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DEPARTMENT OF HEALTH AND HUMAN SERVICES EESNTAESE U
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
R
185133 B. WING 04/01/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 W. RAMSEY
TRADEWATER POINTE DAWSON SPRINGS, KY 42408
{(X4)10 SUMMARY STATEMENT OF DEFICIENCIES {3} PROVIDER'S PLAN OF CORRECTION (%85)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPPROPRIATE DATE
DEFICIENCY}
(F 000} | INITIAL COMMENTS {F 000}

Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
03/27115, as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these decuments are made available lo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES A FORM APPROVED
- . OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA pamampeconstrucnon  H oV L ooy oare survey
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: T = | COMPLETED
APR 2015
185133 B. WING QFFICEQF 0212712015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY §7aYE: P cope™'
TRADEWATER P 100 i RAMEEY;
TER POINTE DAWSON SPRINGS, KY 42408
X410 SUMMARY STATEMENT OF DEFICIENCIES [T PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
F COC | INITIAL COMMENTS F 000
Preparation and execution of this
A Recerlification Survey was conducted on plan of Correction does not constitute
02/25/15 through 02/2715 with deficiencies cited en admission of or agreement by the
| at the highest scope and severity of an “E", provider o_fthe truth of the facts alleged
F 364 | 482.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F 364 or conclusions set forth In the statement
ss=g | PALATABLE/PREFER TEMP of deficiency. This Plan of Correction |

is prepared solely because Federal

and State Law require it. Compliance
has been and will be achieved no later |
than the last completion date identified

Each resident receives and the faciltty provides
food prepared by methods that conserve nutritive

value, flavor, and appearance; and food that is . .

! in the POC. Compliance will be
palatable, atiractive, and at the proper maintained as prupvi ded in the Plan of
temperature. : Correction. Failure to dispute or

| challenge deficiencies below is not an
admission that the alleged facts
Thls REQU'REMENT Is not met as evidenced occurred as Presented in the statements.
by:
Based on observation, Interview, review of the
facility's policy and procedure, and sampling of a 364 (E) 483.35(d¥1)-(2)
tast tray, it was determined the facility failed to gUTRI’I‘IVE.V ALUE/APPEAR
ensure aach resident recsives and the facility PALATABLE/PREFER TEMP

provides food that was at proper temperatures.

Corrective Actions for Residents

Review of the facility Census and Condition,
ty Found to Have Been Affected

dated 02/25/15, revealed the facility hed a census
of fity-one (51) resldents with only ane (1)

rasident an tube feedings. Tray line temperatures monitored
for correciness at next meal
| The findings include: and every meal and any foods
| i determined to be out
Review of the facility's policy and procedure [ of temperature range are being
lifled, "Food Temperature Monitering”, dated corrected prior to serving.

2005, revealed the dietary tray line food

lemperatures should be monitored prior to the All serving plates for hot food itemg

| |

beginning of the tray line service for appropriate ' are being warmed prior to the

temperature and ideally at the concluslon of the plating of hot food.

service, Any foods found to be out of the

temperature range should be corrected or |

replaced prior o serving, The "Po/fru)of Service" |
\ =7 _| . '

2]} LBOR PRO E}i LIERR j;i@NTATiVE’S SIGNATURE . TITLE (X8) DATE
Lt l-f7

Any da with an esleriak {*}denctes a daficiency which the insfitution mey be excuasefrom caracting providing it is detarmined that
othe 8 p sufficient protaction to tha . {See instructions.) Excapt for nursing homes, the findings statad above are disclosable 90 days
fall the date whether or not a plan of corrsction Is provided. For nursing homas, the above findings and plana of correction are disclosable 14
days following documents are made avallable to the facillly. If deficlencies are cited, an approved plan of correction is requisits to continued

