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SUMMARY STATEMENT OF OEFICIENCIES, [s] PROVIDER'S PLAN OF GORRECTION i )
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OEFIGIENCY) i
' |
F 000 | INITIAL COMMENTS F 000! ereperation sndror exacution of this plan of I
correction dosy not constityte pamission ar i
AR At
A ReocertificationSurvey was Initiatad on 01/10/12 in tnis stacement af deficiencles, This plbn of i
| and coneluded on 01/13/12 with deflciencies cited O B ad by the rovirions recforthin |
at the highest scope-and severlty of an "E". federal and State Law,
Additionally, an Abbreviated Survey Investigating !
KY#00017656 was initiated and conciuded i
simultaneously. KY#00017558 was subsiantlated
-with no deficlencles cited. 4aa.$o(kuann SERVICES PROVIDED
MEE .
£ 281 483.20(k)(3)(1) SERVICES PROVIDED MEET F 281 CROFESSIONAL STANDARDS
55=p | PROFESSIONAL STANDARDS F A
_ it'ls the normal practice of Creekwood
Tha services provided or arranged by the facility Place Nursing and Rehab Center to ensure

must mest profassions| standards of quality.

This REQUIREMENT Is not met as evidenced
by:

and review of facility's policy It was determin
the facllity falled to ensure the Physician'széi.rd?'rEB
ware followed for one (1) of seventeen (1))

sampled residents (Resident #9). A revielviof the

Resldent #9 was assessed for the need of:

- . . ) \ ! T, 1 i t require any,

Based on observation, interview, record ) @ :ﬂ gen freatrment and did no ]
F&, @av e (gifcher treatment,

Physician's orders are followed,

Correc] on taken for Resident |
identifled in the Deficiency;

29 2012

Physiclan's orders for Resident#9 revealdly:..
his/her oxygen eaturation level while on raom air
was to be assessed every week, on Sunday.
However, @ review of Resident #9's 2011
Trealment Administration Records {TAR) for
Oatober, November, and Decsmber 2011
rovealed facllity staff falled to comply with the
Physlclan's order.

The findings Include;

A review of the faollity's policy entitied Physician's
Orders, ravised date of 06/28/11, revealed
physician orders would b transcribed, noted and
implemented Iin & imety manner. Allow tacliity

specific practice for propar notation and

All resident records were checked by the
Director of Mursing. Asslstant

Director of Nursing, Clinical Supervisor,
or MDS Coordinator an January

270, 28%, 290 30%, and 317 to verlfy

MD orders were followed,

Measures Implemented or Systgmig
Changes made to Provent Re
OCCUTrEnce!; - Cf

I
Licansag Nurses Including R Ns and LPNs;
were re-educated by the Director of i
Nursing, The Asslstant Olrector i
of Nurzing, or the Clinleal Supervisoron
conslistently following physiclan's orders !
This re-education was done on February |
15, 2012. Fabruary 19, 2012, and Februady
21, 2012. Any ligensed nurse not re- i
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NAME OF PROVIDER OR BUPPLIER

CREEKWOOD PLACE NURSING & REHAB CENTER, INC

STYRERT ADDRESS, CITY, STATG, ZIP CODE
883 £. THIRD STREET
RUSSELLVILLE, KY 42276

{%4) 10 SUMMARY STAYEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION (6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY fuULL PREFIX (EACH CORREOTIVE AGTION 8HOULD BE COMPLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE . oATE
. " DEFIGIENCY)
T !
" ' gducatad by February 21, 2002 wil :
F 281 Continued From page 1 F 281| be re-educatad on or before their naxt i
implementation of the order. scheduled shift.
Monjtoring Measures to Matntain !
A review of the medical racord revealed Resident Dnaglog Compilance: |

#9 was originally admitted by the facility on
02/12/03 and had diagngses which included
Alzheimer's Disoese, Dementia, Cerebrovascular
Accident (stroke), Right Sidad Hemlparesis
{muscle weaknéss), Anemia, and Congsastive
Heart Fallure. Review of the Quarterly Minimum
Dala Set (MDS) Assesament, dated 12/04/11,
ravealed the facility assessed Resident #9 as
needing oxygen reatment. Further record review
rovealed a Physician's order to check oxygen
saturation on rcom air every week on Sunday.

Review of 2011 TARSs for October, Novembaer,
and December revealed the following:

October 2011 treatment records revealed no
documented evidence the facliity parformed
waskly ascessment of Rasident #8's oxygan
saturation level on room air for two (2)
tonsecutive weaks: Sunday October 8 th and
Sunday, 16 th,

Novemrriber 2011 treatment records revealsed no
documented evidence the facllity performed a
woekly assessment of Reaident #9's oxygen
saturation level on room air for the following
times: Sunday, November 6 th, November 201th,
and November 27 th. :

Decembar 2011 treatment records revealed no
decumented evidance the facility performed a
waekly assessment of Residant #8's oxygen
saturation level on room for the following times:
Sunday, December 4 th and December 11 th.

