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Post-Certification Revisit Report

Public repornting for this collection of information is estimated to average 10 minutes per response, inciuding time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimats or any other aspect of this collection of information
Including suggestions for reducing the burden, to CMS, Office of Finarcial Management, P.O. Box 26684, Baltimore, MD 21207 and to the Office of Management and Budget, Paperwork
Reduction Project {0938-0390), Washington, D.C. 20503,

(Y1) Provider! Supplier/CLIA/ {¥2) Multiple Construction (Y3) Data of Revisit
Identification Number A. Building |
185046 B. Wing 3 10/31/2015
Name of Facllity | Street Address, City, State, Zip Code
SALEM SPRINGLAKE HEALTH & REHABILITATION CENTER 509 NORTH HAYDEN AVE.

SALEM, KY 42078

This report is completed by a qualified State surveyor for the Medicare, Madicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencles previously
reporied on the CMS-2567, Statement of Deflciencles and Plan of Correction that have been corrected and the date such comrective action was accomplished. Each deficiency should be
fully Identified using either the regulation or LSC provision number and the idenlification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement cn the survey report ferm).

(Y4) ltem (YS}) Date (Y4} ltem {YS) Date (Y4) ltem (Ys] Date
Correction Correction Correction
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Correction Carrection Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC LsC
Correction Correction Correction
Completed Completed Complated
ID Prefix 1D Prefix ID Prefix
Reg. # . Reg.# Reg. #
LSC LSC LSC
Correction i Correction Corraction
Completed Completed Completed
ID Prefix IO Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LsSC LSC
Correction Corraction Correction
Completed Completed Completed
1D Prefix ID Prefix 1D Prefix
Reg. # Reg. # Req. #
LSC LSC | LsC
Reviewed By | Reviewed By | Date: ‘ nature of S r . | Date:
Staongency | JCK/ Y2y 727 _M&w/ﬂwﬁi_
Reviewed By | Reviewed By Date: | Signature of Surveyor: Date:

CMS RO |

e i —

Followup to Survey Completed on: _ Check for any Uncorrected Deficiencies. Was a Summary of
10/1/2015 | Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES

NO
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DEPARTMENMT OF HEALTH AMI HUMAM SERVICES
CENTERS FOR MEDIGARE & MEDICAID SERVICES

STATEMENT OF DEFIGIEMCIES
AHO PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION HUMDER:

o2 puLtiFLe constavcnch e
©

A BUILCING 9
185046 8. 'MHG ? 1010112015
NAME CF PROVIGER OR SUPRLIER STREET ADCRESS. CIY,
SALEM SPRINGLAKE HEALTH & REHABILITATION C 509 HORTH HAYDEH AVE:
l e SALEM, KY 42078
[RE} Rl SLLLIARY STATELEMT GF DEFICIEMCIES E { b i SRCWCER'S FLOM EF TCRRECTICM T -h_-_:l-&j_-—_
PREFIX (EAGH CEFICIENCY HUST BE FRECEDED 8Y FULL PREFIX {EACH CCRRECTIVE ACTICH SHOULO € COMRETCH
TAG REGULATCIY ORLSC IDENTIFYIMNG INFORLIATION) TAG CROSS-REFERENCED TO THE AFPRCPRIATE oatc
CEFICIEMCY)
Submission of this Plan of Correction is
F 000 | INITIAL COMMENTS F 000 . .
not a legal admission that a deficiency
AReceriificalion Survey was conducled on exists =) that this statement of
09/29/15 through 10101715 with deficienicies cited deficiency was correctly cited, and is
at ihe highes| Scope and Severity of a "F".
also not to be construed as an
F 160} 483.10{c)(8) CONVEYANCE OF PERSOMAL F 160 I _] t t ) t X /2!/ -
ss=8 | FUNDS UPON DEATH admission of interest against the 1024, ";/_

Upon the dealh of a resident with a personal fund
deposited with the facllily, the facllily must convey
within 30 days the residenl’s funds, and a final
accounting of those funds, to he individual or
probale jurisdiction agministering the resident’s
aslate.

This REQUIREMENT is not met as evidenced
by:

Baged on racord raview, interview and [acility
policy review, il was delermined lhe facility faited
to ensure residents, who had money In Residant
Accounls, had their money kansferred lo the
residenl's estale within thiry (30) days afier the
death of the resident, for two (2) residents
{Resident A and B) out ol five (5) residenls.

The findings Include;

Review of the facility policy "Resident Trust Fund
Overview", dated 09/23/14, ravealad within thirty
{30) days of a residani's death, the nursing facility
shall iranafer the funds of the resident's account
and a final account of those funds, to the
Administrator or Execulor of the estale, or lo the
person who has filed an application for release
from administration.