program paricipation,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
OMB NO. 0538-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) BUATIPLE CONBTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: AT COMPLETED
188133 B.WING 02/27/12018
NAME OF PROVINER OR SUFPLIER STREET ADDRESY, CITY, STATE, ZIF CODE
100 W. RAMSEY
Uil DAWSON BPRINGS, KY 42408
x4y 10 SUMMARY STATEMENT OF DEFICIENCER ) PROVIDER'S PLAN OF CORREGTION o
PREFIX (EACH DEFICIENGY MUST 86 PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BS COMPLETION
TAG REGLLATORY OR LSC IGENTIFYING INFORMATION) TAG CROSY-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F Tdensification of Other Residents
384 | Gontinued From page 1 F 384 Having the Potential to be Affected
{PO8) temperatures should read greater than
‘1 ::e degreas for meet, vegetable, and the starch All residents were determined
) t0 be at risk for foods with varying
During a Resident Group Mesting with five (5) of :‘empemtures anfidpalt:tsbllity,
the facliily residents, on 02/26/15 at 10:00 AM, d°""°"?"- ne 'f' e
reveaied the resldent stated the food they were etermitied to have any nogative
served was somatimas lukewarm or cold when physical effects from the
servad in the dining room and/or In the resldants’ temperature changes.
rooms.
Measures or Systemic Changes put
Atast tray wea obtelnad during s lunch meal, on into Place to Avoid Recurrence
02/26/15 at 11:50 AM and tamperalures ware
taken. The tray conslstad of a beef meat patty, a All Dietary staff were inserviced
vegolable, rice, and a carton of milk The by the Registered Dietitian on
temperatures of the foad on the tray at the POS 3-26-15 regarding warming plates
fovealed the beef mest patty was 117 degreas, prio:: to serving hot foods; and the
the vagatable was al 123 degraes, tha rice wag at monitoring of foods prior to service
148 degress and the milk lested at 36 degress. along with education provided on
Per the facifily policy the POS temperatures corrections of any temperatures
should read greater than 120 degrees for meat, determined to be out of range.
vegelable, and the starch (rice). The beaf maat
patly did not meet tha minimal requirements for
POS temparature, Plans to Monitor Performance for
Stestal
interview with the Dietary Manager, on 02/26/15 ned Soludlons
at 10:46 AM, revealed she would expect the food
to be served at temparatures per the facility's 'c[:he]? iu‘lﬁxy Mgnagar or the Hesd
policy and procadures and she thought the m°° x '""T‘“L:“d lg]g f"" food
reagon for the food not baing at appropriate mpe 3;“[? “is s ﬂ:”
temperattiras was because of a new staff °F° LELA ) sues._o er
member in the kitchen who may not have used dletary staff members will
the plate warmer prior to tha tray fina service resume their regular lemperature
which may have caussd the food o cool faster. checks end log for each meal with
periodic checks from the Dietary
intervisw with the Reglstered Distillan (RD), on Manager and the Registared Dietitian
02/28/15 at 1:34 PM, revesled ahe expected the with any needed corrections made
food be served at a tamparature sultabla for the immediately.
regldents and within the facliity's policy and
FORM CMB-2367(02-59) Pravious Yersiona Obsciste Event ID:84Z011 Faclity ID. 100428 If continuation sheet Page 2015
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEQICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION (43} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185133 B WING 02127/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 6TATE, ZIP CODE
TRADEWATER POINTE 160 W. RAMSEY
— DAWSON SPRINGS, KY 42408
&) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST SE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 364 | Continued From page 2 F 384
procedures guidelines.
interview with the Administrator, on 02/27/15 at
12:35 PM, revealed he expected the food
temperatures would mest the regulations as par
the facllify policy and to be servad warm in the Findings will be presented
resident's rooms as well as in the dining room. in the monthly Quality Assurance/
F 371 | 483.35(i) FOOD PROCURE, F 371 Performance Tmprovement
58sE | STORE/PREPARE/SERVE - SANITARY Committee meeting with members
“The faclllty must - consisting of the Administrator, the
(1) Procure food from sources approved or Director OfN“m“E; The Q'I’*‘S“‘Y ch
considered satisfactory by Federal, Stale or local Assurance Nurse, the Social Servicgs
authorities; and Director and the MDS Coordinator,
(2) Store, prepare, distribute and serve focd for recommendations.
under sanitary condilions
Date Corrected: 0372715
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and review of
the facility policy and procedurs, it was
determined tha facllity failed to store food under
sanitary conditions as evidenced by foode found
with no dates and a roast in the freezer, dated
06/21/14, wrapped in foil with a hole exposing Itto
fraezer burn.
Review of the faciiity Census and Condition,
dated 02/25/15, revealed the facility had a census
of fifty-one (51) reaidents with only one (1)
resident on tube feedings.
The findings Include:
FORM CMS-2557{02-B9) Previous Versiona Obsolals Event 0842011 Fagilty ID: 100438 I continuation sheet Paga 30of5
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CE 8 FOR MEDICARE & MEDICAID SERVICES OMB 0 391
STATEMENT OF DEFICIENCIES [#1) PROVIDER/SUPPLIERICLIA {%2] MULTIPLE CONSTRUCTION {43} DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: AEimrEia COMPLETED
185133 B WiNG 0212712015
NAME OF PROVIDER OR 8UPPLIER STREET ADDRESS, CITY, STATE, IR CODG
100 W, RAMBEY
Ll L L DAWSON 8PRINGS, KY 42406
(41D SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION o
EREFIX {EACH DEFICIENCY MUST 85 PRECEOED BY FLLL. PREFX [EAGH CORRECTIVE ACTION SHOULD BE CCHPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROY8-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Identification af Other Residents
F 371 | Continued From page 3 Fan Ha,,;,f; the pw{naal fo be
Afyected
Revisw of the facility's policy and procedure, titlad
“Frozen Food Storage”, (no date), revealed Any resident potentially could be
frozen food should be stored in a manner that affected by foods that ars not
ensures food safety, opﬂrrlturn nutriant and properly stored, labeled or dated.
optimum aasthetic quaiity”, However, no resident has
Obaervation of the klichen, on 02/25/15 at 6:18 p’““““’f L) S ;ffl“"
AM, revaaled snacks wars In 2 refrigerator iaft from an improperly labeled,
over from the night shift with no dates on them. stored or undated food,
Tha snacks had stickers on tham with the day of
the week stamped on them; however, there was Measures or Systemic Changes
no date. The snacks conslsied of milk, avsoried put into Place to Avold
Juices, cottage cheess, and peaches. Recurrence
Further observation ravaaled a roast was In the All cold food storage,
freezer door with a date of 08/21/14, wrapped In refrigerators and freezers wers
aluminum foll with a hole In it exposing i to checked on 2-25-15 by Dietary
freazar bumn, and what appeared (o be & parson's Staff members and the Dietary
name written on it., Manager for items
without labels and/or dates or
Interview with Dietary Aide #1, on 02/28/15 at foods not stored in a manner
11:55 AM, revealed the snacke should have had thet ensures food safety,
a date on the sticker Indicating the date prepared :
optimum nuirient and
and nat just tha day of the week because they . . :
optimurm quality. Any item
wam only alfowed o keap snacks In the determined to be missing &
refrigerator for thres (3) days. She steled tha i d A I
anacka would (hen have to be thrown away if not Iabel or a date or improperly
uged within the thres daya. stored were discarded.
Interview with Distary Aide #2, an 02/2615 at Inservice s scheduled March 26,
12:02 PM, revealed snacks could be kept for 2015 for all Dietary Staff
three (3) clays and afier that they should be presented by the Registered
thrown eway. She revealad anytima a food was Dietitlan regarding the proper
prepared thers had to ba a date on It even with labeling, dating and storage of
the stickers thal have the day of the week on foods for sesident consumption.
fhem,
Intarview with the Dietary Manager, on 02/26/15
FORM CMB-2587(02-68) Pravious Vartions Cbsoisle Event ID:842011 Facliy iD: 100436 i continulion shest Page 4 ol &