Resldepts with orders to have 02 sats
checked weekly on room alr will have
thelr sat checked par the physician's
order. Following the weekly check, 2
-100% audit of these resident's TARs willl be
completad by the Director of Nursing,
Asslstant Director of Nursing, Clinical
Supervisor, MDS nurse, or Administrator
to verify the physiclan's ordar was
followed. if there i any discrapancy
noted, it will be addressad immadiately
and the 02 sat will be checked by the
|Jcensad nurse on duty. The 100% audit
will continue weekly for six (6) weeks.

If there ara no concarns ldentiflad by the
100% audit, the audit will continue

with a randam sample of 50% of the
residents with orders for weekly 02 sats
for four (4) weeks, then a 25% sample
for four (4} waaks to verify the physiclans
orders were followed, At the concluslons
of these audits, random unscheduled

Findings of these audits will be presented
to the Quality Assurance Committee,
{which consists of the Administrator,
Diractor of Nursing, Assistant Director

of Nursing, Clinlcal Suparvizsor, MDS
Coordinator, Soclal Services. Director,
Dletary Manger, Housekeeping

Plant Services Dlrector). If concerns are
found during any of the audits, » 100%
audlt will resume for a duration of time to
be determined by thae Quallty Asgurance
‘Committee.

A 20% sample of randomly selected
resldent racords wlil be audited by The

checks wlli be done by the same designeas |

Supervisor, Madlcal Directer, Dietlclan, and

RM CM5-2607(02-80) Provious Varatona Obsolets

Evani I0:FXC211

Faclity 1 100208
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|
186319 8. WiNG B 01118/2012
"NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZW CODE - '
HAB CENTER, INC 663 . THIRD STREET . |
CREEKWOOD PLLACE NURSING & RE ' RUSSELLVILLE, KY 42278 ! B
SUMMARY STATEMENT OF DEFIOIGNCIES 0 PROVIDER'S PLAN OF CORRECTION | tx5)
;‘-’.(;2;& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE _ | ||| COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cno_ss-nsﬁanaggﬁg 11;;?[ g%E APPROPRIATE |
= 1
F 281 | Continued From page 2 F 281 Oirector of Nursing. Acslstant DI ect' i
T _ . irector ¢ urging, Agslstan r or |
In addition, the oxygen att:ratuon level on ‘ of Nursing, Clinical Supervisor, MDS !
Pacembar 18 th was at 82% (below prior room air Coordinator, or Administrator to verlfy all |
oxygen saturation levels which were above 80%). physician's orders were followed, If !
' there are any discrepancles they wil) !
Intarview, on 01/12/12 at 10:10 AM, with Licensed g:r:gg’ fvf;ﬁ-ega":?;f\%‘:;f‘;’élggﬁgn"z{;
Practical Nurse (LPN) #3 revealed the Physiclan’s rasidents on all thrae units and wiil
ordera for Resident #9 Iincluded checking the continue for six {6) weeks. i
regldent's oxygen saturation lavel on room air h s of th sits wil b i
waskly every Sunday. After reviewing the @ results of these audits will be -
November and Decombor 2011 TARS for oy osurance
Rasident #9, the LPN reported staff did notvcheck of Nursing, Assistant Director of | Bebrunry 11, 2047
the oxygen saturation lavel as orderad by the Nursing, MDS Coordinator, Clinical ;
Physiclan. It was checked only ona time in Suparvisor, Plant Services Manager, !
November Housekacplng Suparvisor, Medlcat :
' ' Director, Soc!al Services Director, Dlgtary |
. Manager, and Dietician) The i
jrterview, on 09/12/12 at 1:30 PM, with LPN #2 Quality Assurance Commlttee wlll !
r.wvealed if there wae an order to check the review the results of the audits and witl |
¢:tygen saturation level on room air weekly, staff Ziﬁ’ﬁﬁngifai?iiﬁ?uir}&% E?é’s?é’.?hw [ i
! - u Srwise
Va8 responsible to make sure It was assegsed as determined by the cammittee upon !
cirdered. raview. The 10% audit will continue i
' . for six (6) weeks. I-
Interview, on 01/13/12 at 2:36 PM, with the The results of the audits will b di
& results o & aud|ts w e presented’
Assistant Director of Nursing (ADON) ra.vaaled to the Quality Assurance Committee, If !
based on documentation in Resldent #4's concerns are Idantified the duration, ;
November and December 2011 treatment frequency andfor sample sizé may be |
records, the room air oxygen saturation levels Increased 2§ determined by the Quallty |
were not being assessad weekly as ordered. The 355”'3"55-“ Committee. At the conclusion of
nurses should have followed the Physician's w‘lﬁf‘:@"’é‘ont;-b':;‘r“’:'s“a:‘n";zgif'g”r"zg:”d'!-“' !
order to take weekly room alr oxyger saturation T
readings on Sundays. The ADON further stated if !
the oxygen saturation level recorded on
Deocembaer 18 th was at 82% the nurse should
have further assesged the rasldent and retaken
the oxygen saturation level beoause it was below ;
normal. ) !
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
$3=D | SPREAD, LINENS
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMIARPPROVED
VICES , i OoMB Np 0938-0381
STATEMENT OF DEFICIENCIES {%4) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTICN : {%3) DAT slﬂmvav
AND FLAN OF CORRECTION ' IDENTIFICATION NUMBER: COMRLETED
A. BUILOING :
B. WING P
; . WIN
_ 185313 ' : 011115312012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE i '
. 883 E, THIRD 8TREET !
REEKWOOD PLACE NU G & RE CENT! INC : i
¢ LA RSIN HAB ER, RUSSELLVILLE, KY 42278 :
(X4) ID SUMMARY STATEMENT OF DERICIENCIES ‘ 1D PROVIDER'S PLAN OF CORRECTION | (x8)
PRERIX (EACH DEFIGIENCY MUST BE PFRECEDED BY FULL PREFIX (EACH.CORRECTIVE ACTION SHOULD BE | ||| COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE, | DATE
: DEFICIENCY) |
| : - I
483.65 INFECTION CONTROL, PREVENT |
F 441! Continued From.page 3 F441}  dpreas, LINENS i
* | The facllity must establish and maintaln an. ' i
Infection Control Program designed to provide a It is the normal practica of Creekwood |
safé. sanitary and comfortabie environment and R :’Ij:';":':gf‘t";?‘ ?:f‘égf:nagr‘éﬁgﬁf;: !
to help prevent the development and transmission and Control Program in order to pravent, |
of disease and infection, . recognlze, and control, to the extent i
* possible, the anset and spread of Infectiof
(a) Infection Control Program _ within the fackity. ' I
The facility must et i n i '
The facity must establieh an Infection Control | corrective Action Taken for Restdents
e , tentifled Lp the Deficie :
(1) Investigetas, controls, and prevents infections |
in the facllity; - There were no residents Identifled in |
(2) Decides what procedures, such as isolation, the deficlency. I
should be appiied to an individual resident, and i
. , " TR \ ¢ other Resldents wore | tifiod
(3) Maintains a record of inc'dents and corrective ﬁ%‘g :B;_:h_av: bean affeg‘:_ed by the !
actions related to infections. , Practice; !

