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A standard health survey was conducted on . Rf:_si‘dent #3 andl F‘ ZsLdent #12:. The ;
07/10-12/12. Deficient practics was identified phiysician was notified by the Unic '
with the highest scope and severity at 'F' leve!, | Manager _(U:M) that th NIGdl%“@
F 164 | 483.10(e), 483.75(1)(4) PERSONAL F 164| <dministration Record was loft open
ss=g | PRIVAGY/CONFIDENTIALITY-OF RECORDS during medication pass on 7/10/12.
No new corders noted.
The resident has the right to personal privacy and No other resident was dentified.
confidantiality of his ar her personal and clinical
records. 2. The Education Training Director
. (ETD) will complate a one time audit ;
Personal privacy includes accommedations, of 2 nurses on ¢ach shift ‘
| medical treatment, writtan and telephione administering medications to at least
communications, personal care, visits, and 3 residents by 8/18/2012 to identify
meetings of family and resident groups, but this . any privacy/confidentiality issues
does not require the facliity to provide a pnvate with medicaton administration.
room for sach resident. Any issue identified will be
: . . immediately corrected,
Excapt as provided In paragraph (€)(3) of this The Dirsctor of Nursing (DON), ETD
sectlon, the resident may approve or refuse the and/or UM will randomly monitor
!'9"?359 of personal and c_:llmcal r ec,"“’s loany residents at least one time by :
ndividual outside the facility. 8/15/2012 while using the telephone, :
The resident's right to refuse release of personal whilo personal care is lb’e.ms pr:d“ded :
ard clinical records doas not apply when the and while records are being used at
resident is transferred to another health cars Nurses Station to identify any lssues
institution; or record releass is:required by law. with providing personal privacy and
, maintaining ¢onfidentiality of records,
The facility must keep confidential all informatlon | L o
contained in the resident's records, regardiess of 3. The ETD will re-educate nursing
the form or storage methods, except when deparnment by 8/18/2012 regarding
release is reguired by transfer to another resident right to personal privacy and
healthcare institution; taw; third party payment confidentiality of medical records.
contract; or the resident The ETD and UM will randomly
. . monitor at least one resident weelkly
o ; being provided personal care,
This REQUIREMENT s not met a8 evidenced receiving medications, using the
by: telephone and staff using medical
(Xe) DATE

any deflclency atatement ending witly an aatertsk "} dencles a deficlensy which tha Inatitution may be excused from comesting providing I is determined that
asther safeguands pravide sufficlent protection to the: pat&sm (Ses Instuctions.) Excapt for nursing homess, the findings stated above are disclosable 50 days
followlng the date of survey whether or not a glan ofsourection fg provided. For nursing hemes, the aboue findinps and plans of carrection ere disclossbla 14
days following the date these documents are made avallabie to the facility, If deflclenclas are cited, an approved pian of comaction is requisils to continued

program participation.
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o 1D SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION )
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION |
e REGULATORY OR LSG MENTIEYING INFORMATION) TAG CRO3S-FEFERENCED TO THE APPROPRIATE DAIE
} " DEFICIENGY) .
F 184 | Centinued From pags 1 'F 164| records weekly beginning week of

PM, RN #1 administered medications to Resident

‘1 madication cartin the haliway. Sgveral staff

Baged an observation, interview, and facliity
polloy review, the fadllity falled:to ansure resident
health infonmation was maintained In a private
and confldential manner during medication
administration. Observatlon of medication pass
on 07/10/12, revealed the Medication
Administration Record (MAR) was open and
visible on the medication cart in the haliway for
two residents (Residents #5 and #16) and as a
regult the residents' health information in the
MAR was exposed ta the public and cther
residents.

The findings Include:

A review of the facility's Confidentiality of
Protected Heallh Inforrmation policy (dated
October 1998) ravealed facliity staff was
respons_lble to protect the residerd through
appropriate use of resldent health informatian.

Observation durlng medication pass on 07/10/12,
at 4:15 PM, revealed Registered Nurse (RN) #1
entersed Resldant #16's room 1o administer
medications to the resident. ‘Further observation
revealed the MAR located on tap of the
medication cart in the haliway had been left opan
and the resident's personal and confidential
information was exposed to anyone in the area of
the hallway where the cartwas located, At 425

#5; the MAR was again observed to be left open
and -exposed to the public on.tap of the

members were observed (o walk past the
medication cart while the MAR was left exposed,
The RN falled te ensure confidentiallty of the

resident's health Informatlon located in the MAR

» Director of Nursing, Social Services

" review all audit findinks and revise
. current plan a2t least monthly:

B/20/2012 x 4 weeks.

4, The Quality Assurance Team
{consisting of at least the
Administrator, Medical Dirsctor,
Dircetor and Digtary Manager) will
begmmng week of §/20/2012 ongomg

until issue s resolved,

5, Date of Comnpliance: 8/23/20]2 '
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STATEMENT OF DEFICIENCIES

(X1) PROVIDERVSUPPLIER/CLIA

(X2) MULTIFLE CONSTRUC qu?N

{x2) DATE SURVEY

The facility must promote care for resldents in a
manner and in an environment that maintaing or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT . is not mef{ as evidenced
by:

Based on observation and mtewuew the facllity
falled to promote the dignity and independence
for twenty-three residents in tha dining room
during lunch and fourteen residents in the dining
reom during dinner on §7/10/12. Observation
revealed the facility failed to provide residents
with knives that would sliow the residents to cut
their meat and/or to butter the braad received on
resident meal trays.

The findings include:

Tha Dietary Department Procedurs, Dining
Sarvice, dated November 2003, doss nof include
the use and posltion of the flatware provided at
meal time {0 the residents.

1. Neither Resident #14 nor Resident
F experienced any decline or change
in status related to not being served
knives.

Since 7/12/2012, Resxdcnt #14 and
Resident F have been served knives ut
each meal.

2. The Distician and DON will

monitor 3 meals by 8/5/2012 to

identify if any resident is not served

knives.

Any issue identified will be

immediately corrected.

The ETD will randomly monitor 10
* residents being provided care by

8/15/2012 to identify any igsue with

Treating residents {n a manner that

maintains and echances dignity and

respect.

Any issue Identified will be

immediately corrected.

The Administrator completed a one

time audit of knives and flatware on

8/2/2012 1o identify if there was an

AND PLAN OF CORRECTION IPENTIFIQATIIQN NUMBER: . A BUILDING COMPLETED
3 B. WING
‘ . 186221 o7M2/2012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, ©ITY, S3TATE, ZIP CODE :
. , ‘ 571 PARKWAY DRIVE
SALYERSVILLE HEALTH CARE CENTER SALYERSVILLE, KY 41455
044) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX, (BAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHQULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: ‘ DEFICIENCY)

F 164 | Continued From page 2 F 164
while she administered medications 1o Residents
#16 and #46.
Interview conducted on 07/10/12, at 4:.35 PM,
ravealed RN #1 had been trained to maintain
canfidentiality of residents' medical information.
The RN stated she was responsible to cover the
MAR during medication.administration. The RN
acknowledged she had left the remdents' heaith
Information exposed.

F 2411 483.15(a) DIGNITY AND RESPECT QF F241| F241

ss=6 | INDIVIDUALITY
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F 241 | Continued Froén page 3

Observation of the neon meal an 07/10/12,
revealed 23 residents were eating in the facility
dining.room. The 23 residents recsived cubed
steak and rolls for lunch. In addition, obsarvatlon
conducted during the svening mea| revealed 14
residenis wera sating In tha dining room. The 14
rasidents received saimon patiles and braad.
Based on the observations, the facility failed to -
ensure the residents were provided knives to out
the mests served andfor to spread condimanis on
the rolls/bread.

Interviews were condusted with Resident #14 and
Resident F on 07/10/12, at 11:85 AM and 5:30
PM. The residents stated they would like to have
a knife to cut the meat ard spread butter on the -
bread. The residents stated they had requestsd
a knife and the staff in the dining room told ths
residents the Dietary Dspar’rment does not have
any knives,

An interview was conducted with the Dietary
Manager {DM) on 07/10/12, at 11:56 AM. The
DM statsd the Distary Department had knives in
a desk drawer of the Dietary office. The DM
stated the resldents observed sating in the dining
raom had not been assessed by tha nursing staff
o have restrictions reiated to the | use of a knife at
meal time,

F 242 | 483.18(h) SELF-DETERMINATIGN - RIGHT TQ
s$5=D | MAKE CHOICES

The resident has the right to choose activities,
schedules, and health care copsistent with his or
her interests, assessments, and plans of care;
Interact with members of the community both
inslde and outside the facility; and make choicas

F 241! adequate amount of flatware
including knives to be served at cach
meal. '

No issue was identified.

3. The Distary Manager was re-
¢ducated ene-on-one by the Dietician
on 7/12/2012 regarding knives being
served to residents at each meal.

The ETD will re-educate nursing staff
by 8/20/2012 regarding resident right
to have knives at eech meul and
resident dignity and respect policy.
The Dietician and Dietary Manager
will audit at least 15 ways each week
% 4 weeks to ensuré knives are on
each tray Deginning week of
8/20/2012.

The ETD will monitor at least 2
residents receiving care weekly x 4
weels beginning 8/20/2012 to ensure,
all residents recoive cure in & manner
to enhancs resident dignity 'md
provide pi Nacy

4, The Quality Assm'ance Teamn
(consisting of at least the -
Administrator, Medical Director,
Director of Nursing, Social Services
Director and Dietary Manaper) will
F242| review all audit findings and revise
current plan at least monthly
beginning week of 8/20/2012 onbomg
unti} issue is resolved.

