defenses In any civil or criminal claim,
85=D aotion or proceeding.
One hour flre ratad construction (with % hour
fire-rated doors) or an approved automatic fire
extinguishing system In accordance with 8.4.1 .
and/or 19.3.5.4 protects hazardous areas. When So29 NEPA 101 Life Safety Code
the dpproved automatic fire extinguishing system anda
optlon Is used, the areas are separated ftom .
other spaces by smoke reslsting pariitions and ;i%ﬁﬁg?ﬂ:c‘ﬁzs:;?ﬁflgb;} .
dgors. Doors are self-closing and non-rated ot . e W T D el
For new installations in existing health
fleld-applied protective plates that donot excesd medcies. where mote than iwo
48 inches from the bottom of the door are il instalted in o single area,
permitted,  19.3.2.1 lidtection shall be provided
. & Quilding fire alarm, or to
i®nal, any constantly
- _ attended loCation, such as PBX,
BY: oL ﬂ““'semlty"b‘f'emergency roow, at which
: the noccssary corrective action shall be
This STANDARD Is not met as evidenced by. taken,
Based on obasrvation and interview It was .
determined the faclility failed to ensure that L. There were no negative
hazardous arsas malntained a smoke resistant outcomes (o any
rating and doots were equipped with door ;;S,‘d"';ts due to the A- 0/18/10)
olosures as requirad. Ing door not
being a fire rated, self
. } closing door,
.'The findings inciixde: 2, Maintenance depariment
hascd a fi
Obsetvation on 09/01/2010 at 10:15 AM, revealed purchased a firc rated
door. Invoice is on file,
the flfteen (15) panel glass door to the storage
room oh the A-Wing was not an approved fire
rated door with a self a clesing devics, Further
observai;on revealed two (2) medication cartg and
L@?(:ﬁ7ﬂ>ﬂ*( D!HE;RT 60 PROV!DEHISUPPLIEH REPHESENTATIVES SIGNATURE TITLE R6) DATE
- A doishdve 1-17-10

other safegudrds provide sufflelont proteotion to the patients. (Ses Insiructions,) Exeept for nursing homaes, the findings stated above ars disologable 90 days

Any d llolell% staleme:gt endlng with an asterisk {*) denotes a daflelensy which the Inailution may 'be exoused from correcting providing.it s determined that

foRowing ihe Yate of su

'8y whether or not a plan of correctlon I8 providad, For nutglng homes, the above findings and plans of correction arg (isclesable 14

days following the date these documents are mads avallable to the facllily. If daﬂt.lenciae are clied, an approved plan of corraotion Is requlslte to contihued
program pafﬂclpaﬂon
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88=F
if there Iz -an automatic sprinkler system, It Is
installed In accordancs with NFPA 13, Standard
for the Instaliation of Sprinkler Systoms, to
provide complete coverage for all portlons of the
bullding. The system s properly maintalned in
acoordance with NFPA 26, Standard for the
Inspaction, Testing, and Maintenance of
Water-Based Flre Protection Systems. it is fully
supervised. There s a rellable, adequate water
aupply for the ayatem, ‘Required sptinkler
gystems ate squippad with water flow and tamper
switcheg, which are electrlcally connected to the
bullding #ire alarm aystem. 19.3.6

This STANDARD is not met as evidenced by:
Baged on observation and interview It was
determined the facllity falled te ensure the
bullding had a complete sptinkler system,
according to NFPA standards,

The findings Include:

{Observation on 08/01/2010-at 10:30 AM with the
Maintenance Diractor, revealed thrae {3)
canaples with combustible construction, the flrst
canopy was located over the front entrance to the
building. The second canopy was located over the
smoking area next to the breakroom, And, the
third canopy was located over the emergency exi

LK 0B8Y .

sprinkler system in accordance with
Section 9.7.

STATEMENT OF DEFICIENGIES {X1} PROVIDER/SUPPLIEFVCLIA {X2) MULTIPLE GONBTRUGTION - | tkarDATE suRvEY -
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: N COMPLETED
ABULBING - i
B, WIND
106174 _09/01/2010
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(o) 0 SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORBECTION g
PREFIX (EACH DEFICIENCY MUST BE PRECERED BY FULL, PREEFIX {SACH CORREGTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DAYE

- DERIGIENGY)
K 029 COI’lﬂnued Fl’OlTI page 1 K 029 3. In.service WwWas
. ono clean linen cart stored In this room. conducted on 9/15/10 by
: the Administrator with
Interview with the Melntenance Director on the Maintenance
1 00/01/2010 at 10:18 AM, revealed thls room Director with regard to
. | would probably be canvetted to an office. ensuring necessary
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD doors are 1 hour fire

rated and doors, In-
service documentation
on file.