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03122015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO_0938-0331
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
188133 8. WING 0212712015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
TRADEWATER POINTE 100 W. RAMSEY
© DAWSON SPRINGS, KY 42408
(X4] ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x9)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | Continued From page 4 Far Plans to Monitor Performance
al 10:46 AM, revealed anything thal goes into the Jor Sustained Solutions
refrigerator or freezer had to have a date on it
and the staff person who got the snacks ready Cold food storage to include
B RAT SN labels and dates will be
regardless of them having the day of the waek on : :
them. She further revealed she had no It:'lea who rhl;[‘::nt:;;i::gfgﬁlglgzgstered
e Ditin vkl vithany
) needed corrections completed
Interview with the Administrator, on 02/27/15 at immediately.
12:35 PM, revealed he expected all food to be
dated and for the staff {o follow the policy and . ]
procedure regarding labeling and dating. He Findings will be pre§ented
further revealed no food should be kept in the in the monthly Quality
freezer that was not meant to be prepared by the Assurance/Performance
facllity's dletary staff for the residents. Improvement Committee
meeting with members
consisting of the Administrator,
the Director of Nursing, Quality
Assurance Nurse, the Sociel
Services Director and the
MDS Coordinator, for
recommendations
Date Corrected: 03/27/15
FORM CMB-2557{02-98) Previous Versions Obaolsls Event ID; 84ZQ11 Facility I 100438 If continuaticn shesl Pags 5of 5
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 04 - MAIN BUILBING 01 COMPLETED
R
185133 B. WING 03/26/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 W. RAMSEY
Uit A IS DAWSON SPRINGS, KY 42408
(X4 (D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}