5. Date of Compliance: B/23/2012
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F 242 | Continued From page 4 Fa42| F242 '
about aspects of his or her life in the facility that ‘
are sagnlchant to the resident, ' 4 . f. Resident # 13 and Rgsidunt #15
) _ ‘ were offered an alternative food
choice by the Certified Nursing
- l Asgsistant (hat was on their preference
This REQUIREMENT . is not met as evidenced list immediately upon 1dentlﬁcat:on
by g - of dislilee,
Based on abservations, interviews, and record
reviews, the facllity failad to accommodate the 2. All records‘and tray cards will be
individuat preferences for twe of twenty-four audited by the Dietician, Dietiry
sampled residents. Residents #13 and #15 had Manager, and DON and UM by
made the facility aware. of faod likes/dislikes; _ 8/20/2012 to dentify any record or
however, the facliity served foods. o the residents tray card that does not have food

likkés/dislikes a5 per the resident’s
personal preference.

Any issue identified will be
immmediately corrected by the
Dietician or Dietary Manager,

A one time audit of 25% of residents

that the residents had indicated they disfiked.
The findings include:
| Areview of the facility's policy (Tevised December

2008} regarding nutriional assgssments revealed
the gietitian or nursing staff was to complete a

food preference record for each resident within: will be completed by the Astivity und ' .‘
24 hours of admission. The resident's | Social Services Department by ' “
.| llkes/dislikes were t ba dacumented in the - 8/20/2012 to identify if resident |
resldsnfs clinical record. S choices ar: identified for activities !
' and care that is significant to them, -

1. Areview of the medical record for Resident - ' Any issueidentified will be

#13 revealed the facility admitted the resident on ' immediate!y resolved by the Activity .

12/10/10, with diagneses that included Transient or Social Services Department.

|schemic Attacks, Arteriosclerctic Heart Disease,

Hypertenslon, and Gastroesophageal Reflux 3. The Disticien/Dietary Manaper re-

Disease. A review of physician’s orders revealad : . educated dietary staff on 7/11/2012

the resident was to receive a Controlled regarding ¢nsuring tray cards arc

Carbohydl‘ate Digt. The "OOd Prefarsnce—s Card acoyrate and fg]]owed to allow
Included with the resident's meal tray revealed resident 1o make choices that are

|- Resident #13 did not liks carrors. Significin 1o thom,

The ETD will re-educate nursing
staff, social services department,
maintengnes department and

Observations of the noon meal on 07/1212,
revealed carrots had been included on Resldent

1]
H
i
L
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) ) DEFICIENCY)
F 242 | Continued From page 5 ' F 242 housckeoping department by

8/20/2012 regarding resident right to
malce cholces that are significant to
them meluding food choices.

The Distician/Dietary Manager will

#13's lunch tray.

in an interview with Resident #13, the resident
stated, " don't fike carrots and I'm not going to

eat them, They know that." . monitor 2 meals daily x 3 days

. : beginning 8/6/2012 and then 5 meals
An interview with the Distary Alde (DA) on weekly x 3 weeks beginning the week
07/12/12, at 12:05 PN, reveslsd the DA was , of 8/13/2012 to ensure food
aware she was supposed to check the tray cards preferences are honored.
to ensure accuracy, however, the DA statad, i The Social Services Department will
justdidn'tlook atit* ) interview at least 5 cognitive

' residents weekly x 4 weeks beginning
2. Areviaw of the medical record for Resident week of 8/20/2012 to ensure all
#15 revealed the facility admitted the resident on choices are being honored including
09/27/04, with diagnoses that included Coronary food choices. : :
Artery Disease, Diabetes, Hypertension, and
Chrpnic Qbstructive Pulmonary Disease. A 4. The Quality Assurance Team
review of the physician's orders revealed the (consisting of at least the

resident was {0 recelve a Controiled
Carbohydrate Diet with imited high fat foods.
Further raview of the redical record revealed the
resident's tray card Indicated Resident #15
disliked fish/tuna.

Administrator, Medical Director,
Director of Nursing, Social Services
Director and Dietary Manager) will
review all audit findings and revise
current plan at least monthly

| Observations of Resident #15's meal tray on boginning week of 8/20/2012 ongoing
07/10/12, at the supper meal revealed the , | wotil issue is resolved,
resident received a salman patty-on hisfher tray, . ,
: 5. Date of Compliance: 8/23/2012
An interview with Resident #15 on 07/10/12, at '
5:45 PM, revealed the facility was "always
sending me things | don't like and | usually send it
back.” ‘

An interview with the facility cook on 07/10/12, at
6:00 PM, revealed the cook was aware of
Resident #15's dislike of figh, ' The cook further
stated, "l knew [he/she] doss notlike fish, but |
have sent [Rim/her] salmon befcre and [he/she]

FORM CMS-2567{02-50) Pravicus Vars lons Obeoigts Event I0: 5UKB11 Facilty ID: 100518 If cantinuatlon shest Page & of Z8

ZE/LB IV . IINASIATNS Lid LT'BT CT4C/EH/80




7686 "ON WdlE:9 CI07 'C (Eny aulp paalaosy

DEPARTMENT OF HEALTH AND HUMAN SERVICES _ | ' T ORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391 '
" | STATEMENT OF DEFICIENCIES %1) FROVIDBR/SUPRLISR/CLIA ULTIPLE CONSTRUCT . ’ -
AND PLAN OF CORRECTION ( . IDENTIFICATION NUMBER; e NSTRUGTION ’EQL%E;’{’}‘EEY ?
- _ , A, BUILDING i
D B, WING L -
. 185221 ‘ : o7Mas2012
NAME OF PROVIDER OR SUBRLIER STREET APDRESS, CITY, STATE, ZIP CODE
‘ 571 PARKWAY DRIVE
SALYERSVILLE HEALTH CARE CENTER
. - SALYERBVILLE, KY 41465 .
|
T LEE EUMMARY STATEMENT OF DEFICIENCIES D - PROVIDER'S PLAN CF GORRECTION (X8) ‘
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHGULD BE COMPLETION 1
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE |
DEFICIENGY) ;
H

F 242 Continued From page & F 242
- ate it :

An |nterview with the Registered Dletman (RD)on -
07/10112, at 6:00 PM, revealed staff should not
have sent food 1o residents that residents do not
like.

F 248| 483.15(e)(1) REASONABLEACCOMMODATION F246| F246
ss=D | OF NEEDS/PREFERENCES . . ' ' ' ;

1. Resident B: The thermostat kuob !

A resident has the right to resite andg receive on the resident rooni air conditioning &'
services In the facllity with reazonable ' © unit was inmediately fixed by the ;
accommodations of Individual needs and Maintenarice Supervisor on . [
prefersnces, except when the haalth or safety of 7/11/2012 w asccommodate the i
the Individual 'or other residents wouid be resident’s individual Lemperam.re |
sncangered. ' preference.

2. A one time audit of every room

| This REQUIREMENT is not met as evidenced was coimpleted by the DON, UM aad

by: ' the Regiolial Nurse q11_7/ 1 1720 1:2 io
Based on observation, interview, and record idontify any air conditoning units _
review, |t was determined the facility falled to © | without & thermostat kaob. No other :
ensure individual needs were-gocommaodated for issues were ldcnvtxhcd. ‘ _ !_
one unsampled resident (Resident B). Resident The Social Servaf:es Depfa:tl}lcnt will !
B was unable to adjust the thermostat in the corplets 1 one time audit of every :
resident's bedroom because the conirol knobs ‘ " room by 8/20/2012 w identify any ;
had been removed. Resident B stated the resident that is not comfortable in |
bedroom was cold and uncopnfartable, * .| their room and if the teinperaturs is 1‘
't per their preference. i
The findings include. . ' Any issue idemtified will be ]
‘ immediately corrected to ensure the :
An interview with the Director of Nursing (DON) residents are recsiving
on 07/11/12, at 4:56 PM, revealed the facility : accomodstions that meet thelr 1
doas not have a p0|!cy refated:to accommodation indrvidual preference and needs, i
of nesds for residents and no policy releted o the
| resident's Individual control of roam temperature. .| 3. The BTD will re-educate

!
Maintsnunee Department and nursing | E

Ohsarvation in the dining reom on 07/10/12, at
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F 246 | Continued From page 7 E 245 department by 8/20/2012 regarding
2:56 PM, revealed Resident B was observed - policy for accommodation of resident
sitting in.a wheelchalr dressed in a thick - needs and cesidents right to reside and
long-sleeved shirt. receive sérvices in the center with
reasonible accommedation of
Agroup interview o 07M0MZ, at 3:00 PM, . individual needs and preferences,
revealed Rasident B complained of his/her - The Maintenances department will
bedroom being ¢old and unable to changs the -audit all rogms weekly beginning
temperature in the bedroom because the control week of 8/20/2012 ongoing to ensure
knobs had been removed, and was not 2ure how thermostal is set per resident
-long ago but that it had been at least a month. preference and all units have knobs to
. conirol the thermostat.
Observation of Resident B's bedroom on The UM vil] rundomly monitor 5
07/11/12, at 4:25 PM, revealad the control knolbs residents receiving care' aud monitor
had been removed from the alr conditicner unit. x femperatuse in room to easure that
An interview condiictad with the Maintenance . ]es::em dnghtfm ﬂccomm%d?mn of,
Supervisor (MS) an 07/11/12, at 4:30 PM, 0CSCs 80C PrEISIORCEs alb being .
bserved weekly x 4 weeks beginnin
revealed the MS had not been aware the knobs © yxoW glanlng
were missing. The MS stated he did not monitor the week of 8/20/2012.
to ensure.knobs were in plage on:the alr ! )
conditloner units. ' 4. The Quality Assurance Team
(consisting of at least the
An interviaw with the Corporate Nurse (GN) on Administrator, Medjcal Director,
07/11/12, at 4:55 PM, revealed the facility had not Director of Nussing, Social Sgrvices
been aware of the issue. The CN stated the Direetor and Distary Manager) will
knaobs shouid have been raportad to the MS and ' review all audit findings and revise
replaced immediately. current plun at least monthly
F 253 | 483.15(h)(2) HOUSEKEEPING & F253| beginning week of 8/20/2012 ongoing
gs=k | MAINTENANCE SERVICES ugtil issue is resolved.
The facllity must provide housekeeping and 5. Date of Compliance: 8/23/2012
maintenance services necessary to maintain a _
sanitary, orderly, and cemfortable interior. F 253
1. No specific resident was identified.
] i All residents bavs the potentlal 10 be
This REQUIREMENT is not met as evidenced | affected. .
‘ ‘ : The smolcmg room walls were
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F 253 | Continued From page 8§ F 253| cleaned by houselkecping on

by ‘

Based on observation, inlervigw, and a review of
facility poficy, the facility falled to provide effective
housekeeping/maintsnance services to ensurs g
sanitary, comfortable interior. The facility's
smoking reom contained several torn chairs,
soiied, stalned wails, and an oily film on the air
conditioner cover, Walls In several resident
rooms were observed to have paint missing.
Chipped vanities were gbservad in three resident
rooms, doors in two residant rooms were
observed to be solled/stained, and 2 resident [ift
wag chserved to be dusty/dirty.