i
Aesidents Nurse Alde Data Sheets were |

5 . R
(b) Praventing Spread of tn! ;ction ravigwed b tha Adminlstrator on January!

(1)Nhen tha Infection Con. ‘ol Program 28, 2012 to identify residents |
determines that a resident r -:3eds isolation to | requiring assistance with feeding. |
prévent the spread of infacton, the facility must |
isolate the resident. . | ”%“MWM i
(2) The facllity must prohikit employees with a E;—LM ;‘n.? nwn Pvent Re- !
communicable disease or Infected skin lesions ;
from direét contact with residents or thelr food, it Nursing staff Including State Reglstered:
direct contact will transmit the disease. : Nursing Assistants, Medication A('jdﬂﬁ- J
il and Restorative Techs were re-aducated
(3) The facility must require staff to wash thair on January 17, 2012 by the ADON on
hands after each direct resldent contact for which praper hand hyglene (hand washing and
1 hand washing Is Indlcated by accepled use of sanitizing gel) practices consisterit
professjonal practice. . with accepted standards of practice, to
. reduce the spread of infections and i
) Lions e o hetores
o : ursing staff Including State Reglstered
Personne:lmust handle, store, process and Nursing Assistants, Medlcation Aldes, anc§
tranaport linens so as to prevent the spread of Restorative Techs ware also re-educated!
infection. ' an February 9, 2012 by the ADON on
propar hand hyglene (hand washing)
pract|ces consistent with accepted i
standards of practice, to reduce the i
spraad of Infections and prevent cross- |
‘contamination In¢luding during meal !
. sarvice, ' |
ORNM CMB-2607(02-A0} Provioun Varalans Obsolate . Event IP; FXC211 Facility 10: 100290 lsiteol Page 4 of 6
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(X1} PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBDER!

185313

{X2) MULTIPLE CONSTRUGTION
A, BUILDING

B, WING

NAME OF PROVIDER OR BUPPLIER

CREEKWOJOD PLAGE NURSING & REHAR CENTER, INC

STREET ADORESS, CITY, STATE, ZIP CODE
889 E, THIRD STREET
RUSSELLVILLE, KY 42276

SUMMARY. STATEMENT OF OEFICIENCIES

{XA) 1D D PROVIDER'S PLAN OF CORRECTION (%8
PREF|X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFEAEBNCED TO THE AFPROPRIATE DATE
DEFICIENCY) '
F 441 | Continued Fram page 4 F 441

| praoctice, to reduce the spread of Infeotions and.

| different tables, and assisting with their meals.