Based on implementation of the acceptable
POC, the facility was deemed to be in compliance
03/26/15, as alleged. |

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X&) DATE

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

FORM CMS-2587(02-99) Previous Versions Obsolete Event ID 642022 Facility 1D: 100436 If continuation sheet Page 1 of 1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 02838-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 04 - MAIN BUILDING 0 COMPLETED
188123 B.WING 02/25/2016
NAME OF PROVIDER OR SUPRLIER STREET ADDRESS, CITY, STATE, ZIP CODE
TRADEWATER POINTE 100 W. RAMSEY
DAWSON SPRINGS, KY 42408
X410 SUMMARY STATEMENT OF DEFICEENCIES D PROVIDER'S PLAN OF CORRECTICN 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
46 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1971
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE:; One {1) story, Type lil
(211)

SMOKE COMPARTMENTS: Three (3) smoke
compartments.

FIRE ALARM: Complete fire alarm system with
(3} heat and (18) smoke detectors.

SPRINKLER SYSTEM: Complete aulomatic dry
sprinkler system.,

GENERATOR: Type Il generator. Fual source Is
dlasel,

A recertification Life Safety Code survey was
conduclad on 02/25/15. The facility was found not
to be in compliance with the requirements for
particlpation in Medicare and Medicaid, The
facility has the capacity for sixty (60} beds and at
the tima of the survey, the census wes fifty-one
(51).

The findings that follow demonstrate
non-compliance with Title 42, Code of Federal
Regulations, 483.70{a) et seq. (Life Safety from
Fira)

N ﬂ g )
,: § UEPPPLIER REFRESENTATIVE'S SIGNATURE CA .. Tme (X8} DATE
47 Lk b niviids, B-218025

w*;‘-"" with an asterisk (*) danctes a deficlency which the insfitution may be excused from correcting providing it is detarmined that
Qi Sufficient protection to the patients . {Sea Instructions.) Except for nursing homes, the findings stated above are disciosable 80 dayy

shupiis oTEid
the daie of ad

following ey whether or not a plan of correction is provided. For nursing homas, the abova findings and plans of correction are disciosable 14
days following the Cifie these documents are made available o the factity. I deficlencies are cited, an approved plan of corection Is raquialts to cantinued
program paricipation.
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CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03122015
FORM APPROVED
OMB NO. 0936-0391

Doors protecting comidor openings In othar than
required enclosures of verical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solid-bonded core !
wood, or capable of resisting fire for at least 20 I
minutes. Doore in sprinklered buildings are only
required to resist the passage of smoke, There Is
ne impadiment to the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed. Dutch doors meeting 19.3.6.3.8
are permitted. 19.3.8.3

Roller latches are prohibited by CMS regulations
in all health care facilities.

This STANDARD s not met as evidencad by:
Based on observation and interview, it was
determined the facllity failed to ensure doors to
resident rooms woukl latch properly in
accordance with National Fire Protection
Assoclatlon (NFPA) standards, The deficiency
had the potentiel to affect two (2) of three (3)
smoke compartments, four (4) residents, staff
and visitors. The facility has the capacity for sixty

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
186133 B. WING 02/26/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
ER 100 W. RAMSEY
oo sl L DAWSON SPRINGS, KY 42408
4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Preparation and execution of this
K000 | Continued From page 1 K000 plan of Correction does not constitute
an admission of or agreement by the
Deficiencies were cited with the highest provider of the truth of the facts alleged
deficiency Identified at "E" laval. or conclusions set forth in the staternen
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 of deficiency. This Plan of Correction

is prepared solely because Federal

and State Law require it. Compliance
has been and will be achieved no later
than the last completion date identified
in the POC, Compliance will be
maintained as provided in the Plan of
Correction. Failure lo dispute or
challenge deficiencies below is not an
edmission that the alleged facts
occurred ag presented in the statements.

K 018 (D) NFPA 101 LIFE
SAFETY CODE STANDARD

Corrective Actlons for Residents
Found to Have Been Affected

Room # 112 and Room # 118
located in 2 smoke compartments
were corrected by the replacement
of the door fatches by the
Maintenance Director.