1. Resident A expired on 07/0715 and the
account was not closed until 09/25/15.

facility, the Administrator or any
employees, agents or other Individuals
who draft or may be discussed in this
response and Plan of Correction. In
addition, preparation of this Plan of
Correction does not constitute an
admission or agreement of any kind by
the facility of the truth of any facts
afleged or see the correctness of any
allegation by the survey agency.
Accordingly, the facility has prepared
and submitted this Plan of Correction
prior to the resolution of any appeal
which may be filed solely because of
the requirements under State and
Federal law that mandate submission of
a Plan of Correction within ten (10) days
of the survey as a condition of
participation in Title 18 and Title 19
programs. The submisslon of the plan of
Correction within this time frame
should in no way be construed or

considered as an agreement with the

LABORATORY DIREi :2‘5 OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Aﬁl{ﬂl;f l ?%'f“—’"

TIMLE

{X8) DATE

jol2zfis

Any deficiency stalement endiag with an agledisk (') dencles a deficlency which tha lnstlution may ba excused from correcting providing it {s delarsined thal
wlhar saleguards provids sufficent protection lo tha patisnis. (Sea instruclions.) Excepl for nuralng homes, the findings siated above ara disclosable 90 days
fadoving the date of survey whether or not a plan of comection Is provided. For aursing hamnes, the abave findings and plans of cofrechion are disclosabls 14
days lollovdng the dote thisn docurnents are made available Lo the facility, 1l deficencies 210 ‘cilad, an approved plan of conection Ia requisite to continued
program patticipalion,

FCRIA CAMS-2567(02-99) Pravlcus Yerzlcny Chsclsle

Evenl ID:Q0BCY
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DEPARTMENT OF HEALTH AMD {IUMAM SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRIMTED: 10/15/2015
FORMAPPROVED
OMB NO. 09380391

STATEMENT OF DEFICIENCIES 41} PROVICER/SLPPLUERCLA (X2) MULTIFLE CONSTRUCTION (%3} DATE SURVEY
AND SLAN OF CORRECTION ICENTIFICATIQN NUMBER. A BULEIMG COMPLETED
185046 8. 'MNG 10/01/2016

MAME OF FROVIDER OR SUPPLIER

SALEM SPRINGLAKE HEALTH & REHABILITATION CENTER

STREET ACCRESS, CITY, STATE, ZIF CCDE
509 NORTH HAYDEN AVE.
SALEM, K'Y 42078

G SLMMARY STATEMENT OF CENCIEMCIES o} SROVICES'S LM CF SCARECTICH (g
PREFIX {EACH RERICIENCY MUST BE PRECETED Y FULL PREFIX {EACH CORRECTIVE ACTION SHOLLD 8€ i CerRLETIcH
TAG REGULATORY OR LEC ICENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
CEFICIENTY)
F 160 i allegations of noncompllance or
Gontinued From page 1 F 160 admissions by the facility, This Plan of
2. Resident B expired on 07/17/15 and the Correction constitutes a wrilten
account was nol closed until 08/28/15. allegation of submission of substantial
Interview with the Business Olfice Manager compliance with Federal Medicare
{BOM), on 16/10/15 at 10:15 AM, revealad she Requirments.
was aware the account needsd to be closed Fl-ﬁb
wilhin thirly (30) days, and this was tha facility
policy to do this, bul Restdent A had issues with
the estale and an oulslanding debl owed to the
faclity. Resident 8 was "just missed” as the
BOM was late in closing the account. 1. Resident A and B's funds were
Intesview with he Adminisirator, on 10/01/15 at disbursed by the Business
10:15 AM, revealed he facility had been in Office Manager on 9/29/15 and
transition with staff members and these accounis the accounts closed
were ovetlookad. .
F 371 | 483.35() FOOD PROCURE, Faz1| 2. Aliaccountsfrom deceased

8S=F

STORE/PREPARE/SERVE - SANITARY

The faciity must -

{1} Procure food from sources approved or
considered salisfaclory by Federal, State or local
authorities; and

(2) Slose, prepare, distribule and serve food
under sanitary condilions

This REQUIREMENT is nol mel as evidenced
by:

Based an observation, interview, and facility
palicy raview it was delemmined the facilily failed
to slore, prepare, distribute and serve food under

residents for the pastsix {6)
months were audited on
10/21/15 by the Business Office
Manager. No further issues
related 1o the disbursement of
funds upon the death of a
resident have been identified.