The findings include:

A review of the facility's Maintanamnce Policy,
dated 11/01/97, revealed the facility would
maintaln the facility and its squipment to provide
the best environment far residents, staff, and
visitors, According to the policy, work orders
were to be submittad to the Maintenance
Department fo ensure commupication between
depantments.

Observations of the facllity for 97110-12/12,
revealed the following areas were In heed of
maintenance services:

1. The smoking room walls were discolored and
stalned/sciled with an olly flm and the air
conditioner cover was yellowed and greasy to the
touch. Some areas of the smoke room walls
were gouged and missing paint. Five chalrs in
the smoke room had torn areas on the seats and
backs. The air filters were sailed.

2. Vanilies in resident rooms 407, 408, and 409

7/24/2012.

The air conditioner cover in the

gmoke room was cleaned by

housckeoping on 7/24/2012,

The walls in the smole room were

repaired and painted on 7/27/2012.

The 5 ¢chaits in the smoke room were

replaced with new chairs on

07/27/2012.

The air filters were replaced in the

simolce room on 7/16/2012.

Vanities in rooms 407, 408 and 409

were repalred by the Maintenance

Department on 8/2/2012. )

Resident room walls in rooms 1185,

304, 307, 316 and 415 were repairad
" and painted oo 8/1/2012.

All resideunt lifts were cleaned by the -

housekeeping department on

7/16/2012,

2. A ony time audit of all rooms in
the center will be conducted by the
Muaintenance
Departmen(/Housekeeping
Departmment by 8/15/2012 to identify '
any arga in need of repair of cleaning.
Axuy {ssues Identified will be
immediately corrected.

3. The Maintenance Department and
Housekeoping Department will be re-
educated by the ETD regarding policy
to ensure all areas of facility are clean,
orderly and comfortzble by 8/18/2012.
The Mainzenance and Housekeeping -
Departinent will make room rounds.
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F 253 | Continued From page F253| weekly x 4 wecks beginaing week of
" | ware observed to have chipped sdges. £/20/2012 and thex‘!. at least monthly
5 to emsure any repairs are completad
3, Resident rooms 115, 304, 307, 3186, 319, and tiniely, all rooms and common areas
415 were observed to have walis with scrapes are clean, arderly aad cownfortable,
and paint missing. ' The Administrator will audit 10
) ‘ rooins weekly x 4 weeles beginning
i 4. Aresident liftin resident room 312 was week of 8/20/2012 then monthly to
‘ pbserved o be solled. ensurs all wreas are clean, orderly and
. . comfortable. '
An interview with the Maintenance and
Housekeeping Supervisars on 07/12/12, at 2:00 4, The Quality Assurance Team'
PM, revealed neither of the supervisors had been {consisting of at least the
notified of the areas needing attention. According Administrator, Medical Dircctor,
to the Maintenarice Suparvisor, np one had Dirsetor of Nursing, Social Services
submitted work orders'and he dict not have a Director aad Dietary Manager) will
schedule to make regular rounds o observe for reviow all audit findings and revise
' malntenance/housekesping naeds ‘ current plen at least monthly
F 282 483.20{k)(3)(!) SERVICES BY-QUALIFIED F 282 SR 3 Y o
FRSONS/PER CARE PLAN - beginning week of /20/2012 ongeing
88=D PERSONS/ ARE uniil issue is resolved.
The services provided or arranged by the facility , - . ]
must be provided by qualified persans [n 5. Date of C°‘“Pllm°e' 8/23/2012
accordancs with each realdent‘s written plan of o
care, F 282
|. Regident # 4: The alarm was
This REQUIREMENT I8 not met as evidenced immediatly applied per the Certified
.| by: Nurse Assistant (C.N.A) on
, Based on record review, interview, and 7/10/2012,
observation the facllity falled te ensure services Resident # 4: The physician was
ware providad in accordanca with the plan of care notified on 7/10/2012 by the DON
and physician's orders for one: of twenty-four that the alarm was not on the resident.
sampled residents (Resident #4). Areview of No new orders were received,
Resident #4's medical record revealed the No other resident was jdentificd.
resident’s physiclan requested a body alarm be -
usad for the resident tq promote the resident's 2. A one me andit of all residents
safety whila in bed; obsgwaﬁqns conducted of with alarms was completed on
Resldent #4 throughout the day on 07/10/12, 7/10/2012 by the DON/UM and
FORM CMS-2887 (02-99) Previous Varsions Obsolels . Evunt i oUXE1 Feillly |D; 100819 ) If continuation shest Page 10 of 25.
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.get too close to the side of the bed.

revealed facliity staff failed to-ensure the body
alarm was in use for Resident #4 as requasted by
the phygician and identified on the pian of care. -

The findings include:

A review of the facility's Plan of Care Pglicy
(dated January 2012) reveaigd the plan of care
was o be utilized gs an interdiscipiinary
communication tool and would have measurable
objectives, with timeframes, and would deseribs
the services to be provided ta attain/maintain the
resldents highest practical physical, mental, and .
psychosogial well-being. The care plan was fo be
reviewed and revised according to the Resident
Assessment Process.’

A review of the medical record reveatled the
facility admitted Resident #4 on 01/22/03, with
diagnoses of anoxic brain Injury, dlabetes meljitus
ii, aphasia, psychosis, and weight loss, Staff
asseseed Resident #4.to have abnormal
involuntary movemaents and idsntified an
Intervention to use a body alarm on 08/01/12, to
ensure the resident's safety while in bed. In
addition, Resident #4's physiclan ordered a body
alarm to be used while the resident was In bed to
alert facility staff when the resident managed to

Resident #4 was obsarved to Hein bed on
0711012, at 3:00 PM and 5:00 PM. Based on the
observations, a body alarm was not In use for
Resident #4.

An interview was conducted with the Restorative
Nurse on 07/10/12, at 5:00 PM.. The Restorative
Nurse acknowiedged the atarm was not in use for

resident with an order for an alarm
- and if' it was on per the plan of care.
No issues were identified,
The DON/ETD/UM and/or the
Regional nurse will complete a ong
time audit by 8/17/2012 of all
residents’ plan of care to identify that
all care plans reflect each resident’s
individugl needs.
Any issue identified will be
immedialely corrected.

3, The ETD will re-educate nursing
steff regarding policy to develop an
individual, written plan of care and
policy to ensure that all care is
provided according to their individual
" plan of care by 8/18/2012,
The ETD/UM will complete an audit
of 5 residents on each wing to ensure
the plan of care is in place and being
followed by visualizing the resident -
weekly x 4 weeks beginning week of
§/18/20172 then 5 residents monthly x
2 months, .
The Interdisciplinacy leam (consisting
of the DON, UM, 58 and Dietary -
Manager) will andit 3 records weekly
x 4 weeks beginning weelk of
8/20/20122 to ¢nyurs ull plan of care is
mesting residents individual needs.

4. The Quality Assurance Team
(vonsistirg of at least the

" Administrator, Medical Dirsctor,
Director of Nursing, Social Services
Director and Dietary Manager) will

© ) D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION p5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$S-REFERENCED TO THE APPROPRIATE DATE
_ , DEFIGIENCY)
F 282 | Continued From page 10 F 282 Regionul Nurse to identify any
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F 282| Continued From page 14 F 282 review all audit findings and revise
Resident #4 and statsd the facility's Certified curront plan az least ‘:Inonshly .
Nursing Associates (CNAs) must have.left the beginning week of 8/20/2012 ongoing
resldent's atarm off when the resident's linens until issue s resolved,
. were changsd. . . .
F 308 | 483.25 PROVIDE CARE/SERVICES FOR Fagg| - Dete of Cowpliance: £/23/2012
8s=D | HIGHEST WELL BEING
» F 309
Each resident must receive and the facllity must L .
provide the necessary care and services io attain 1. Resident#1: The physician was
or maintain the highest practicable physical, notified of the change in condition at
mental, and psychosocial well-being, In the time it occurred and Resident #1
accordance with the comprehnnstve assessment Wwas sent to the hospital later that day,
and plan of care, Resident #1 is presently in the center
and has experienced no decline.
The facility Medical Director was
notified on 7/12/2012 that monitoring
l’;us REQUIREMENT is not met as ewdenced was not documented on 7/4/20172
related to identify “chest pain”,
Based on observation, intervlew record review, No new <I:rd;rs i,};re mtcg
and a raview of facility policy, It was determined No other residents were identified
the facility failed to ensure residants were D otier resicents wer loentiec,
monltered when a change in condition occurrad. sy N A ot .
The facillty failed to monitor one of twenty-four 2. | Th;; E‘Ode E [ ?j%‘d will vy mplete
sampled residents following a change in resident a 100% audit by 8/18/2012 o ouses
condition. Resldent #1 axperisnced a change in notes from a period of 7/1/2012-
condition at 9:00 AM, but there was no evidence 7/31/2012 to identify any monitoring
the facility monitored the resident for further uveds thet were not documented.
changes until 4:00 PM, a periad of seven hours. Any igsue 1dentified wili be *
mmmediately reported to the physician
The findings Include: by the DON or Unit Manager,
The DOM/UM is to be notified of any
Areview of the faclllty's pollcy, dated January acute chaage in condition by the ,
2004, ravealed staff was to make all entries into charge nurse X 30d beginning :
| the medical record as sooh a% posseb[e after an 8/3/2012 1o assist with monitoring i
observation, assessment, or Intarvention needs 10 identify any dther resident "
occurred. . that may be affected. 1
A review of the medical record far Resident #1 '
FORM CMS-2667(02-89) Provious Varsions Qbgclete . Event (D:0UXe11 Fecllly ID: 100819 i continuatien shest Page 12 of 28
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revealed the facility admitted the resident on
04/11711, with diagnoses that included Coronary
Artery Disaase Status/Post Myocardial Infarction,
Hypertension, Peripheral Vascular Disease, and
Chirenle Obstructive Pulmonary Disease.