This REQUIREMENT & not'met as evidenced
by

Based on observation, Interview, and review of
the facllity's policies, it was determined the facility
falled o Imptement an infaction Prevention and .
Control Program In order to prevent, recognize,
and control, to the extont possible, the onset and
spread of infection within the facllity, Observation
of dining services revealed staff failed to
Implement hand hygiene (hand washing)
practices conslstont with accepted standards of

prevant cross-contamination, State Reglisted
Nursing Assistant (SRNA) #9 falled to perform
proper hand hygiene when assisting residents in
the restorative dining room on two different meal
observations, at the lunch meal vn 0/10/12 and at
the dinher meal on 01/91/12,

The findings include:

Review of the facllity’s Infection Prevention and
Control Policy, effective date 10/10/11, revealed it
I8 the facllity will attempt to control and prevent
the transmission of infections. The facllity will
provide precautionary measures {0 prevent the
spread of potential infection.

Review of the facllity's infaction Control
Handwashing Pollcy, dated 01/27/11, revealed
hadn-washing should be done before end after
caring for each rosldsnt.

Observation, on 01!10!12. of the unch meal in
the Restoratlve Dining area revealed SRNA#8
was golng from resident to restdent, seated at

BRNA#9 was observed making contact with the

Manitoring Measures to Malntaln
Ongoeling Compllance:

The ADON will assign 8 member of the .
Quality Assurance Committee (conslisting -
of The Administrator, Director of :
Nursing, Assistant Director of Nursing,
Clinicel Supearvisor, MDS Coordinator,
‘Pignt Service Director, Housekeeping
Supervisor, Soclal Services Diractor,
Dletary Manager, Diaticlan, and Medicat
Oiractor) to do @ random audit of at lebst .
10% of residents requiring assistance with:
feeding to validate that staff members are-
fotlowing apprapriate hand hyglene (hand
washing} practices consistent with
sccepted standards of practice. The auditd
will ba done randomly and wili Inciude
staff faeding breakfast, lunch and suppaer,
The audits will be conducted weekly for
elght weaks, then monthiy for six {6)
months to varlty ongolng compliance, .
Results of the findings will be reported to
the Administrator and the Quality ‘
Assurance Committee, If any arass of
concerh are igentified, the fraquency and -
or duratlon of the audlt may be increased.”

Members of the Quality Assurance
Committee as deslgnated by the Assustant
Director of Nursing will complete Infection -
control focus review rounds weekly for six -
(6) waeks then monthly for slx {6) months.,
The focus review rovnds will include
observatlon of varlous disciplines {nursing,;
diatary,ond housekeeping) on different
shifts and bullding assignments, to

verlfy staff follow sppropriate

Infection control practicas and
transmission basad precaution procedures:
Including, but not limited to: Appropriate °
linen handiing practices consistent with
accapted standards of practice;
appropriate hand washing/hyglene
practices consistant with accepted
standards of practice; appropriate .
equipment cleaning/disinfection practlces

JRM OM8-2667(02-08) Pravious Vernlons QObnolata

Evant ID; FXC211

Facliity iD; 100208
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DEPARTMENT OF HEALTH AND HUMAN BERVICES FORM APPROVED
ENTERS FOR MEDICARE & MEDIGAID SERVICES : OMB NQ B36-0391
TATEMENT OF DBFICIENCIRG {X1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE fu RVEY
D PLAN OF CORRECTION {DENTIFICATION NUMBER; COMPUETER
! o A. BUILDING
i (
|
| 185312 8. WING 01/ 12012
(AME OF PROVIDER OR BUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE :
: 03 E. THIRD STREET |
CREEKWOOD PLACE NURSING & REHAB CENTER, INC RUSSELLVILLE, KY 42276 i
(X&) 10 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION 5 8
PRERIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
. DERICIENCY)
F 441 | Continued From page & " Fam

Important to wash hands for infaction control to .

| Interview, on 01/13/12 at 2,10 PM, with the

"the Infection Control Nurse, revealad when staff

residents to prevent the spread of infaction.

residents and not performing hand Eanmzatlon
between resident contaot

Observatlon on 01/11/12, of the dinner meal in
the Reslorative Dining area revealed SRNA#9
was assleting resldents with their meais without
performing hand sanitation batween residents,
The aide was observad touching some of the
rasldents when assisting with thelr meals.