3. The Business Office Manager
was inserviced by the ,
Administrator on 10/16/15
related to the requirement to
disburse funds and close the
resident account within thirty |
{30) days of the death of the
resident,

1415
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DEPARTMEMT OF HEALTH AMD HUMARM SERVICES

FRIMTED: 107152015
FORM APPROVED

OMB MO, 0938-0391

CEMNTERS FOR MEQICARE & MEDICAID SERVICES
STATEMENT CF DEFICIENCIES (X1} PROVICER:SUPFLIERICLIA
AND FLAN GF CCRRECTION IDENTIFICATION NUMEER:

1856040

(¥2) MULTIPLE CONSTRUCTION {3} DATE SURVEY
A BUILCING COMFLETED
B. YANG 10{04/2015

MALIE OF FROVIGER CR SUPPLIER

SALEM SPRINGLAKE HEALTH & REHABILITATION CENTER

STREET ARDRESS, CITY. STATE. 2IP CCOE
609 HORTH HAYDEN AVE,
SALEM, KY 42078

T

ZLLILIARY STATEMEMT OF DEFICIENCIES

1]

PELWICER'S PLIM CF CTRRECTION ' S5

FREFIX |EACH CEFICIENGY MUST BE PRECEDED 8Y FULL FREFNC (EAGH CCRRECTIVE ACTION SKCULO BE | coMELITCN
TAG REGULAMTORY OR L5C IDENTIEYING INFORIATION] TAG CROSS-REFERENGED 10 THE AFPRCPRIATE DATE
DEFICIENTY)
i 4. The Business Office Manager
F 3711 Conlinued From page 2 F 371

sanilery condilions. Observalions of Ihe kilchen
revealed the thermomaters were not propeily
calibrated; food lemperatures were nol recorded;
foods wers lefl in the steamer, sometimes an
hour prior o meals being served; lhermomelers
weare nol available in the walk-in-freezer on bwo
(2)observalions; there was no soap available at
the hand wash sink and no slep-on-lrash can and
thera was mulliple complaints from group and
resident inlerviews regarding cold and "mushy”
food served at the {acility.

Review ol the facility's Census and Condiilon,
dated 09/29/15, revealed there wera [ifly (50)
cesidents in the facility; and, one {1) of these
residenls was tube fed and did not consume food
items prapared in the kitchen.

Tha findings Include:

Review of the facility policy, "Food Safety For
Caoks," daled Seplember 2010, ravealed lha
lhermometer should read 32 degrees Farenliait
{F) In lce waler and if it did not, the nul below the
face of the thermometer should have been
adjusted lo read 32 degrees F. Thermamelers
shall be in all refrigeratars, freezers and storage
areas. Hands should be washed with soap and
rinsed lthoroughly, wiped dry and the paper tovel
placed into a hands free garbage can, thathas a
foot pedal, where lhe lid ralses when pressure is
applied by the slaff members fool. Interview wilh
Ihe Inlerim Distary Manager, on 10/01/15 al 9:25
AM, revealed (here was no palicy on how long
lood could be held in the steamer.

1. Observation of the kitchen, on 09/29/15 at
11:30 AM, ravealed the stall were first using a
thermometer with recordings far food

will audit all accounts of
residents who have been
deceased within the past thirty
(30) days to ensure that funds
have been disbursed and the
account closed timely. This
audit will occur monthly for
three (3) months. Any identified
issues will be corrected
immediately. The results of the
audits will be reviewed by the
Quality Assurance Commitiee
monthly for three {3) months.
The Quality Assurance
Committee will review any
identified issues and make

recommendations to ) correct :
identified Issues. The Quality -

Assyrance Committee meets |
monthly with the Medical
Director attending at least
quarterly. The Quality
Assurance Committee consists
of the Administrator, Director
of Nursing, Soclal Services
Director, MDS Coordinator,
Maintenance Director, )
Housekeeping Director and the
Medical Director.

i
i
I
1
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DEPARTMEMT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRIMTED: 10115/2015
FORMAPPROVED
OMB NO, 0938-0391