A revisw of the nurse's notes dated 07/04/12, at
9:00 AM, revealed Resident #1 complained of
chest pain but told the nurse that it was "just gas®
and refused to go o the Emergency Department
of the hospilal. The resident's vital signs were
obtained and recorded, the physician was
notified, and a “stat” eleqtmcardlogram EKG)
was ordered Further review of the nurse's notes
revealed the next entry in the resident's medicai
record was at 4:00 PM, seven hours after
documentation of the resident's imitlal complaint,
and at that {ime staff documented the resident
complained of "heaviness in the chast, but not as.
Intense as eadier." The physician was notified
and the resident was transported fo the hospltal
for evaluation, There was no gvidence in the'
medical recard that facility starf had assessed
Resident #1 for continued complaints of pain, an
improvement in tha pain, or for any changes in
condition from 9:00 AM until 4:00 PM, a
timeframe of seven hours.

An intervlew with Registered Nurse (RN) #1 on
0711012, at 6:10 PM, revealed she was on duly
when Residant #1 complalned of pain on
07/04/12. RN #1 stated she had assessed the
resident frequently throughout: the day betwsen
9:00 AM and 4:00 PM, but she failed to dooument
any of the assessmenty/observationz she made
or fo obtain the resident’s vitalisigns.

An interview with the Unit Manager {UM) on

. monitoring/docuimenting when a’

* Administrator, Medical Director,
- Dirgotor of Nursing, Social Services

PG 1D SUMMARY STATEMENT OF DEFICIENCIES D PRCVIDER'S PLAN OF CORRECTION X5y
FREFIX {EAGCH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CCMPLETION
TAG REGULATORY-OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY) :
- F 309 Continued From page 12 F300| 3. The ETD will re-educais all

licensed nurses by 8/14/2012
regarding policy for reporting change
in ¢ondition to the physician and

change of condition oceurs,

The DON/UM will audit 5 records
weskly x4 weeks beginning weelk of
8/20/2012 to ensure any change of
condition was lepoxted to the
physician and monitoring and
dooumentition of monitoring was
completed to ensure that sach resident
1s recsiving the necessary care and
services to maintain the highest
practicable mental, physical and
psychosocial well being.

4, The Quality Assurance Team -
{consisting of at least the

Director and Dietary Manager) will
review all audit findings and revisé
current plun af least monthly
beginning week of 8/20/20.2 ongoing
untii issue is resolved, ‘

5. Date of Complianve: 8/23/2012
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F 308

F 333
$8=D

-07/10M2, at 6:30 PM, revealed RN #1 should

‘on Q7M1/M2, at 1:45 PM, revealsd the DON was

Continued From page 13

document her observations when she reassessecd
the resident The UM further stated she was
unaware that there was no decumsntation in the
medical record for the: pariod of time betwsen
9:00 AM and 4:00 PM, and stated she hag falled
to monitor the RN fo ensurs the nurse
documented her assessments/abservations.

An interview with the Director of Nursing (DON)

aware of Resident #1's cornplaint of chest paln on
07/04/12, and stated she thought RN #1
observed the resident at fraguent intervals
throughout the day. The DON also stated she
failed to monitor the situatior to ensure staff was
documenting their obsarvations/assessments.
483.25(m)(2) RESIDENTS FREE OF
SIGNIFICANT MED ERRORS

The facillty must ensure that residents are free of
any significant medication errors,

This REQUIREMENT Is not met as evidenced
by . '

Based on abservation, interview, review of the
medication package insert, 2nd review of the
facility's policy, it was determined the facility failed
to ensure one of twenty-four sampled residents
was free of significant madication errors
(Resident #16). A Registered Nurse (RN) was
observed to mix two insulins together in the same
syringe (which was not in accerdance with
manfaciurer's directidns) and administer the
insulin to Resident #18. ‘

The findings include:

F 308

F 333

| Manager (U.M.) on 7/10/2012 that

- No other residents were identified.

F 333

1. Resident #16: The physician and .
family were notified by the Unlt

Novolin 70/30 and Novolin R were
mixed in the same syringe and given,
No new ovders were noted.

2. The ETD will complete a one time
audit by 8/14/2012 or all licensed
nursing staff © identify any ourse that .
is not aware of manufactures
regommendation for mixing insulin,
Any issue identified will be
immediately corrscted by the ETD.
The DON/UM and/or ETD will
randomly review 15 residents’
physician's orders and ¢ompare to the
Medication Administration Record by
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ar12/2012

Review of the fasility's Insutin 1njection policy
(dated January 2001) revealed facility staff was
responsible to verify the comeget dosdge, form,
route, and time of medications a total of three
times prior to administration to ansure insulins
wers administered correctly. The peolicy noted "to
mix insulin as Indicated.”

Revlew of the medication package ingert for -
Novolin 70/30 Insulin revealed the insulin shouid
not ba mixed with any othar insufing. The
package nsart did not identlfy the potential risks
to individuals when Novolin 70/30 insulin was
mixad with cther Insuling.

Observations during a:medication pass
conducted with Registered Nurse (RN) #1 on
08/10/12, revealed the RN administered Novoiin
Regular Insulin (8 units) and Novelln 70/30 [nsulin
(34 units} subcutaneously to Resgident #16 at 4:20
PM. The RN was obsarved to mix both the
insuling in the same syringe prior o
adminisiration.

Interview conducted with the facility's Registered
Pharmacist (RPh) on Q6/10/12Z, at 11:06 AM,
corifirmed Navolin 70/30 Insulin should nof be
mixed with any other insulin and should be
adminlstered to the resident in different syringes.
The RPh stated Insulins with a 70/30
concentration should not be mixed with other
insuling. The RPh further stated when the two
insulins are mixed together inihe same syringe
the 70/30 Insulin could potentially be diluted with
the Regular Insulin and aiter the concentration of
the insulin. The RPh stated this could result in
hyperglycemia or hypoglycemia for a resident,

F 333 24
‘ error and ensure residénts arc free of
sny medication error,

3. The ETD will re-educate licensed
ourses by 8/15/2012 related to the §
nights of medication pass, mixing
insulin’s, wenseribing medications
and policy related to medication”
errors. ' ‘

The UM will audit at least 3 nurses
administering insulin at least one time
weekly x 4 weeks then 3 nurses
monthily s 2 months beginning week
of 8/20/2012 to ensure that all
insulin's are adminizstered per
manufactnres recosimendation.

The ETD will monitor 4 nurses
administering at least 5 medicutions
one time ‘weekly x 4 weeks beginning
week of 8/20/2012 then | nurse
administering 5 medications monthly
x 2 montls.

The DON/UM will sudit 5 physicians
orders weekly, x 4 weeks beginning
waek of 8/20/2012 to ensure that
resident medication administration
records reflect current and correet
physician’s orders for medicstions.

4. The Quality Assurance Team
(consisting of at least the
Administrator, Medical Director,
Dirgctor of Nursing, Soclal Services
Director and Dietary Manager) will
review all uudit findings and revise
ouwrrent plan at least monthly
beginning week of 8/20/2012 cngoing

06y 1D SUMMARY STATEMENT OF DEFICIENCIES ! PROVIDER'S PLAN OF CORRECTION IXB)
PREFIX (EACH DEFICIENCY MLIST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD Bg COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
- , DEFICIENC'Y)
F 333 | Continued From page 14 8/15/2012 to identify any medication
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1 06/12/12, at 4:30 PM, revealed the nurses werg

Continued From page 15

Interview with RN #1 on 08/10/112, at 1:25 PM,
revealed the RN was not awara of the information
provided in the medication package insert and did
not know the two insuling should not be mlxed
together,

Interview with the Director of Nurses (DON) on

responslbla to review the infarmation from the _
medication package insert to.ensure medications
were adminigierad comrectly. The DON stated
random observations wars cenductad of the
medication pass and no problems had been
identified.

483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR,
PALATABLE/PREFER TEMP

Each resident recsives and the facility provides
food prepared by methods that conserve nutriive
value, flavor, and sppearancs; and food that is
palatable, attractive, and at the proper
tamperature.

This REQUIREMENT s not me! as evidenced
by:

Basad on observation, interview, and policy
feview, it wae detsrmined the facility falled to
provide foods thaf wers palatahie and aftractive
during the evening meal on 07/10/12.
Observatlon revealed the evening meal on
07/10/12, was not prepared In agcordance with
the pianned menu and 2s a result, the foods
tasted blard, unusual, and were not attractive.