Ideniification of Other Residents
Having the Potential to be
Affected

All residents potentially
determined to be at risk,
however no adverse effects
have been noted.

FORM CMS-2567(02.99) Previous Varsions Obscloto Event 10: 642021

Facilly 10: 100438 If continuation sheat Page 2 of 10
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%3} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATIGN NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
188133 B. WING 02/26/12015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
TRADEWATER PO 100 W. RAMSEY
DEWA L DAWSON SPRINGS, KY 42408
[¥4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K018 | Continued From page 2 K018
{60} beds and at the time of the survey, the
cansus was fifty-one (51). Measures or Systemlic Changes
) put into Place to Avold
The findings includa: I
Observation, on 02/25/15 at 10:45 AM, with the Maintenance Director rechecked
Maintenance Director revealed the corridor door alildoors fornroper closure
to room #112 would not latch properly when by 3-20-15 prope
tested. i Y '
Interview, on 02/25/15 at 10:48 AM with the Meintenance Director added
Maintenance Director, revealed he was unaware do‘_“' latching to the preventative
the door was not latching. maintenance program.
Observation, an 02/25/15 at 10:48 AM, with the Plans to Monitor Performance
Maintenance Director revealed the corridor door SJor Sustalned Solutions
to room #118 would not fatch properly when
{ested. The Maintenance Director will
check all resident doors for
Interview, on 02/25/15 at 10:49 AM with the latching ability at least quarterly,
Maintenance Director, revealed he was unaware make any needed corrections
the door was not latching. and report findings in the
monthly Quality Assurance/
rmance [
The census of fifty-one (51) was verified by the e nance m;.!rovel.nent
) Committee meeting with
Administrator on 02/25/15. The findings were members consisting of the
acknowledged by the Administrator and verified Admini th %
by the Maintenance Diractor at the exit interview 1n1§u'ator, e 1!'ector
an 0217515, OfNUl'Slﬂg, The Quﬁ]lty )
Assurance Nurse, the Social
Actus) NFPA Standard: Servich Director and the MDS
Coordinator, for
Referencs: NFPA 101 (2000 edition) 19.3.6.3.1° recommendations.
Doors protecting corridor openings in
other than required enclosures of vertical
openings, exits, or hazardous areas shall be Date Corrected: ?3/26/ 15
substantial doors, such as those constructed of
13/4-in. (4.4-cm) thick, solld-bonded core wood
or of construction that rasists fire for not less than
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 0341212015
FORM APPROVED
OMB NO. 0938-0391

(%1) PROVIDER/SUPPLIER/CLEA
IDENTIFICATION NUMBER:

185133

{X2) MULTIPLE CONSTRUCTION
A. BUILDING 01 - MAIN BUILDING 01

B. WING

{X3) DATE SURVEY
COMPLETED

02/26/2015

NAME OF PROVIDER OR SUPPLIER

TRADEWATER POINTE

STREET ADDRESS, CITY, STATE, ZIP CODE
100 W, RAMSEY
DAWSON SPRINGS, KY 42408

(X4}1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION

8)
PREFIX {EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

K018

K025
$5=D

Continued From page 3

20 minutes and shall be constructed to resist the
passage of smoke. Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shall
not be required. Clearance between the bottom
of tha door and the floor covering not exceeding
1 In. (2.5 cm) shali be pemmitted for corridor
doors.

Exception No. 1: Doors to toilet rooms,
bathrooms, shower rooms, sink closets, and
simllar

auxiitary spaces that do not contain flammable or
combustible materials.

Exception No. 2; In smoke comparniments
protected throughout by an approved, supervised
automatic eprinkler system in accordance with
18.3.6.2, tha door construction requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shall be constructed to resist the passage of
smoke.

19.3.6.3.2" Doors shall be provided with a means
suitable for keeping the door closed thal is
acceptable to the authority having jurisdiction.
The device used shall be capable of keeping
the door fully closed if a force of 5 Ibf (22 N) Is
applied at the lafch edge of the door. Roller
latches shall be prohibited on corridor doors in
bulldings not fully protected by an approved
automatic sprinkler system in accondance with
NFPA standards,

NFPA 101 LIFE SAFETY CODE STANDARD

Smoke barriers ara constructed to provide at
least a one half hour fire resistance rating in
accordance with 8,3. Smoka barriers may
terminate at an atrium wall. Windows are
protecled by fire-rated glazing or by wired glass
panels and steel framas. A minimum of two

K018

K025
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separate compartments are provided on each
floor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systemas.
18.3.7.3, 19.3.7.5, 19.18.3, 19.1.64

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to maintain smoke
barriers that would resist the passage of smoke
betwesn smoke compariments In accordance
with National Fire Protection Association (NFPA)
standards, The deficient practice has the potential
to affect two {2) of three (3) smoke
compariments, forty (40) residents, staff and
visitors. The facllity has the capacity for sixty (60)
beds and at the tims of the survey, the census
was fifty-one (51).