STATEMEMT OF CEFICIENCIES {£1) PROVIDERISUPPLIERICLIA 1%2) MULTIFLE CCNSTRUCTICK (43§ DATE SURVEY
AMD PLAN GF CORRECTION IDEMTIFICATION NUMBER A BUILCING COMFLETED
185046 8. WING 10/01/2015
HAME OF PROYIOER OR SUPFLIER STREET ADGCRESS, CiTY, STATE, 2IF CCDE
508 NORTH HAYOEN AVE.
S SP LTH & REHABIL CENTE
ALEM SPRINGLAKE HEALTHA R ITATION CENTER i
ce | SULIMARY STAIEHENT OF CEFICIENCIES ) FRCV CER'S ALaN OF CCRRECTION ‘ sy
FREFIX {EACH CEFICIENCY MUST BE FRECECED BY FULL PREFIX [EACH CORRECTIVE ACTICH SHOULD BE TOSUMRLETCH
TAG AECULATCRY GA L5C IDENTIFYING INFORKATIOMN) TAG CROSS-REFERENCED 10 THE APPROPRIATE i batE
CEFICIENC')
Fanl
F 371 | Continued From page 3 F 371 . b d
{emperalures of minus (-) 40 degrees F up to 160 1. The Reglonal Dietitian observe
dagrees F and were unaviare of how to properly kitchen staff on October 15, (o /3 J/”’
register lemperalures and calibrate the )
Ihermomtes. 2015 properly register &
temperatures and callbrate the
2. Observalion of the funch meal, on 09/28/15 thermometers. The Regional
and 08/26/15 at approximately 11:20 AM, o g tabl
revealed the sleam lable with dry water wells and Dietitian observed vegetable
green beans and mixed vegetables with a mushy preparation on October 15,
and dull green, yellow and arange colors. 2015, Vegetables were not
Observation of the noon meal, on 09/30/15 at heated an excessive amount of
12:30 PM, tevealed although foad had nat been tIme in advance of serving and
placed in the dry wolls of the steam tabie until .
11:15 AM, locd ltems had been kept in the were served with proper
steamer since 10:30 AM. palliative texture and color. The
Interviews with residents attending lhe Group Regional Dietitian observed on
Meeling on 09/29M5 at 2:00 PM, revealed three QOctober 15, 2015 a
{3) of three residenls complained of food belng t ) ometer properly placed in
cold 2nd overcooked or "mushy." Interviews with ALl property P
several residents during tha Inilial Tour of the the freezer. The Regional
facility, on 09/28/15 from 10:20 AM undil 12:10 Dietitian observed on October
P, revealed the same concerns.
15, 2015 that all soap :
3. Observalions of the vzalk-in freezer, on dispensers in the kitchenhad
09/29/15 al 11:18 AM and 09/30/16 at 11:30 AM :
- L e dispensars
revealsd lhare was no thenmomeler in the soap available in th P
fraezer. and a step-on waste can near
the dishwasher.
4. Observstions of the hand sink near the lhree | Dietitd b d
comparlment sink on 09/28/15 and 09/29/15 2. The Regional Dietitian observe
revesled there was no soap available and a kitchen staff on October 15,
sacond hand sink, near the dishwasher, had na oy
step-on-waste can. 2015 properly register
temperatures and calibrate the
Inlerview with Cook #1 and Dielary Alde #1, an thermometers. The Regional
09/29/15 al 12:30 PM, ravealed both had been o
hired in April 2015 and had been through three (3} Dietitian observed vegetahle
FORIA CHS-2567(02-39) Praviovs Versions Obsaolels Event '0:QDBGH Fecilly 1: 100294 I conlinuatlon sheal Page 4 of 3




PRIMTED: 10/15/2015
DEPARTMENT OF HEALTH AND HUMARN SERVICES > :

FORM APPRCOVED
CEMTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMEMT OF CEFICIENCIES (X1) PROVIDER/GUPFLIERICLIA 1X2) MULTIFLE CONSTRUCTION [X3) DATE SURVEY
AND PLAN CF CCRRECTION ICEHTIFICATION NULIBER: A, BUILCING CCLIFLETED
il oG 10/01/2015
HAE OF PROVIDER OR SUPPLIER STREET ADCRESS, CIFY, STATE, 2IP COBE
SALEM SPRINGLAKE HEALTH & REHABILITATION CENTER 808 HORTH HAYDEN AVE.
SALEM, KY 42078
<o i TLLIMARY STATEAENT OF CEFICIENCIES o FREYIDER'S ALAN OF CURRECT:ICM e
EREFIX (EACH CEFIGIENC MUST BE PRECEDED BY FLLL PREFIX |[EACH CORRECTIVE ACTION SHCLLD BE COeNFLETCH
TAG REGULATCRY OR LSC IDEMTIFYING {MFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENG )
e Pe——— . preparation on October 15,
ontinued From page F3r
. 2015, Vegetahles were not
DAMs since that time and were doing their besl lo 15. Veg es
ansure the residents had good food to eal and heated an excessive amount of
the dietary viork was completed an time. time in advance of serving and
Further interview with the Interim Dietary were served with proper
Manager (DOM), on 10/01/15 at 9:25 AM, revealed palliative texture and color. The
she was helping oul three to four hours 3 day, : P
since the last DM quit on 0918115 and unil the Regional Dietitian observed on
nexl fult lima manager ‘was o be hired on October 15,2015 3
10/12/15. She steled she was unaware hov thermameter properly placed in
much training the current slaff had acquired, as .
the Inservica records could not be found and two the freezer. The Regional
(2) staff vrare hired in April and the most recent Dietitian observed on QOctober
had been hired two (2) days ago. The DM staled
the dislary slaff were responsible to let her know 15, 2015 that all so.ap
when Ihey were running out of supplies, like hand dispensers in the kitchen had
soap and food items, so she could re-order. She_a svap avallable in the dispensers
also staled she was unaw/are the food was held in
the steamer, \o keep warm, prior io meals and and a step-on waste can was
stated she had baen warking back and forth at a located near the dishwasher.
sister facillty for twenty (20) years and the steam
\abla had always been utilized wilh dry wells and All Dietary staff and the new
the manufacluring instruclions stated this could Dietary Manager were
be used wilh water or dry. Howaver, she slaled :
: serviced by the Administrato
the food should not have been keptin the . L) m "
steamer for long periods. by 10/29/15 related to properly
registering food temperatures !l
and calibrating the i
thermometers, preparing I
* vegetables in a proper time
perlad such that proper
palliative texture and color was {
preserved, ensuring that a 1
thermometer was placed in the '
freezer, that soap dispensers !
FORMA CMS-7567(02-99) Previcus Vaesions Obroele Event ((:QNBC1 Facity ID: 100234 If conlinuation sheel Paga Sof 5




4,

rontalned soap and that a step-
on waste can was localed near
the dishwasher. No Dietary staff
will work past 10/29/15 without
receiving this training.