The findings Include:

F333| untlissue {s resolved.

5, Daie of Compliance: £/23/2012

F 384 F et
l. Rosidents ALB,C, D, E and
Resident #21 have experienced no
change related 1w bland food.

Ne other resident was identified and
all residents have the potential o be
| affected. .

2. The Digtician will audit meal’
preparation for 3 meals by 8/6/2012
to identify any food item that is not
prepared per menu instructions that
include spices to eliminate bland taste.
Any issue identified will be
immediately corrected.
The Distary Manager will audit §
meals by 8/7/2012 to identify 2ny tray
that does not appear attractive, and is

" not prepared to conserve nutrient
value, flavor and is not palatable.
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*F 384 | Continued From page 16

A review of the facllity's planned menu for the
_evaning msal on 07/10/12, revealed the resldents
were o recelve salmon patties, mixed
vegetables, tri-color spiral pasta, and sunny psar
slices.

Observation of the evening meal on 07/10/12, at
§:15 PM, on the Blue Hall, revealed the residents
received a salmon patty, mixed vegetables
(ysllow and green), whits spiral noodles (instead
of tri-color spiral noodles), cut up pears Ina
yellow sauce, milk, waler, coffee, and juice.

An interview with Residents A, Bi C, D, E, 'and
#21 0on 07/10/12, at 3:00 PM, revealed the food
ssrved gt the facliity did not look appetizing and
did not ziways taste good. ‘The residents stated
meet often tasted like it had fillers (cereal} in it
and tasted bland,

Atest tray of the evening meal (ragular diet tray)
an Q7/10/12, with the Dietary Manager and
Licensed Practical Nurse on the Blue Hall,
revealed the salmon patty from the test tray
tasted good and the mixed vegetables wers
seasoned well and tasted good. Howavar, the
white spiral noodles were bland and the diced
pears in yellow gelatin sauce tasted unusual. The
meal was also cbserved to appear all the same
color and unatiractive,

An Interview with the cook on 07/12/12, at 2:30
PM, revealed the cook did not follow the recips
for the noodles or the pears dessert for the
evening meal on 0710/12,

An interview with the Dietary Manager (DM) an
07/10/12, at 6:15 PM, revealed the pasta was

F 364| 3. The Dicticiun and Dietary
Munager re-educated distary staff on
7/13/2012 regarding policy to prepace
all foods aceording to menu to ensure
that food is palatable, attractive and
not bland, .

The Dietician or the Dietary Manager
will monitor 2 meals daily x 3 days

. beginning 8/6/2012 (hen 5 meals
weekly x 3 weeks beginning weel of
8/13/2012 to ensure ali foods are
prepared according to menu are
palatable, attractive and prepared to
conserve nufricat value,

The Dietary Manager will interview 5
prople weekly x 4 weeks béginning \
weels of 8/20/2012 regarding the taste.
and attractiveness of meals.

4. The Quality Assurance Team
(consisting of at least the
Administrator, Medical Direotor,
Dirgetor of Nussing, Social Services
Director and Dietary Manager) will
review all sudit findings and revise
current plam at Jeast monthly
beginning weck of 8/20/2012 ongolng
until igsue is resolved,

5. Date of Compliance: 8/23/2012
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F 364| Continued From page 17 F 364 :

supposed to be tri-colured pasta; however, there
was no tri-colored pasta and the white spiral
pasta had been substituted. The DM alse stated
the recipe far the pasta cafled for buitar or
chicken broth in the ngodles, but according to the
DM, the butler or broth was not added to the
rioodles. Tha DM acknowledged the noodles
lacked fiavar and coler. In addition, the DM
siated the Kikchen staff had not followed the
recipe for the dessert and had ussd too much, of
| the gelatin and the desert had not congaalad

making it soupy. F371 i
F 371! 483.35()) FOOD PROCURE, F 371 : |
§S=E STOREJ’PREPAREJ'SERVE - SANITARY 1. No specific resident was identified, 5

The 'metal shelf in the kdtchen was

The facility must « cleaned by the Dxetary Manager on
{1) Procurs food trom sources approvsd or “13/2012.

considared satisfactary by Federal, State or |acai
authorities; and

{2) Store, prepare, distribute and serve food
under sanitary conditions

2. The Dietician /Distary Manager
will monitor 3 meals by 8/6/2012 to
identify zny staff member not
washing hands according to facility
policy and/or changing gloves as
needed to ensure food is handled,
stored and served under sanitary

Thie REQUIREMENT ia nof rnet as evidenced conditions.

by: X Amny issue identified will be

The facility failed 1o store, prepare, and serve T immediately corrected,

food in.a sanitary manner. Puring the meal tray A on time audit of all equipment in

assembly service conducted at 5:30 PM on the kitchen will be conducted by the

07/10/12, the facility cock was observad to leave | Dietician/Dietaty Manager by

the tray assembiy line waaring the food service | 8/10/2012 to identify any cquipment .
gloves utillzed to maintain cleaniiness during the ' and /or area that needs cleaning, :
tray assembly. The facility copk returned tothe - Any issue identified will be

tray assembly line and was observed hoiding an
Ink pen. The cook did not remove the food
service gloves or wagh her/his hands after -

immediately corrected,
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X4) 0 SUMMARY STATEMENT OF DEFIGIENCIES T PROVIDER'S PLAN OF CORRECTION 1%6)
PRERX {EACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD Be COMPLETION
TAG REGULATORY OR LSC IDENTIFYINGINFORMATION) - TAG CROSE-REFERENCED TO THE APPROPRIATE baTE
N : DEFICIENGY)
F 371| Continved From page 18 F371| 3. The Dietician/Dietary Manager re-
handling the soiled ink pen, and continued with cducated dietary staff on 7/13/2012
the meal tray asssmbly. In addition, during the regatding policy to handle, store and
final sanitation audit conducted on 07/12/12, at serve food under sanitsry conditions
2:10 PM, the metal shelvés in the Distary that Inctudes hand washing and
Department that contained clean stainless steel | equipment cleuning.
cooking pans were obssrved o have a buildup of | The ETD will re-educate nursing.
rust and greasy sail. department by 8/8/2012 regarding
“ . . policy to handle, stare and serve food
The findings inciude: o under sanitary conditions that
] B . . includes hand washing,
A review of the facility Psrsonal Hygiene Policy The Dietician/Dietary Manager will
(dated July 2012) revealed the staff was to wash monitor 3 mesls/day x 3 days being
their hands when returning to the work area and served beginning 8/6/2012 then 3

betore applying gloves for working with food. meals weoekly x 3 weeks beginning

weel of 8/13/2013 to ensure all food

is served , handled and stored under -

sanitary conditions focusing on hand
- washing and glove use.

Observation of the meal tray assembly produdtion
line on 07/10/12, at 5:30 PM, revealsd the facility
cook had not recarded the food temperatures
obtalned prior to Inltiating the evening meal tray *

ine assembly. The fagility cook eft the fray line | The ETD will observe trays being

on 07/10/12, at 5:35 PM, while wearing the piastic served to at least 5 residenty weekly x
food service gloves worn to prepare the mesi 3 weeks beginning wesk of 8/20/2012
trays, to abtain the documented food - . to ensure food is served under
temperatures. The dietary cook refurned to the sanitary conditions, focusing on hand
tray line with the recorded food temperatures in washing.

her glaved right hand. The fagility cook was _ The Distary Manager will audit ail
observed fo have an Ink pen in her gloved left equipmerd and storage shelves for
hand and proceeded to record the food cleanliness at least weekly beginning
temperatures in a temperature log. At 5:38 PM week of §/13/2012 w ensure all
on 07/10/12, the facllity cook returned to the tray equipment and shelves are clean and
line while wearing the same food service gloves, saritary.

and continued to place food items on the plates :

and serve-the residents' foad.  The facillty cook 4, The Quality Assurence Team

failed to remove the glovas, wash her hands, and
apply clean gloves prior fo returning to the focd
service area to continue pregaring the food itermns.

(consisting of at least the
Administrator, Medical Director,
Direetor of Nursing, Social Services

An Interview was conducted with the dietary cook Director and Dietary Manager) will
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The facility must dispose of garkage and refuse
proparly. T

This REQUIREMENT is not met as evidenced

y:
The facility failed to dispose of gerbage and
refuse as requirad by tha Kentucky Retail Foad
Coda (KRS 217.127). Observation of the facility
durnpsters on 07/10/12, at 2:15 PM, revealed two
of the three dumpsters had fids thst were too
targe to provide a tight seal at the top of the two
dumpsters. The ill-fitting lids aliowed ths garbage
bags to be exposed and, as a repult, promaoted
harborage and feeding of rodents, flies, roaches,
and wildlife. ‘

The findings include:

The ill-fitting lids on the dumpsters
were repaired by maintenance staff on
07117112,

2. An environmental review and
audit was completed by the

- Administrator on 8/2/2012 to idemity

any cquipment and/or area that needs

_ addyessed to ensure proper disposal

of parbage and refuse.

Any Issu identified was immediately
addressed.

The housekeoping/maintenance staff
will elean and disinfect the three (3)
dumpsters by 08/10/12.