K056 NFPA 101 Life Safety Code
Standard

Where required by 19.1.6, health care
facilities shall be protecied throughout
by an approved, supervised automatic

1. There were no negative
outcomes to any-
residents due to 3
canopies  not  being
sprinkled.

2. Canopy number three
was removed fiom the
building on 972/10. )

3. Job bid reccived on
917710 for sprinkling
the remaining 2
canopics.  Invoice on
file. Awaiting
contractor services,

9/18/19
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K 066 | Continued From page 2 K 056
next 1o the C-wing dining room, K066 NFPA. 101 Life Safety Code
. Standard
Interview with the Maintenance Director on ) . . il be adonled
00/01/2010 at 10:30 AM, Indloated that his Smoking regulations Shall b itope
understanding was that they had until 2013 to and include no loss than e JoTowe
come into compliance with this requirement; POV G noking s prohibited in
Reference NFPA 13/1999 (Edition) 513 8.1 O e ™ whote
SprinKlers shall be installed under exterior roofs flammable
ot aanopiea exceading 4 ft. (1.2m) In width. liquids,  combustible
1 Exception: Sprinklers are permitted to be omitied pases, or oxygen is used
where the canopy ar roof is of noncombustible or or stored and In any
_ | limited combustlble sonstrustion. ' other hazardous
K 086 | NFPA 101 LIFE SAFETY CODE STANDARD K 066 focation, and such arca
88=F| - . is posted with signs that
Smoking ragulstions are adopted end Include no read NO SMORING or
less than the following provisions: wh;hb :t}(e’ 1§t§rrnnoalggn;al
symbel forn g
(1) Smoking is prohibited in any room, ward, or 2 Sm",’f’“% by patients
comgart?;)?m where flammabls liquids, i’;:ﬁg:iblc oo
combustible gasaes, or oxygden Is used or stored ihi
and In any other hazardous looatlon, and such Eﬂ:rb;ﬁ;f ’;ﬁ;ﬁﬁj}’;}iﬁ‘,
area Is posted with slgns that read NO SMOKING 3. Ashtrays of
or with the International symbao! for no smoking. " honcombustible matetial
c : and safe design arc
(2) Smoking by patlents classifiod as not provided in a&% arcas
responsible 1s prohibited, except when under where  smoking 8
direct suparvision, permitied,
] ' 4, Meta] Containers with
(8) Aahtrays of noncomhustibie materlal and safe self-closing covor
design are provided In all areas where smoking Is devices into  which
permitied. ashtrays can bo emptied
are readily available to
(4) Metal containers with salt-closing cover all arons where smoking 918710
devices into which ashtrays ¢an be emptied are is permitied. 19.7.4.
readhly avallable to all areas whote smoking Is
permitted. 19.7.4
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K 068 C'onllnued Fram page 3 K 06.6 . 1, There were no negative
: outcomes fo any
residents due to the use
A ' : . of 5 nlastic
This STANDARD Is hot met as evidenced by: ashirays  thet  were
Based on ohservatlon and interview it was located in the smoking
detarmined the facility falled 1o ensure areas,
noncombustible ashirays wers provided in the 2. All 5 piastic ashtrays
smoking aveas, according to NFFA standards. were  removed  and
. . ‘ replaced with ashirays
‘| The findings include: of
noencombustible material
Observation oh 09/01/2010 at 10:45 AM, revealed and safe  design on
five (BY plasilo ashirays looated in the smaking 99710, ,
areas of the facllity, 3. Meintenance director
: was .m.—serviced by the
Initerview with the Malntenance Director 6n Qdm“"m“” In regards -
00/01/2010 at 10145 AM, Indicated that he was providing ashirays of
unaware thal these ashtrays were not acceptable. noncombustible material
’ ond safe design in all
smokin, ) In-
; ggi?:ge NEPA 101 (2000 Edition) 19.7.4 sorviceon e
K073 | NFPA 101 LIFE SAFETY CODE STANDARD K073
88=F
No furnishings or decorations of highly lammable
character are ugsed, 19.7.56.2, 19.7.5.3, 19.7.6.4
This STANDARD is not met as evidenced by:
Based on observation and interview it was
dotermined the facility falled to ensure that no
combugtlble decoratlons were used In the facllity,
according to NFPA standards.
The fincings Include:
Obsarvation on 09/01/2010 at 10:00 AM, revealed
hanging decorations attached to fourteen (14)
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K 073 | Continued From page 4 . K073
residents’ room doers numbered 111, 123, 207,
222, 223, 300, 303, 807, 308, 310, 314, 316, 323, K073 NFPA 101 Life Safety Code
and 325. Standard
Interview with the Malitenance Director on No furnishings or decorations of highly
09/01/2010 at 10:00 AM, revealed they were _ flammable character are used,
unaware of the requirement that these : _
decorations had to betreated for flame retardant. 1. There were no negative
. outcomes to any
NFPA Standard NFFPA 101,2000 Edition 19.7.5.4 "ﬂs'dmttf due o 14
Combustible decorations shall be prohibited In - Zz?:gist‘i‘;:“% »
1 any health care ccoupancy unless they are hanging onih:?j?;)r;ons
tlatme-retardant. 2. Al 14 decorations were
. removed fiom the doors
on 9/2/10,
3. All appropriate nursing
staff was in-serviced on 9/18/10
9/2/10 in regard to
combustible decarations '
on 9/2/10. In-service on
file.
4. Maintenance Director

was in-serviced on
9/15/10 in regard to
combustible
decorations hanging
from doors.
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