The Dietary Manager will audit
weekly for three (3) months for
the proper registering of food
temperatures and calibrating

thermometers, the preparation
of vegetables in a proper time
period to ensure that proper
palliative texture and color was
preserved, ensuring that a
thermometer is placed in the
freezer, soap dispensers
contain soap and that a step-on
waste can is located near the
dishwasher. All identified issues
will be corrected immediately,
The results of the audits will be
reviewed by the Quality
Assurance Committee menthly
for three {3) months. The
Quality Assurance Committee
will review any identified issues
and make recommendations for
correction. The Quality
Assurance Committee meets
monthly with the Medical
Director attending at least
quarterly. The Quality
Assurance Committee consists
of the Administrator, Director.
of Nursing, Social Services
Director, MDS Coordinator,
Maintenance Director,
Housekeeping Director and the
Medical Director.

bot 6




PRINTED: 10/27/2015

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 01 - MAIN BUILDING 01 COMPLETED
R
185046 B. WING 10/31/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
509 NORTH HAYDEN AVE.
SALEM SPRINGLAKE HEALTH & REHABILITATION CENTER SALEM, KY 42078
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) 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 IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
{KK 000} | INITIAL COMMENTS {K 000}
Based on implementation of the acceptable
POC, the facility was deemed to be in compliance
10/31/15, as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) 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 documents are macde avallable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2667(02-99) Previous Versions Obsolete Event ID:QDBC22 Facility 1D: 100294

If continuation sheet Page 1 of 1



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of informatlon ts estimated 1o average 10 minutes per raspansa, including time for reviewing instructions, searching existing data sources, gathering and
mainiaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any ather aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financlal Management, P.Q. Box 26684, Baltimors, MD 21207, and to the Office of Management and Budget, Paperwark
Reduction Project (0938-0380), Washington, D.C. 20503.

{Y1) Provider/Supplier/CLIA/ {¥2) Multiple Construction (Y3) Date of Revisit
Identification Numbar i A. Building
185046 B. Wing 01 - MAIN BUILDING 01 I 10/31/2015
Name of Facility Street Address, City, State, ZIip Code
SALEM SPRINGLAKE HEALTH & REHABILITATION CENTER 509 NORTH HAYDEN AVE.
SALEM, KY 42078

This report Is completed by a qualified State surveyor for the Medicare, Med|caid andfor Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficlencies and Plan of Correction that have been carrecled and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the ragulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4) Item {Y5) Date (Y4) tem {Y5) Date (Y4) Item {YS5) Date
Correction Correction Correction
Completed | Completed Completed
1D Prefix 10/31/2015 1D Prefix 10/31/2015 1D Prefix
Reg. # NFPA 101 Reg. # NFPA 101 Req. #
LSC Koo45 LSC KD147 LSC
Correction Corraction Correction
Completed Completed Completed
1D Prefix 1D Prefix | ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LSC LSC
Correction Correction Carrection
Completed Completed Completed
ID Prefix ' ID Prefix ID Prefix
Reg. # Reg. # Req. #
LSC LSC i LSC
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DEPARTMENT OF HEALTH AND HUMAM SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

_ CENTERS FOR MEDICARE & MEDICAIQ SERVICES

MNTED: 10H5/2015
‘ORM APPROVED

{21} PROVIDERSUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIFLE CONSTRUC a
A, BUILDING 01 - At BU)

Boot  oerce o
INSPECTOR GENERAL

CFR: 42 CFR 483.70(a}
SUILDING: 01.

PLAN APPROVAL: 19¢6.
SURVEY UNDER: 2000 Exisling,
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Typa
@2n).

SMOKE COMPARTMENTS: Four {4) smoke
comparimentls.

FIRE ALARM: Complete fire alarm system
installed In 1696 wilh forty-six (46) smoke
detectors and thres (3) heat dalaclors.

SPRINKLER SYSTEM: Complele aulomalic wet
sprinkler system inslallad In 1996.

GENERATOR: Type |l generalor inslalled in
1996. Fuel sourca is Diesel.

A slandard Life Safety Code Survay was
conducted on 09/30H5. The facllity was found not
{o be in compllance with the requirements for
parlicipallon in Medicare and Medicaid, The
faciiity is certified for seventy-five {75) beds wilh a
census of fifty {50) on the day of the survey.

The findings that fcllow demonsirale
noncompliance wilh Tille 42, Code of Fedesal
Regulations, 483,70(a) ol seq. (Life Safaly from
Fire).