3. The Maintenance Department,
Dietary Department, and

(Xd) o BUMMARY STATEMENT CF DEFICIENCIES iD PROVIDER'S FLAN OF QORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHQULD BB COMPLETION
TAG REGLLATORY OR, L3C IDENTIFYING INFORMATION) T TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
‘ : DEFICIENGY)
F 371| Continued From page. 19 E 371 review all audit findings and revise
on 07/10/12, at 5:30 PM. The distary cook stated current plan af least monthly
she forgot to change the gloves and wash her beginning weck of 8/20/2012 ongoing
hands. until issue is resolved, .
In addition, observation on 07/12/12, at 2:30 PM, 5. Date of Compliance: 8/23/2012
of the metal storage shelves containing clean
stainless steel holding/cooking pans revealed the
shelves had areas of red/rust and a buildup of
grease on the end shelves and metal rods,
An interview was canductsd with the facility cook
on 07/12/12, at 3:00 PM. The facility cook stated
the shelves had not been cleanad in a "long
| time," The dietary cock further stated he/she was
unsure which of the dietary staff-was responsible
10 claan the shelves tg ensure the sheives’ F372
cleanlingss. . '
F 372 | 483.35(|)(3) DISPOSE GARBAGE 8 REFUSE F a7z N emecifie cegident v i dans
ss=c | PROBERLY . 1. No specific resident was identified.
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DEFICIENCY) _
F 372 | Continued From page 20 F 372| Housekesping Deparunent will be re-
educated by the ETD regarding policy
A review of the facility Waste Storage and to ensure proper disposal of garbage
Disposal Palicy (dated July 2012) revealed waste and refuse by 8/18/2012,
was to be in covered containers so as not fo ‘The Maintenance and Housekeeping
provide a safe haven for rodent and pest Department will make environmental
infestations. The policy revealed the area around rounds weekly x 4 weeks beginning
the external waste containers was to be kept in a week of §/20/2012 and then at lgast
neat, arderly, and sanitgry manner and the: monthly to-ensure proper disposal of
container lids were 1o be closed at all times when garbage :nd refuse,
nof in use. The Administrator will conduct
) eavironmental audits weeldy x 4
Observation of the three facllity dumpsters, during weeks beginning the week of
:E; '"ﬁ;l;%ﬂ';” tO?/ 1 B; ?:6:5%1 ;'}5 AM, rﬁ,"agag 8/20/2012 then monthly to ensure
o} PELBIS, ‘1 Close pro : y £ 1ce
the facility, had lids that wera-twa lang n Jength to proper disposal of garbage and rofuse.
close properly and provide a seal around the o 1 —
exterior edges of th% dumpster. The bags of 4. The Q”amfy Al"sm:;fu Toam
refuse were accesslble 1o fies, rodents, roaches, (conb}s'tmg clat ‘?Zs.t m? .
and other wildlife. A large number of flies were Administrator, Medical Director, .
observed 1o be flying in and around the nside of Director of Nursing, Sccial Services
the dumpster. Director and Dietary Mjanager) vyﬂl
. . _ . review all audit findings and revise
An Interview conducied with the Oletary Manager currest plan at least moathty .
on 07/10/12, at 2:15 PM, revsaled the dumpster beginning week of 8/20/2012 ongoing
lids were damaged by a storrm in March 2012. until issus is resolved.
The Dietary Manager further stated the oid Jids
were torn and had to be replaced. The Distary 5. Date of Compliance; 8/23/2012
Manager stated the new lids did not fit the .
dumpsters properly because thelids were longer
than the lids originally on the waste container.
The Dictary Manager stated no ane had called
the garbage company ta get better fitting lids for
: the dumpsters. :
F 441 483.65 INFECTION CONTROL, PREVENT Fa41| gaa
$5=D | SPREAD, LINENS
The facility must establish ang maintain an r‘é1ﬂ'ﬁ:j‘f’o“::aﬁflﬂ{‘gﬁ;dgﬂ%:l}z‘;f
infection Contral Program deglgr}ed to pravilde a Food temperstures wers within
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(%) D SUMMARY BTATEMENT OF DEE ICIENCIES ' ] PROVIDER'S FLAN OF CORRECTION (X5} :
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o DEFICIENCY}
F 441} Continued From page 21 F 441| recommended limits on 7/10/2012. ‘
+ | eafe, sanitary and comfortabie environment and The Medical Director was notified of
10 help prevent the development and transmission staff “blewing™ on food by the DON
of diseass and infe_cthn on 7/10/2012 with no new, orders
< noted.
-(@) Infection Control Program. . ,
The facility must estabiish an [nfeetion Contral 2. An audit of 3 meals will be
Program under which it - completed by the Dietary Manager
(1) Investigates, controls, and prevents infections | - and DON by 8/10/2012 to identify
in the facility; any staff member “blowing” on food,
(2). Decides what prucedures such as iso!atlon not washing their hands and
should be applied to an individual resldent; and maintaining safs food handling
o g g _ 2 I
(8) Maintains a record of incidents and corrective procedures, - .
sotions related to infections. . _ Any issus identified will be . _

" immediately corrected. :
The ETD will andomly menitor staff -
providing care to at least 10 residents - ' 1

(b) Preventing Spread.of Infection

(1) When the Infection Control Pragram
determines that a resident nesds lsolation to
prevent the spread of infection, the facility must
isolate the resident.

" by 8/18/2012 o identify any hand
" washing Issues, linens being handled

(2) The facility must prohibit empioyees with a and transported properly to ensnrs - i

communicable disease or infected skin lesions residonts are provided care In sanitary :

from direct contact with residents or their food, if and corafbrtable conditions and'in a

direct contact will transmit the disease, manner that prevents infections.

(3) The facility must require staff to wash thair Any issue identified will be

hands after each direct resident cantact for which immediatsly corrected. ;_

hand washing Is indicated by Bccepted The ETD will complete a one time i

professional practice, dudit of all residents with infections |
| that require isolation by 8/5/2012 to ‘

(c) Linens identify if any resident is not in !

Personnel must handle, slore, process and ‘ isolatién per policy. [

ftrz;nst;lmrt linens so as fo preventithe spread of Any issue identified will be !

infection. :

immediately corrected.

3. The ETD will re-educate nursing
_ staff by 8/20/2012 regarding infection
This REQUIREMENT is not met as evidenced c‘m{r.ul policy ,I‘chqsmg on hland
by: \_Nashmg, handling linens, not -
i “blowing “ on food and ensuring

FORM OME-2867(02-96) Previus Varslons Ozedlele . Event |D; 0UX31t Faailfty ID: 100618 # cantinuation sheet Page 22 of 28

| |

EASWASTANNE S\v/s ©TIIASEATINS LL1 LTBT CIBZ/EB/BB



'Bﬂ\f W] psAlelay
PRINTED: 07/26/2012

| . P86 ON WAZE'S 7107 ¢
DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMFBOI\Tg %Zg‘;-%\ég?
STATEMENT OF DEFICIEN ‘PROVIDES : ’ ;
AND PLAN OF CORREGTION | ™ I iaion Mo 2] MULTIPLE CONSTRUGTION ) LTS

, e A, BUILCING
85271 B ine 07/12/2012
NAME OF PROVIDER OR BUPPLIER _ STREET ADDRESS, CITY, STATE, ZIP CODE
SALYERSVILLE HEALTH CARE CENTER 51 PARKWAYDRIVE
o ’ : SALYERSVILLE, KY 41485
(%) ID EUMMARY STATEMENT OF DEIFIGIENCIES ey PROVIDER'S PLAN OF CORRECTION i)
PREFTX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 5HOULD BE COMPLETION
TAG REGULATORY QF: LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70 THE APFROPRIATE ATE
DEFICIENCY)
F 441 | Continued From page 22 F 441 | isolation procedures are followed.
Based on observation and interview, the facility The DON and/or Dictary Manager
falled to ensure infection control guidelines were will monitor at least 3 meals weekly x
followed during the resigents’ naon meal service 3 weeks beginning week of 8/20/2012
on 07/10/12, af 12:30 PM." A mamber of the 1o ensure staff are not “blowing™ on .
facility staff was observed to blow zir from her food and washing hands to prevent
mouth on each spoonful of food offsred to infections.
Resident #7 in an attempt to “cani” Resident #7's " The DON will veview laboralory
food. results 5 x weekly x 4 weaceks
‘ beginning week of 8/20/2012 to
The findings include: ensure all residents with infections
' . ‘ _ that require isolation are in isolation.
The facility provided infection control policies for The ETD will monitor at least 5 staff
rsview, The policies included guidellnes to providing care to at least 10 residents
maintain sanitation ln the facility. montbly x 2 moaths beginning week
| During observations of the naon meal on  OF 8/20/2012 to ensur linens are
07/10/12, 3t 11:30 AM, 11:55 AM, and 12:30 PM, e od per infuction contral poticy
Licansed Practical Nurse (LPN) #3 was observed , 140G Washing s periormed p
to assist Resident #7 with the meal. The LPN policy.
was cheerved to blow air from her mouth onto , ' "
each spoonful of food offered; to Resident #7 and 4 The Quality Asswance Team
before placing the food Into the resident's mouth. (consistirig of at least the
Co Administrator, Medical Director,
An interview with the LPN #3 on 07/10/12, at Director of Nursing, Social Services
12:30 PM, revealed Resident #7 had complained Director and Dietary Manager) will
the food was too hot, and the LPN was trying to review all audit findings and revise
cool the food to prevent the food from buming the current plan at least moathly
resident's mouth beginning week of 8/20/2012 ongoing
until issus is resolved.
An inferview was conducted w:m the facility's
Registered Digtitian (RD) on 07/10/12, at 12:30 5. Date of Compliance: 8/23/2012
PM. The facility RD acknowledged the method '
usad by LPN #3 to cool the resident's food was
unsanitary and should not be used.
F 456 | 483.70(c}{2) ESSENTIAL EQUIFMENT, SAFE F458| r4ss

~ 88=E'| OPERATING CONDITION. .