The findings include:

Observation, on 02/25/15 at 8;50 AM, with the
Maintenance Director revealed unrated masking
tape used to seal a penetration in the smoke
banier extending above the celling located above
the cross corridor doors by Room #116.

Interview, on 02/25/15 at 8:51 AM, with the
Maintenance Director revealed ha was not aware
the unrated masking tape had been used to seal
the penetration in the smoke barrier.

The census of fity-one (51) was verified by the

K 025 (D) LIFE SAFETY
CODE STANDARD

Corrective Actions for
Residents Found to Have
Been Affected

The smoke barrier abave
Room #116 was repaired and
masking tape replaced with
sheet rock and joint compound
by the Maintenance Director,

Identification of Other Residents
Having the Potential to be
Affected

All residents potentially
determtined to be at risk,
however no adverse cffects
have been noted.

Measures or Systemic Changes
put inta Place fo Avoid
Recurrence

All smoke barriers checked
by the Maintenance Director
on 3-2-15.

Maintenance Director added
periodic checks of the smoke
barriers to the preventative

Admintstrator on 02/25/15. The findings were maintenance program,
acknowledged by the Administrator and verified
by the Maintenance Director at the exil interview
FORM CMB3-2567(02-59) Previous Viersiona Obsalete Eveni 1D:642021 Faclity 10 100438 If continuation sheat Paga 5 of 10
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on 02/25/15.
The Maintenance Director will
Actual NFPA Standard: check all smoke barriers
. at least quarterly or after
. | Reference: NFPA 101 {2000 Edition).19.3.7.3 contractor work that might

Any required smoke barrier shall be constructed
In accardance with Section 8.3 and shall have a
fire raslstance rating of not less than 1/2 hour.
Excaption No. 1: Where an atrium I8 used,
smoke barriars shall ba permitted to terminate at
an atrium wall constructed in accordance with
Exception No. 2 to 8.2.5.6(1). Not less than two
geparate smoke compartments shall be provided
on each foar,

Exceplion No, 2*: Dampers shall not be required
in duct penetrations of smoke barriars in fully
ducted heating, ventilating, and air conditioning
systems where an approved, supervised
automatic sprinkler system In accordanca with
19.3.5.3 has been provided for smoke
compartments adjacent to the smoke barrier.

Raference; NFPA 101 (2000 Edition)19.3.7.5
Openings in smoke barriers shall be protected by
fire-rated glazing; by wired glass panels and steel
frames; by substantfal doors, such as 13/4-In.
{4.4-cm) thick, sclid-bonded wood core doors; or
by construction that resists fire for not less than
20 minutes. Nonrated factory- or field-applied
protective plates extending not more than 48 in.
(122 cm) above the bottom of the door shall be
pearmitted.

Exception; Doors shall be permitted to have fixed
fire window assemblies In accordance with
82322,

Reference: NFPA 101 (2000 Edition) 8 3.6.1
Pipes, conduits, bus ducts, cables, wires, alr
ducts, pneumatic tubes and ducts, and similar
bullding sarvice equipment that pass through

require penetration of a
smoke barrier, make any
needed corrections, and
report findings in the
Quality Assurance/
Performance Improvement
Committee meeting with
members consisting of the
Administrator, the Director
of Nursing, The Quality
Assurance Nurse, the Social
Services Director and the
MDS Coordinator,

for recommendations.