185046 8. G e 09/30/2016
NAKIE CF PROVIDER OR SUPPLIER STREET ADDRESS,
509 HORTH HAYDEN AVE,
SALEM SPRINGLAKE HEALTH & REHABILITATION CENTER
SALEM, KY 42078 -
(X4) 1D ! SUMMARY STATEMENT CF EEFICIEMCIES D i PROVICER'S LM CF CORRECTOM (241
FREFIX [EACH DEFICIENCY MUST BE FRECEDRD &Y FULL PREFIX [EACH CORRECTIVE ACTION SHOULD 8E | ceMeLETC
TAG REGULATCRY OR LSC LOENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE ARPROPRIATE OATE
DEFICIENGY) |
i Submission of this Plan of Correction is
K000 | INITIAL COMMENTS | K000

not a legal admission that a deficiency
exdsts or that this statement of
deficiency was correctly cited, and is
also not to be construed as an
admission of interest against the
facility, the Administrator or any
employees, agents or other individuals
who draft or may be discussed in this
response and Plan of Correction. In
addition, preparation of this Plan of
Correction does not constitute an
admission or agreement of any kind by
the facility of the truth of any facts
alleged or see the correctness of any
allegation by the survey agency.
Accordingly, the facility has prepared
and submitted this Plan of Correction
prior to the resolution of any appeal
which may be filed solely because of
the requirements under State and
Federal law that mandate submission of '
a Plan of Carrection within ten (10) days
of the survey as a condition of
participation In Title18 and Title 19
programs. The submission of the plan of
Correction within this time frame

should in no way be construed-or
considered as an agreement with the

n {x5) OATE

nE
MMM;S'-HZ(‘FDP

LABORATORY DIREPE?T'S OR PROVIDER/SUPPUER REPRESENTATIVE'S SIGNATURE

wther salaguards provida sufficlent proleclion to the patienls. (See instuctlons.) Excepl for nursing homes, tha findings stated above are disclosablo 90 days.
{ctlovdng the dale of survey whether of nol a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosablo 14
days fodmsing the dale these documents are made avallahlo to the facilily. If deficiencles ore'cited, an approved plan of conection is requlsita to continued
pregram paticlpation.

{ 0/22—_//5’

Any deficaicy siatement ending wilh an aslesisk (7) denales a deficlsncy vihich the instilution may be excused from comecting providiag It Is delemnined tiat

FORM CA13-2567402.99) Pravlcus Yersicny Obsolete

Event I0: QOBCTHY

Facifty 10; 100224
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UEPARTMEMT OF HEALTH AMD HUMAM SERVICES
__CEMTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10152015
FORM APPROVED
OMB NO. 0938-0391

fighling In accordance with section7.8.)  19.2.8

This STANDARD Is not met as avidenced by:

Based on ocbservation and interview, Il was
detlermined lhe [acility failed to ensure agress
was maintained in accordance wilh Natlonal Fire
Prolectlon Association {(NFPA} standards. The
deficiant praclice has the polential to affect two
(2) of four {4) smoke comparimanis, staff and
approximately lwenty-aight (28) residents. The
facility has the capaclly for seventy-fiva (75) beds
and at the lime of the survey, the cansus was fifty
(50).

The findings include:

Obsarvatlon, on 09/30/15 at 9:55 AM with the
Mainlenanca Supervisor, revealed lhe oulside
light fixture at the 500 hall exit was observed lo
be a single bulb lighling fixture. An exterior axit
light fixture is required to have mare than one (1)
pulb In case one bulb burns out lhe Rxiure will not
lpave the area In darkness.

During the survey the 200 hall exit was also
gbserved lo have a single bulb oulside light

FORM C)AS-2557(02-99) Prasious Varsions Dhsalete

Evenl ID:QGHC21

Feclity ID; 100294

3.

STATEMENE OF DEFICIEMCIES (X1} PROVIDERISUPPLIER/CLIA (%2) MULTIPLE COMSTRUGTION (X3} DATE SURVEY
AND PLAN CF CORRECTION IDENTIFICATION NUMBER: A BUILOING 01 - MAIN BUILDING 01 COMPLETED
185040 . 'ranG 09/30/2015
NAME OF PROVIDER OR SUPFUER STREET ADDRESS, CITY, STATE. 2P CCDE
SAL RINGLAKE HEALTH & REHABILITATION CENTER 503 HORTH HAYOEN AVE,
B SPRIN SALEM, KY 42078
£ D SUMRLARY STATEMEMT CF DEFICIEMNCIES 0 i FROMICER'S PLAM CF CORRECTICH =0
PREFIX {EACH CEFICIENGT MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE SorFLETCN
A REGULATORY OR LSC IDENTIFVING INFORMATION) TAG CROSS-REFERENCED 10 THE AFPROPRIATE 0AiE
DEFICIENCY)
allegations of noncompliance or
K000 Continued Frors page 1 K000 admissions by the facility. This Plan of
Deficiencies were cited with the highest Correction constitutes a written
deficiency ldentified at “E" level. allegation of submission of substantial
i;gdz NFPA 101 LIFE SAFETY CODE STANDARD K045 compliance with Federal Medicare
Hlumination of means of egress, including exit Reguirments.
discharge, ia arranged so thal failuie of any single K045
lighting fixture (buib) will nol leave the area in ID/”/;')’
darkness. (This does nol reler to emergency 1. The Maintenance Director