Intarvieaw, on 01/11/12 at 6:20 PM, with SRNA #9
ravealed staff was supposaed to clean your hands
whenever you go to another resldent when
assisting with meals or teuching their food. She’
sialed she did not clean her hands batwesen
residents during the dinner meal. She stated she
should have washed her hands ag it was

prevent cross contaminatlon.

Asslstant Director of Nursing, who also serves as

was helping residants with meals thay were
supposed to cléan their hands betweern helping

practica,

consistent with accepted standards of
practice; adharence to standard
precautions and related processes,
including the use of PPE; Appropriate use
of precautions and management of -
resldents with special needs. etc

The resulits of these audlts will ha
presentad to the Adminlstrator and Lo tha
Quallty Assurance Committea for
rnonltoring of angoing compliance. If
concerns arg |dentified In any areas, the
frequency and or duration of tha rounds
may be Increased and re-educatién will be
glven as determined by the Guality
Assurance Committee.

After completion of the schedulad
audits/focus review rounds,
rantdom, unscheduled rounds wlll be
completed by the same designees to
monitor for angoing compllance with
accepted infection control standards of

February 13, W12

RM TMS5-280T(02-88) Pravious Versionn Opsoiots

Event I1D; FXC211

Fagliity ID; 100208
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DEPARTMENT OF HEALTH AND HUMAN SERVICES - . R ORM APPACAED

CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 0938-0391
TATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
ND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
B. WING . "
185313 01/11/2012
NAME OF PROVIDER OR SUPPLIER - | STREETADDRESS, CiTY, STATE, ZIP CODE

683 E. THIRD STREET.
_ RUSSELLVILLE, KY 42276
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES . 5] PROVIDER'S PLAN OF CORREGTION

CREEKWOOGD PLACE NURSING & REHAB CENTER, INC

) {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY R LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 0001 INITIAL COMMENTS o K 000

CFR: 42 CFR 483.70(a)

BUILDING: 01.

PLAN APPROVAL: 1964, 1975, 1984
SURVEY UNDER: 2000 Existing
F.f-\(‘,llLITY TYPE: SNF/NF

T/PE OF STRUCTURE: One (1) story, Type V
1)

£ AOKE COMPARTMENTS: Six (6) smoke
< mpartments -

RE ALARM: Complete fire alarm system with
- at and smoke detectors-

% SRINKLER SYSTEM: Complete automatic dry
| sarinkler system. : A

GENERATOR: Type Il gensrator. Fuel source is
diessl, :

A standard Life Safety Code survey was
conducted on 01/11/12. Creekwood Place
Nursing and Rehab Center was found not to be in
compliance with the requirements for participation
in Medicare and Medicald. The facllity is licensed
for one hundred four (104) beds with a census of
seventy eight (78) on the day of the survey.

The findings that follow demonstrate ‘
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from
Fire) .

BORATORY DIREETOR'S OR PROVIDER/SUPPLIERREPRESENTATIVE'S SIGNATURE TITLE ) (%8 DATE

Aminotates) 2/9/14

1y deflclancy stateghept ending with an'asterisk (*) denotes a 'ﬁc!{ncy which the Institution may be sxcused from corregting providing it is detérmined that
1er safeguerds prduide sufficlent protection to the patlants, (9de instructions.) Excapt for hursing homss, the ftndings stated above are disclosable 90 days
lowing the date of survey whether or not a plan of correction Is pravided. For nursing humes, the above findings and plans of correction are disclosable 14
ys following the date these decuments ara'made avaliable to the facilily. if deficiancles are cited, an-approvad plan of corraction Is requisite to continued
sgram participation,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDIGAID SERVICES

* PRINTED: 01/30/2012,
_ FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

{X1) PROVIDER/SUPPLER/CLIA
IDENTIFICATION NUMBER: -

(X2) MULTIPLE CONSTRUCTION

(X3} DATE SURVEY
COMPLETED

AND PLAN OF CORRECTION A BULDING 01 - MAIN BUILDING 01
186313 8. WING 01/11/2012
NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, CITY, STATE, ZIP CODE
- - TER ING 683 E. THIRD STREET _
CREEKWOOD PLAGE NURSING & REHAB CENTE , ' RUSSELLVILLE, KY 42276
SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION {x6)
F(vf{g:l& (EACH DEFICIENGQ‘MUST BE PRECEDED BY FUL’t PREFIX o é%g%%%ggggﬁégg ¢§§'Sé“ fp*é%lng?AﬁTE COMPLETION
INFORMATIO TAG - ]
TAG REGULATORY OR LS,,C IDENTIFYING INFO ‘A ) A N
- ' K 000 Prepara‘tlog andfor exect::ion uf;hiis plan of
i | { t tut |
K000 | Gontinued From page 1 Soreement I tahor T port myramisslomor
' the truth of the fact, or the conclusians set forth
L - s . in this statement of deficiencies. Thls plan of
Deficlencias were cited with the hlg hest correctlon Is prepared and executed solaly )
deficlency identified at a scope and severity of an because itis Jequired by the provisions set forth in
IlFll. ) - ]
K025 NFPA 101 LIFE SAFETY CODE STANDARD K025
SS=F '

Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atium wall. Windows are

-protecied by fire-rated glazing or by wired glass

panels and steel frames. - A minimum of two
separ:ite compartments are provided on each
floor. Nlampers are not required in duct

penet: tions of smoke barriers in fully ducted
hestir: |, ventilating, and air conditioning systems.
19.3.7.3,19.3.7.56,19.1.6.3, 19.1.6.4

¢

This STANDARD is not met as evidenced by:
Based on observations and interview, it was
determined the facllity falled to maintain smoke
barriers that would resist the passage of smoke
betwesn smoke compartments in accordance
with NFPA standards, The deficiency had the
potential to affect six (6} of six () smoke
compartiments, residents, staff and visitors. The
facllity is licensed for one hundred four (104)

| beds with a census of seventy eight (78) on the

day of the survey,

The findings include:

Observation, on 01/11/12 between 11:30 AM and
4:00 PM, with the Plant Services Assistant

+ KO25 NFPA 101 LIFE SAFETY CODE

STANDARD
it s the normal practice of Creekwood Place

Nursing and Rehab Center, Inc. to maintain
all smoke barriers,

Corrective Megsures for Kesidents Identified
In the Deficiency:

No residents were identified in this deficiency

How Othar Residents were Ident|f! who

may have been affected by this practice
ware jdentified;

‘Restdents in six (6) of the six {6) smoke

compartments had the potential to be
affected,

eqasu ] men r Systems Altere
to Prevent Re- urrence:

Penetrations (n the celing of the 1 South.
Mechanical room, Heat room on 2, and the
Sprinkler Room were caulked with fire rated
caulklng by the Maintenance Supervisor and
Maintenance Assistant, The Smoke partition
extending above the cefllng above station 2 was
caulked with fire rated caulking by the
Malntenance Supervisar and Malntenance
Assistant. The Kwik Foam utillzad In penetrations
above the celllng above Station 2 was removed
by the Maintenance Assistant and replaceg with
fire rated caulking. A facility wide aldit was
conducted by members of the Quality Assurance
Committee and all Identifled penetrations in the
cellings or smoke barriers were caulked with fire
resistant caulking. The Piant Services

Dlrector, Plant Services Assistant, and the
Housekeeping Supervisar were re-educated on
NFPA 101 life safety code relating to smoke
barrlers on Januvary 15, 1012 by the

YEM GMS-2667(02.88) Previous Verslons Obaclete

Event iD: FXC221
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DEPARTMENT OF HEALTH AND HUMAN SERVICES -
CENTERS FOR MEDICARE & MEDICAID SERVICES

* PRINTED: 01/30/2012
.. FORMAPPROVED
OMB NO, 0936-0391

“TATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X&) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
\ND PLAN OF CORRECTION IDENTIFICATION NUMBER: T : ‘ COMPLETED
_|A-BUILDING 01 . MAIN BUILDING 01
B. WING
185313 01/11/2012

NAME OF PROVIDER OR SUPPLIER

GREEKWOOD PLACE NURSING & REHAB CENTER, INC

STREET ADORESS, CITY, STATE, ZIP CODE
883 E. THIRD STREET
RUSSELLVILLE, KY 42278

{X4) I SUMMARY STATEMENT OF DEFICIENCIES iD : PROVIDER'S PLAN OF CORREGTION (s)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMFLETION
TAG - -REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 025 | Continued From page 2 : K 026

floors and smoke bartiers shall be protacted as

| the smoke resistance of the:smoke barrier, or .

revealed penetrations in the celling of the1 South
Mechanical room, Heat room on 2, and the
Sprinkler Room. Further observation reveated
the smoke partition extending above tha cellihg
was penstrated by pipes and wires, above Statlon
2. The area around the panetrations was not
flited with @ material rated equal to the paitition
and could not resist the passage of smoke. The
use of flammable Kwik Foam to seal penetrations
was also noted tn all smoke partitions.

Interview, t:n 01/11/12 between 11:30 AM and
4:00 PM, with the Plant Servicas Assistant
revealed thay ware not aware of the penetrations.
They were also not aware Kwik Foam was not a
suitable preduct for use in smoke partitions.

Reference: NFPA 101 (2000 Edition).

8.3.6.1 Pipas, conduits, bus ducts, cables, wires,
air ducts, pneumatic tubes and ducts, and similar
building service equipment that pass through

follows: .