Date Corrected: 03/26/15
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floors and smoke barriers shall be protected as
follows;

{a) The epace between the penetrating item and
the smoke barriar shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barriar, or

2. Be protacied by an approved device designed
for the specific purposa.

(b) Whare the penetrating item uses a slesve lo
penstrate the smoke barrier, the slesve shall ba
solidly set in the smoke barrier, and the space
between the ltam end the sleeve shall

1. Be filled with a material capable of maintaining
the smoke resistancs of the smoke barrier, or

2. Be protacted by an approved device designed
for the specific purposa.

{c) Whera designs take transmission of vibration
into consideration, any vibration isolation shall

1. Ba made on either side of the smoke barrier, or
2. Be made by an approved device designed for
the specific purpose.

NFPA 101 LIFE SAFETY CODE STANDARD

Electrical wiring and equipment is in accordance
with NFPA 70, National Elecirical Cade. 9.1.2

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined tha facility failed to ensure electrical
wiring was malntained in accordance with
National Fire Protection Association (NFPA)
standards. The deficiency had the potential to
affact two (2) of thres (3) smoke compariments,
residents, staff and visitors. The facility has the

K025

K 147
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capacity for sixty (60) beds and at the time of the CODE STANDARD
survey, the census was fifty-one (51). 1
' Corrective Actlons for
The findings include; I Restdents Found to Have
' Been Affected
1. Obsarvation, on 02/25/15 at 9.50 AM, with the
Maintenance Diractor revealed a power s'trip was Segment 1:
ﬂggs?gdﬁ:nto another power strip located in the One power strip removed from
ce. MDS office
Interview, on 02/25/15 at 8:51 AM, with the Seament 2:
Maintenance Director revealed he was aware of gmentsl
the requirements for the proper use of power One power strip removed from
strips; howaver, he was not aware the power Nursing Director’s office
sirips had bean misused,
Segment 3;
2. Observation, on 02125/15 st 11:00 AM, with One power strip remaved from
the Maintenance Director revealed a power strip Sacial Services office
was plugged into another power strip located in
the Director of Nursing Office.
Identification of Other
Intarview, on 02/25/15 at 11:01 AM, with the Residents Having the
Maintenance Director revealed he was aware of Potential to be Affected
the raquirements for the proper uss of power
strips; howaver, he was not aware the power All residents were
sirips had been misused. determined to be at risk,
3. Qbservation, on 02/25/15 at 11:03 AM, with il::"\i\;e;:::::;\;erse effects
the Mainlenance Director revealed a power strip ’
was plugged into another power sirip located in
the Socl%gl Services Oﬂice.p P Measures or Systemic
Changes put Into Place
Interview, on 02/25/15 at 11:04 AM, with the 1o Avold Recurrence
Maintenance Director revealed he was aware of
the requirements for the proper use of power A check of all offices and
strips; hawever, he was not aware the power resident rooms for power strip
strips had been misused. use was completed on
3-20-15 by the Maintenance
The cansus of fifty-ona (51) was verified by the
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Administrator on 02/25/18. The findings were
acknowledged by the Administrator and verified
by tha Maintenance Diractor at the exit interview
on 02/25/15.
Director and Environmental
Actual NFPA Standard: Services staff, The Maintenance
. . Director added
Reference: NFPA 101 (2000 Edition) periadic checks of power strips
9.1.2 Electric. to t'hc preventative
Electrical wiring and equipment shall be in maintenance program.
accordance with NFPA 70, National Electrical
Code, unless existing installations, which shail be
permittad to be continued in service, subject to Plans to Monitor Performance
approval by the authority having jurisdiction. Jor Sustained Solutions
The Maintenance Director will
check all offices and resident
Referance: NFPA 70 (1999 Edition) 400-8 ( rooms at least quarterly for
Extensiona Cords) Uses Not Pemitted. power strips in use,
Unless specifically parmitied in 400.7, fiexible make any needed corrections,
cords and cables shall not be used for the and report findings in the
following: Quality Assurance/
(s1u)'u?:tsu:e substitute for the fixed wiring of a Performance Iinprovement
Committee meeti i
{2) Whera run through holes in walls, structural ¢ mee me L
ceilings, suspanded ceilings, dropped ceilings, or meml')e-rs e 9t‘the
floors ' ' ' Administrator, the Director
(3) Where run through doorways, windows, or of Nursing, The Quality .
similar openings Assurance Nurse, the Social
(4) Where attached to building surfaces Services Director and the
MDS Coordinator, for
Reference; NFPA 99 (1999 edilion) 3-3.2.1.2 (D) recommendations.
Minimum Number of Recepiacles. The number of
receptacles shall be determined by the intended
use of the palient care area. There shall be Date Corrected: 03/26/15
sufficient receptacles located so as to avold the
need for exienslon cords or multiple outlet
adapters.
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