replaced the one (1) bulb
fixture on the 200 hall exit and
the 500 hall exit with a two {2)
bulb fixture on 10/29/15. The
sidewalk from the 200 hali exit
leading to the parking lot was
iluminated on 10/29/15 by
adding two (2) flood lights by an
Electrical Contractor.

All other exits were observed by
the Maintenance Director to
have either two {2) light fixtures,
or a two (2) bulb fixture on
10/20/15.

The Maintenance Director was
inserviced by the Administrator
on 10/21/15 on the
requirement to have all exits
illuminated by two (2) light
fixtures or a two (2} bulb
fixture,

It ccatinuation sheat Pago 20§




DEPARTMENT OF HEALTH AND HUMAM SERVICES

PRINTED: 10/156/2015
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 09380391
STATEMENT OF DEFICIENCIES (%1) PROVIDERUSUPFLIERICLIA 12) MULTIPLE CONSTRUCTICN (X3) OATE SURVEY
ANDPLAN GF CORRECTION IDENTIFIGATION NUMBER: A BUILCING 01 « JAAIH BUILOING 0 COMPLETED

186046 B.'MMNG 1913012015

HAME OF PROVIDER OR SUPPLIER

SALEM SPRINGLAKE HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 2" CODE
509 NORTH HAYDEN AVE.
SALEM, KY 42078

%D SUNMMARY STATEMENT CF CEFICIENCIES 0 i PROVICER'S PLIM OF CCRRECTIOM Y g
FREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CCRAECTIVE ACTION SHOLLD BE CouRLETICH
TAG REGULATORY OR LSC INENTIFYING INFORLIATION) TAG CROSS-REFERENCED 1O THE APPROPAIATE OATE
CEFICIENCT)
K 045 e F 4, The Maintenance Director will
Conlinued From page 2 K045 . . .
o e all exits for illumination
fixiure. The 200 hall exit also had a sidewalk to 27 .
Ihe parking lot vAth no apparenl means of by two (2) light fixtures or a twa
illuminaling this area. Lighling mus! be {2) buib fixture weekly for three
ined bii :
maintained to the public way under all condilions. (3) months. Any | dentified
Inlerview, on 09/30/15 at 10:10 AM, with the issues will be immediately
Maintenance Supsrvisor, revea'led he was not corrected. The results of the
aware the sidevsalk to the parking lot was . . .
required to ba iluminaled, observations will be reviewed
by the Quality Assurance
The census of fifty (50) was verified by lhe Committee monthly for three
Administratar on 09/30/45. The findings were (3) months. The Quality
acknowledged by the Adminisirator and verified
by the Maintenance Supervisor al he exil LRI Comm(ttee. will
interview on 09/30/15. review any identifled issues and
make recommendations to
Referenca: NFPA 101 2000 ediilon correct the identified issues.
1 The Quality Assurance
7.8.4.1" . :
Nlumination of means of egress shall be provided Comml.ttee meets monthly with
in accardanca with Section 7.8 for every building the Medical Director attending
and struciure where required in CI!aplers " at least quarterly. The Quality
hraugh 42. For lhe purposes of this requirement, ] )
exil accass shall includs only designated stairs, Assurance Committee consists
alsles, corridors, ramps, escalators, and of the Administrator, Director
passageways teading lo an exit, For the purposes .
of lhis requirement, exil discharge shall include of Nursing, Social Services
only deslgnated stalrs, aisles, corridors, ramps, Director, MDS Coordinator,
escalalors, walkways, and exit passageways Maintenance Director,
leading lo a public way. .
K 147 | NEPA 101 LIFE SAFETY GODE STANDARD K 147 Housekeeping Director and the
§5sD Medical Director, :
Eleclrical wiring and equipment is in accordance . 1
with NFPA 70, National Electiical Code. 9.1.2 K147 o5
1. The exposed wiring protruding] &
]

FORM CMS-2£87(02-99) Praulous Versions Cbaolela Event ID:QDBC21

Faaility ID: 100224 i continuation sheet Pags 3of 5




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/15/2015
FORM APPROVED
OMB NO. 0938-0391

This STANDARD is not mel as evidenced by:
Based on cbservation and interview, it was
delermined lhe facilily failed lo ensure eleclrical
wiring was maintained in accordance with
Naliona! Fire Proleclion Assoclallon {(NFPA)
standards. The daficiency had the polenlial to
affect one (1) of four {4} smoke compariments,
staff and olher occupanis of tha building. The
(acilily has lha capacity {or sevenly-five (75) beds
and at the lime of the survey, the cansus was fiity
{50),

The findings include:

Observation, on 09/30/2015 at 9:40 AM with the
Maintenance Supervisor, revealed exposed wiring
protruding from a junction box located at the
garbage disposal sink located in the kilchen
washroom,

Interview on 09/30/2015 at 9:41 AM with the
Maintenance Supervisor, revealed he was not
aware the Wwiring was nat secure In the junclion
box under the garbage disposal sink.