. ; 1. No specific resident was identified.
The facility must maintain ?II essenlial The “ice sream” freczer was
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0638-0351
STATEMENT OF DEFICIENCIES (X1} EF'ROVI;DERISUPPLIERJCL!A MULT[FLE CONSTRUCT ) B
AN PLAN OF CORRECTION ICENTIFICATION NUMBER; *3) NS qrr on W}CSEEPEEJTRQHEY
b A BUILDING
485221 B.WING 07/12/2012

NAME OF PROVIDER OK SUPPLIER
'SALYERSVILLE HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP COOE
§71 PARKWAY DRIVE -

SALYERSVILLE, KY 41465

I} PROVIDER'S PLAN OF GORREGTION

‘cooler had a clear liquid dripping from the

 defrosting of essential refrigerétion equipment.

'| ag affect the funetion of the freezer, The

mechanical, electrical, and patient care
equiprment in safe aperating condition.

This REQUIREMENT is not mef as swdenced
by:

The facility failed to ensure thatalt essantial
mechanical equipmsnt was kept in safe opsrating
condition. Observation of the facility ice cream
freezer on 07/1012, at 11.56 'AM, and on
07M12M 2, at 2:50 PM revealed the Ice cream
freezer had & one-haif Inch layer of frost
accumulated on the interior. Observation on
07712112, at 2:15 PM, of the facility's "reach-in
coaler” in the Dletary Department revealed the

fan/condenser box. The clear liquid had the
potentfal lo drip an the foods stored on shelves
below the fanfcobdenser,

The ﬁnd}ngs Include;

The Dietary Manager stated an 07/12/12, at 2:30-
PM, the facility had no policy on maintenance and

During the [nitlal sanitation audit conducted on
07110412, at 11:50 AM, the faciiity ice cream
fre@zer was observed to have a one-half ingh
layer of frost/lee on the Interior walls. The
accumulated frostice had the potentlal to
contaminate the ice creamn stored inside, as well

thermometer located Inside the ice cream freezer
registered -8 degrees. Further observation of the
ice cream fregzer on 07/12/12, at 1:46 PM,
revealed the freezer contalned the frostfice
bulidup on the interlor of the fr{eezer.

Mzmuger

The facility’s “reach in coolc.r”
fan/condenser box was repaired by
the Maintsnance Department and is
no longer leaking water.

2. A one time audit of all freezers
will be conducted by the Dietary’
Manager by 8/6/2012 to identify any
freezer that has an ice build —up any
freezer fan/condenser box has water |
leaking around it and /or any dietary
equipment not in safe operating
conditioz.

Any Issus identified will be
immediately corrected or equipment
removed until repaired,

A one time-audit of ail patient care
oquipment will be conducted by the
Malntensnce Director and DON by
8/12/2012 to identify any equipment
that is not in working condition.

Any issus identitied will be .
immediately repaired and/or removed
from use untll repadr.

3. The Dietary Manager will re-
educate cietary staff by 8/12/2012
regarding policy to maintain all
equipmeut in safe operuting condition,
following cleaning schedule,
ineluding freezer defrosting and
miaintalning cleanliness,

The Dictary Manager will
defrost/clean all freezers weokly
beginning week of §/20/2012 to
engure all food is stored under

(¥a) o - BUMMARY STATEMENT OF DEFICIENCIES x8) ‘
PREFIX’ (EACH DEFICIENCY MYST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD & COMPLETION
TAG REGULATORY OK | 3C IDENTIFYING: iNFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
S DEFICIENCY)
F 458 Continued From page 23 E 458 defrosted on 7/13/2012 by the Dietary

CE/GZ  Fovd
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PRINTED: 07/26/2012
FORM APPROVED
OMB NO. 0838-0351

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPFLIER/CLIA (X2) MULTIPLE cowsmucmow {X3) DATE SURVEY
AND PLAN OF CORRECTION , IDENT\FIG-G\TION NUMBER: COMPLETED
Bt A BUILDING
185221 B WING 0711242012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
571 PARKWAY DRIVE
SALYERSVILLE HEALTH CARE CENT
TH ENTER SALYERSVILLE, KY 41468
(X4 D FUMMARY STATEMENT OFiDERICIENCIES D PROVIDER'S PLAN OF CORRECTION x5}
PREFIX (EACH DEFICIENCY MUIST BE PREGEDED 8Y FULL, PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE AFFROPRIATE | DATE.
o , DEFICIENCY]
F 458 | Continued Fram page 24 F 455| sanitary condivions.
- . The Dietary Manager will audit all
An interview was condugted with the Dietary equipeit and she_lves weelkly
Manager (M) on 07/12/12, at 1:55 PM. The DM beginning weelk of §/20/2012 1o
stated the ice cream freezer had not been ensure cleanliness and a staff
" | defrostedicleaned since sha/he started working at schedule for cleaning eqmpmeﬂt and
| the facility six wesks grior fo 07/12/12. The DM shelves.
further stated the ice cream freezer was not The Maintenance Deparument and
included on the routine Pietany Cleaning UM will audit nursing equipment
Schedule to ensure the ice cream freezer was monthly x 3 months beginding weck
cleanad on a roltine basis. of 8/20/2012. ‘ :
The Dietician will audit kitchen for
In addition, during the final sanitation audit cleanliness and freezer defrosting
Fonducted on 0711212, at 1:45 PM, the facility's moathly beginning 8/2012.
‘reach-In" refrigerator located in the distary .
kitchen was observad {o have a clear, liquid 4. The Quality Assurance Team
| substance dripping from the condenser i o mft Tanat F
(comnsisting of at leust fhe
box/casing. The foods stored under the e ; .
Administrator, Medical Directos,
condenser box had the potentialito be Director of Nursing Social Services
confaminated with the ciear liquid dripping from D,"e‘.’. T d S?‘mg’ N‘;‘”a € o
the box's metal casing. The temperature on the ireator snd Digtary Manager) wi
thermematar focated Inside the reach-in review all audit findings und revise
refrigerator was noted to ba 40 degrees current pian at least mouthly .
| Fahrenheit as required by the: Kentucky State beginning weel of 8/20/2012 ongoing
Food Coda. until issue is resolved.
Centinued intsrview with the facillty DM on 5. Date of Compliance: 8/23/2012
071212, at 2:15 PM, revealed the DM had not - )
been Informed of the clear liqyid forming/dripping
fram the outer metal casing of the condenser box.
F 489 | 483.70(h)(4) MAINTAINS EFEECTIVE PEST F 469 F469
g5=F | CONTROL PROGRAM
l. Residents A, B, C, D, E and
The faclilty must malntam an effective pest Resident #21 huve experienced no
. control program so that the fa;:ihty is frea of pesis change related to flying insects.
and radentsa, . Resident #2: Resident’s room was
treated for gnats by the Maintenance
Supervisar on 07/11/12,
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STATEMENT OF DEFICIENCIES K1) PROVIDER/SURPLIER/CLIA X32) MULTIPLE CONSTRYCTIGN X3) DATE SURV
AND PLAN OF GORRECTION JDENTIFICATION NUMBER: i 1 ( )coapf'é’”ﬁenﬁv
: i A BUILDING
: B. WING
185221 07/12/2012

QGME NO, 0938-0391

NAME OF PROVIDER OR SUPPLIER

SALYERSVILLE HEALTH CARE CENTER -

STREET ADDRESS, CITY, STATE, ZIP GODE
571 PARKWAY DRIVE

SALYERSVILLE, KY 41485

4} 1D SUMIMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRELTION )
PREFIX (EACH DEFICIENCY MUIST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTFFYING‘! 1NFORMAT]ON) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
. DEFICIENCY)
F 466 | Continusd From pagﬁ-zs F 469! All residents have the potential to be

“The findings Include:

a lat of flies and gnats in the facll_lty The

Ihls REQUIREMENT is not met as ewdenced
y:

Basad on observation, interview, record reviaw,
and review of facllity policy, It was determined the
faciilty failed to maintain an effectiva pest confrol
program to ensure the facility remained free of
pests. Flying insects were observed throughout
the facility during the survey from 07/10/12
through 07/12/12.

A review of the Pest/lnsect Control poiicy (dated
March 2011} revealed the facility would contract a
pest control company, evaluate the effectiveness
of those servicss, and.contact the pest contral -
agancy for additional services as needed.

Raviaw of the pesl control records revealed on
04/16/12, 03/28M2, D2/21/42, and 01/19/12, no
pesis were observed and the icommon areas
were treated for preventative maintenance. On
05/31/12, based on the repori:, active pests
(gnate/fies) ware obsserved in the dining room
and kitshen sreas and the areas: were sprayed for
pests. In.additlon, the report revealed on
06/18/12, the eervice had treated the facility for
active pasts (gnals and flies) in the kitchen and
dinlng room areas.

An Interview with ResldentsA B,C,D E, and
#21 on 07/10M2, at 3:00 PM, ravealad there were

residents stated that & pest contsol company
came and sprayed butthey still had the filas and
gnats. :

affected.

The Maintenance Supervisor notified
the pest ¢contro} company 'on 7/12/12.
The pest control company treated the
facility on 7/24/12.

2, An environmental review and
audit was completed by the

~Administrator on 8/2/2012 to identify
any areas not free of pests and rodents
Any issuz identifisd was immediately
addrussod,

3. The facility will add a new flying
nseet program from the pest control
company by 8/10/12 consisting
imitially of 6 indoor Jights and 2
outdoor lights.

The Maintenance Departiment and
Housekeeping Deparunent 1 be re
educated by the ETD regarding policy
to ensure the facility remains free of
pests by 5/18/2012.