(a) The space between the penetrating Item and
the smoke barrler shall =~~~

1. Be filled with a material capable of maintaining

2. Be protected by an approved device designed
for the specific purpose, ) :
(b) Where the penetrating item Uses a sleeve to
penetrate the smoke barrer, the sleeve shall be
solidly set In the smoka barrier, and the space
betwasn the item and the sleeve shall

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

Administrator; When smoke barriers are
accessed by any contracted individuals, the
Plant Services Director will check all smoke
barriers to ensure that any openings created
are sealed with fire rated materials, R

itori BsUres to Maintai
N C o

The Plant Services Director will audit the
smoke barriers monthly for the next six
months and report findings to the Quality
Assurance and Assessment Committee to
validate ongoing compliance.

January 152032
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/30/2012
. .FORMAPPROVED
OMB NO, 0938-0391

TATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ND PLAN OF CORRECTION IDENTIFICATIGN NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 01
' B, WING ' :
185313 01/11/2012
JAME OF PROVIDER OR SUPFLIER _ STREET ADDRESS, GITY, STATE, ZIP CODE
. 883 E. THIRD STREET
CREEKWOOD PLACE NURSING 8 REHAB CENTER, INC :
; RUSSELLVILLE, KY 42278
(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORREGTION . (X5)
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) WG . CROSS.REFERENGED TO THE APPROPRIATE DATE
. DEFICIENCY)
K 025 | Continued From pége 3 ) K 028
2. Be protected by an approved device designed
for the specific purpose. ‘
{c) Where designs take transmission of vibration
into consideration, any vibration isolation shall
1. Be made on either side of the smoke barrier, or
2, Be made by an approved device designed for
the speclfic purpose.
K027 | NFPA 101 LIFE SAFETY CODE STANDARD K027

S8=F -
Door openings In smoke barriers have at Jeast a
20-minute fire protection rating or are at least
1%-~inch thick sqlid bonded wood core. Non-rated
protective plates that do not exceed 48 Inches
from the bottom of the door a:a.permitted.
Horizontal sfiding doors comp'y with 7.2.1.14.
Doors are self-closing or autnratic clesing in -
accordance with 18.2.2.2.6. Hiwinging doors are
not required to swing with egr+ss and positive
latching is not required. 19.3.7. 6, 19.3.7.6,
1193.7.7

This STANDARD is not met as evidenced by

Based on observation and Interview, it was
determined the facility failed to ensure access
doors tn smoke barriers were installed in
accordance with NFPA Standards, The deficiency
'had the potential to affect three (3) of six (6)
smoke compartments, residents, staff, and
visltors. The facility is licensed for one hundred
four (104) beds with a ¢ensus of seventy elght
(78) oh the day of the survey.

The findings include:

affected.
Measures Implemented or Systems

K 027 NFPA 101 LIFE SAFETY CODE
STANDARD

it is the norral practice of Creekwood Place
Nursing and Rehab Center to ensure access
doors In smoke barriers are installed in
accordance with NFPA standards,

gorrectivg‘ Measures for Resldents
1d d In the Deficiency:

No residents were ldentified in the deflciancy

How Other Residents were Identified
who may have been affacted by this

ice w Identified;

Residents In three (3) of the six (6) smoke
compartments had the potential to be

teredto Prevent Re-occurrance:

The two smoke barrier access doors located in the
attlc above Hall 3, and Nurses Station 2 were
replaced with materials with a fire resistance
rating of two (2) hours by the Plant Services
Assistant. The Attic was audited by the

Plant Services Manager and the Plant Services
Assistant to identify any other access doors
that did not meet NFPA standards.

Identifled doors were replaced with materials
having a fire resistance rating of two (2)
hours by the Plant Services Assistant.

The Plant Services Manager, The Plant

Services Assistant, and the Housekeeping
Supervisor were re-educated on January 15, 2012
by the Adrninistrator on NFPA Life Safety

Code Standard related to access doors in

smoke barriers,

RM CME-2667(02-89) Previous Verslons Obsolels Event ID: FXC221
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

" PRINTED: 0173012012
FORM APPROVED
OMB NO, 0838-0391

STATEMENT QF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
" A BUILDING 01 - fAIN BUILDING 04
U B. WING i ‘
186313 : 04/11/2012

NAME OF PROVIDER OR SUPPLIER

CREEKWOQD PLACE NURSING & REHAB CENTER, INC

| STREET ADDRESS, GITY, STATE, ZiF CODE

683 £, THIRD STREET
RUSSELLVILLE, KY 42276

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES |
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L3C IDENTIFYING INFORMATION)

_ PREFIX

D
TAG

PROVIDER'S PLAN OF GORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

{X5)
COMPLETION
DATE

K 027

K029
88=D

in the attic above Hall 3, and Nurses Statiqn 2,

‘Reference: NFPA 101 (2000 Edition)

Continued From page 4

Observation, on 01/11/12 at 3:50 PM, with the
Plant Services Assistant revealed two (2) unrated
homemade smoke harrler accass doors located

Interview, on 01/11/12 at 3:50 PM, with the Plant
Services Assistant revealed he was hot aware the
doors in the attic must be rated for use,

19.3.7.3

Any required smoke barrier shall be sonstructed
in accordanca with Section 8.3 and ghall have a
fire resistance rating of not less than /2 hour.