Eleclrical wiring must be malnlained for fire/safety
feasons.

The census of fifty (50) was verified by lhe
Adminisirator on 08/30M15. The findings were
acknowledged by the Administralor and verified
by the Maintenance Supervisor al the exil
intervievs on 09/30/2015.

Aclual NFPA Standard:

STATCMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRLICTION (43} DATE SURVEY
AHD PLAM OF CORREGTION IGENTIFICATION MUMBER: A BUILDING 03 - MAM BUILOING 81 COKFLETED
185048 i 09/30/2016
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COCE
SALEM SPRINGLAKE HEALTH & REHABILITATION CENTER 509 NORTH HAYOEN AVE.
A F d SALEM, KY 42078
e SULIKIARY STATEMENT OF DEFICIENCIES ! D i PROVIGER'S PLAM OF CCRRECTION s
PREFIX {CACH OEFICIENGY MUST BE PRECECED 8Y FULL FREFIX {EACH CORRECTIVE ACTIGN SHOULO BE CONFLETICH
TAG REGULATORY OR LSC IDEMTIFYING INFGRIIATION) TAG GROSS-REFERENCED TO THE APPRGPRIATE o0AME
DEFICIENET)
‘ from the junction box located
K 147 | Confinued From page 3 K147

at the garbage disposal sink
located in the kitchen
washroom has been repaired
on 10/29/15 by the
Maintenance Director.

All other pull boxes, junction
hoxes and conduit bodies were
observed by the Maintenance
Director to have covers
compatihle with the box and
conduit body construction with
no exposed wiring on 10/20/15.
The Maintenance Director was
Inservced on 10/21/15 by the
Administrator on the
requirement thatpull boxes,
junction boxes and conduit
bodies have covers compatible
with the hox and body
construction with no exposed
wiring.

The Maintenance Director will
observe all puil boxes, junction
boxes and conduit bodles for
proper covers and ho exposed
wiring weekly for three (3)

p—— i}

FORKS CMS-2£67(02-09) Previcus Yersions Qbtolete

Evenl 1D; 00BGC21

Fecily 1ID: 100224
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DEPARTMENT OF HEALTH AMD HUMAN SERVICES

PRIMTED: 1011512015
FORMAPPROVED

l
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB MO. 0938.0384 |
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA (42 MULTIPLE CONSTRUCTION (%X3) DATE SURVEY |
AHD PLAM CF CORRECTION IDENTIFICATION NULIDER: A BUILDING 0F - MAIN BUILDIHG 01 COMPLETED :
186046 B.'MNG 09{3012015
NALE OF PROVIDER OR SUPPLIER STREET ADDRESS, CI1*f, STATE, 2P CODE
50% HORTH HAYDEMN AVE.
SALEM SPRINGLAKE HEALTH & REHABILITATION CENTER
SALEM, KY 42078
) iD SULIARY STATEMENT CF CEFICIENCIES [1s] PROVIDER'S PLAM OF CORNAECTION ' g
FREFIX {EACH CEFICIENC'Y MUST BE PRECECED BY FULL PREFIX {EACH CORRECTIVE ACTIOM SHOWLD BE cCHELETICH
TAG REGLAATORY OR LSC INENTIFING HHIFORMATION) TAG CROSS-REFERCNCED TO THE AEPROPRIATE DAIE
CEFICIENCTY
K 147 | Conlinued From pago 4 K 147 months. Any identified issues

NFPA 70 1889 edilion

370.28{c) Covers. All pull boxes, junclion boxes,
and conduil bodies shall be provided with covers
compatible with the box or conduil body
construclion and svilable for the condilions of
use. Where metal covers are used, lhey shall
comply wilh the grounding requirements of
Section 250-110. An exiension from the cover of
an exposed box shall comply wilh Section
370-22, Excaption.

will be immediately corrected.
The results of the observations
will be reviewed by the Quality
Assurance Committee monthly
for three (3) months, The
Quality Assurance.Commitiee
will review any issues and make
recommendations to correct
the identified issues. The
Quality Assurance Committee
meets monthly with the
Medical Director attending at
least quarterly. The Quality
Assurance Committee consists
of the Administrator, Director
of Nursing, Social Services
Dlrector, MDS Coordinator, !
Maintenance Director,
Housekeeping Director and the!
Medical Director.

FORM CMS-2£67(02-99) Pravious Yeralons Obsoale

Event ID:QDBC2
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