. The Maintenance and Housekeeping
Department will make environmental
rounds weckly x 4 weeks beginning
waoek of 8/20/2012 and then at least
monthly to ensure the fucility remains
froc of pests,

Any issue idendfied will be
immediaiely corrected,

The Adininistrator will conduct
environmental audits weekly x 4
weeks beginning the wesk of
8/20/20122 then montkly o ensure the
facility remuing free of pests.
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CENTERS FOR MED|CARE & MERICAID SERVICES OMB NO. 0938-0381
STATEMENT OF CEFICIENGIES X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE cousmuqmon : ‘ (X3) GATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: ; COMPLETED
: : A BUILDING i ;
o T
: B. WING
L ‘ 071212012
NAME OF PROVIDER OR $UPFLIER A STREET ADDRES, CITY, STATE, 2IP CCCE
: &71 PARKWAY DRIVE
SALYERSYILLE HEALTH CARE CENTER
‘ ’ SALYEREVILLE, KY 41465
04 1D SUMMARY STATENMENT OF DESIGIENCIES , D PROVIDER'S PLAN OF CORRECTION {x8)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
F 489 | Continued From page 26 F469| 4 Th? Quality Assurance Tean
An observation an the Blug Hall on 07/10/12, at (consisting ¥ at legsi the
6:00 PM, revealed a wasp was in the hallway and Administrator, Medical Director,
fiew into the airflow vent on the celling. The Director of Nursing, Social Services .
Maintenance Suparvisor was contacted and the Director and Dietary Manager) will
wasp was removed from the bUIldlng - review all audit findirgs and revise
current plan at least monthly
An observation of the kitchen. during tray line beginning wsek of 8/20/2012 ongoing
service on 07/10/12, et 5:45 PM, revealed flies : ' until issue is resolved,

were In the kitchen over the tmy‘lme araz,
C 5. Date of Compliance 8/23/2012
An observation of the dining room.on 07/10/12,
from 11:20 AM through 12:00 PM, revealed fiies -
were prasent during the meai:service,

An observation on the Gresn Hall in resident
room 316 on 07/10/12, at 11:30 AM, revealed
fiies In the room,

An observatlon on the Peach Hall on 07/10/12, at
11:45 AM, revealed fies in the hallway.

| Observations of Rasidant #2's raom on 07/10/12,
at 11:30 AM, 12:30 PM, 2:25 PN, 3:40 PM, 4:45
"PM, §:30 PM, and 6:00 PM, and on 07/11!12 at
930AM 9:45 AM, 11: OOAM. 1:00 PM, 3:00 PM
and &: 00 PM, revealed gnats, .too numerous to
count.

Interview with a Certified Nursing Assistant {CNA)
who worked with Resident #20n:07/10/12, at
12:30 PM, revealed gnats were g problem in
Resident #2's room bacause the resident chewed
tobacco, offen migsed the cup, and the tobacco
Jice gut on fhe floor and bed.-

An interview with housekeeping staff on the Blue
Hall on 07/11/12, at 9:45 AM, reveaied the
housekeepers clean two to three times per day,

FORM CMS-2567(02-08) Previous Verslans Cbsolela Evant [D; pUXe11 Facilly i0; 160618 - If continuation sheet Paga 27 of 28
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED .

A BUILDING . i

1 B, WING ‘
185221 - : 071272012
NAME OF PRQYIDER OR SLVFLIER . ' ) STHREET ADDRESS, CiTY, STATE, ZIP COPE

. 671 PARKCWAY DRIVE
SALYERSVILLE HEALTH CARE CENTER SALYERSVILLE, KY #1485

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION | )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
V) " REGULATORY OR LSC IDENTHFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPHIATE DATE
_ DEFICIENCY)

F 469 | Continued From page 27 . F 468 _ : o
however, Resident #2 dipped and chewsd and ‘

eftan missed the spit cup, and the gnats were
drawn to the tobacco juicg. The Housekesper
stated Maintenance had been notified of the gnat
probiem. .

An interview with the Maintenange Supervisor
{(MS) on'07/12/12, at 11:00 AM, revealed ifa
_problem was reported: concenning pests, the pest
contrai company would be cantacted and would
spray the common arsas (kitchan, dining room,
haliways, and offices) for any pasts. According to
the Maintenance Supervisar, resident rooms wers
not sprayed but a ge! was used for gnats and
ants. The M3 stated he was nolified the morning
of the obgervation on 07111/12, of the gnat |
probiem In Resident #2's room, had set up treps
for the gnats, and had also agked Housekeeping
to clean Resident #2's rgom. The MS sald '
aithough there were np work prders far the
prodlem related to the:gnats, staff had verbally
reported the problem with the gnats to another :
maintenance employee on 07/10/12, The MS : ) ‘
.| also stated the pest control company had been in :
the facility and had sprayed for flies, gnats, and o ‘
ants in the kitchen, dining room, ihaliways, and
comman areas an 08/18/12, after finding live
pests in the kitchen and dining room areas.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES IRV
STATEMENT OF DEFICIENGIES {X1} PROVIDER/SUPPLIER/CLIA | 1%2) MULTIPLE CONSTRUE
AND PLAN OF CORRECTION ’ U IDENTIFICATION NUMBER: =
' vt i A, BUILDING o1 - N ILDING 01
by
‘188221 B. WiNG LA 86 -3
NAME OF FROVIDER OR SUPPLIEK . . . STREET ADDRESY, Yl STATE, 2IP cong
: 571 PARKWAYIDRIVEBvision of Healn Gare -
SALYERSVILLE HEALTH CARE CENTER _ SALYERSVIL fhetasBniorcement Branch -
(X4) ID SUMMARY STATEMENT OF DERICIENCIES ' o PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX | (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG REGULATORY OR LSC IDENTIFYING: INFORMATION) TAG CROGS8-REFERENCED TO THE APFROPRIATE DATE
‘ _ g ‘ DEFICIENCY)
K 000 | INITIAL COMMENTS \ . Kooo| K05

‘ 1. A minimuom of an 18 inch section
CFR: 42 CFR 483.70(a) of the wall in the Blue wing supply

o room wili be removed by the
BUILDING: 01 Maintsnance Supervisor by 8/10/12
to allow spriakler coverage to all

PLAN APPROVAL: 1088 areas of rhe room..

SURVEY UNDER: 2000 Existing 2. A one time audit of every room

FACILITY TYPE: SNF/MF ‘ waslcompleted by the Adm.inist_ramr
' ‘ ' o C on &/3/1% to ensure complete

TYPE OF STRUCTURE: 1 story, Type |1l (200) sprickler coverage for all portion of

: the building,
SMOKE COMPARTMENTS: 7 No other issues were identifivd,
FIREALARM: Complste autematfe fire alarm 3, The Maintenance department will
system., ' audit all rooms weekly beginning
‘ . weelk of 8/20/2012 ongoing to ensure

SPRINKLER SYSTEM: Complete automatic (wet all arcas of the facility are sprinkler
and dty) sprinkler system, : : . protected as required.
GENERATGR: Type i propane generator. 4. The Quality Assurance Team

(coneisting of ut least the
Administrator, Medical Dirzetor,
Director of Nursing, Soclal Services
Director and Dietary Manager) will
review all audit findings and revise

A life safety code survey was initiated and
concluded on 07/11/112. The findings that follow
demons{rate noncompliance with Title 42, Code
of Federal Regulations, 483.70 (a) ot seq (Life

; it ent plan at Joast monthly
Safety from Fire). The facility was found nat to be current p :
In substantial compliance wilhi the Requirements ‘ beginning ‘."e_ek of 8/20/2012 ongoing
for Participation for Medicare and Medicaid, _ until issue is resolved. .
Deficiencies ware cited with tha highest . .| 3. Date of Compliance: 8/23/2012
defleisncy identified at"D" level, - ‘ ,
K 058 ] NFPA 101 LIFE SAFETY CODE-STANDARD K 05§

55=D :
.| If there is an automatic sprinkler system, It is
installed in accordancs with NFPA 13, Standard

ya '
LABORATCRY OIRECTOR'S OH P ROVIDE [ IER REPRESANTATIVE'S SIONATURE TITLE {¥g) DATE
‘ /) g : ‘ Administrator 08/03/12

Any deflelsncy statement ending with an astarisk {% danates a deflclency which the inatitution may be extiused from corracting providing It ls determined that
otner safaguards provide sufflclant protection to the; patients. (See inatructicns.) Excapt for nurslng homes, the findings stated above are diselosable 90 dayy
following the date of survey whathsr or nat aiplan of coprection is provided. For nurslng homes, the abova findings and plans of corraation are dlsclasable 14

days foliowing the dala thass documanis ere madsi avgliable to the facllty, If deficlencles are cited, an uppmoved plan of correction Jg requisite to continuad
program participation. - .
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FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES
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PROVIDER'S PLAN OF CORRECTION

%8
(EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
CROSE-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENTY)

K 056

.| far the Installation of Sprinkler Systems, to

| supply for the system. Required sprinkler

Continued From page 1

provide compiete coverage for all portions of the
buliding. The system is properly maintained in
accordance with NFPA 25, Standard for the
Inspaction, Testing, and Maintemance of :
Water-Based Fire Protection:Syatems. It is fully
supervised. There is a reliable, adequate water

syatems are equipped with water flow and tamper
switches, which are efectrically connected to the
building fire alarm systam,  16:3.5

Thls STANDARD is riot met as evidenced by:
Based on observation and interview, the facility
failad to ensure all areas of the facllity were
sprinkler protected as required, ‘This deficlent
practice affected one of seven smokg
compartiments, 6taff, and approximately 25
residents, The facility has the capacity for 147
beds with a census of 116 on the day of the
survey.

The findings include:

During the Life Safety Code survey conducted on
07/11/12, at 2:30 PM, with the Director of
Maintenance (DOM), abservation of the Blue
supply room revealed that due to the design of
the room the sprinkler systent in the Blue sLpply
room was unable to cover afl areas of the room,
An Interview with the DOM on:07/11412, at 2:30
PM, revealed the DOM planned to remove a .
saction of @ wall In the Biue supply room that was
blocking the sprinkler pattern to-gllow sprinkler
coverage to all areas. P

K 056
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