Reference: NFPA 101 (2000 Edltion} .
Continuity 8.3.2 - :

Smoke barriers required by this Codi: shall be
continuous from an outslde wall to ar: oltslde
wall, from a floor to a floor, or from a smoka
barrier to a smoke barrier or a combination
thereof, Such barriers shall be continuous
through all concealed spaces, such as thosa
found above a ceiling, including interstitial
spaces,

Reference: NFPA 101 (2000 editlon)

8.3.4.1* Doors in smoke barriers shall close the
opening leaving

only the minimum clearance necessary for proper
operation

and shall be without undercuts, louvers, or grilles.
NFPA 101 LIFE SAFETY CODE STANDARD

One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire

K027

K 029

Monitoring Measures to Maintaln
Ongelng Compliance; -

The Plant Services Director wiil audit the
smoke barriers-monthly for the next six
months to ensure there are no unrated
smoke barrier access doors to validate
ongoing compliance and will report

findings to the Quality Assurance Committee.

Fabruary & 2012

JRM CMS§2667(02-99) Previous Versions Obsolate Event ID: FXC221
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

- PRINTED: 01/30/2012
FORM APPROVED
OMB NO. 0938-0381

TATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIERIGLIA {¥2) MULTIPLE cor'qsmucnow {X3) DATE SURVEY
ND PLAN OF CORRECTION {DENTIFICATION NUMBER; ' COMPLETED
: A BUILBING 01 - MAIN BUILDING 0%
Cans B. WING
‘ 185313 0174172012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
) 683 E, THIRD STREET -
. CREEKWOOD PLACE NURSING & REHAB CENTER, INC . :
_ 7 ‘ ' RUSSELLVILLE, KY 42278
(X4) D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG "REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
|
K029 | Continued From page 5 . K029
extinguishing system in accordance with 8.4.1 ' K 029 MFPA 101 LIFE SAFETY CODE
and/or 19,3.5 4 protects hazardous areas. When STANDARD
the'ap;.:rcved automatic fire extingulshlng system it Is the normat practice of Creekwood Place .
option is used, the areas are separated from' Nursing and Rehab Center to meet the Inristy 152042
other spaces by smoke resisting partitions’and requirements of Protection of Hazards In :
: . accordance with NFPA Standards.
doors, Doors are self-closing and non-rated or
field-applied protective plates that do not exceed - n ctlvg Measures for Rasidents Identified
d - In.the Deficlency:
48 inches from the bottom of the door are £0s
permitted.  19.3.2.1 No residents were Identified in this
deficiency.
her Residents were | kL that
may have been aftfected hy the practice:
Residents in one (1) of six {(6) smoke
. . ] compartments had the potential to be affected by
This STANDARD. is not tmet as evidenced by: the practice.
Based on observation and interview, it was " Measures Implemented or Systems Altered
determined the facility falled to meet the e Prevent Re-Occurrence;
requirements Pf PrqteCtlon of Hazards in A self closing device was Installed on the
accordance with NFPA Standards. The door to the kitchen on January 11, 21012
deficiency had the potential to affect one (1) of six by the Plant Services Assistant. ‘The
T : remaining hazardous areas in the faciiity
(6) smoke Compa.’tﬁ]en_tsa residents, staff and were checked by the Plant Services Assistant
visitors. - The facllity is licensed for one hundred Eo vialidate ';Re greseng;ehof self closing
. evices on the doors. Bre were no
four (1 04) beds with a census of seventy, e{ght hazardous areas identified without self
(78) on the day of the survey. closing devices present on the doors.
. . The Plant Services Manager and the Plant
The findings include: 7 Services Assistant were re-educated on
: : January 15, 2012 by the Administrater on
f ) R HE proper self closure-devices on doors to the
Observation, on 01/11/12 at 1,00 PM, with the Kitchen and ail hazardous areas.
Plant Services Assistant revealed the door to tha
Kitchen did not have a seif closing device, Monitaring Measures to Maintain
On-golng Compilance:
{ Interview, on 01/11/12 at 1:00 PM, with the Plant EazaFdo;:s areas in the facility will be audited
y the Plant Services Manager monthiy to
Services Assistant revealed they were not aware validate the presence of self closing dovices
the seif closing device was required. an the doors. The rasults of the audit will be
reported to the Administrator and the
. Quality Assessment and Assurance
Refergnce. committee to validate ongoing compllance.
NFPA 101 (2000 Edltion).
ORM CMS-2567(02-98) Pravious Versions Obealete Event 1D: FXC221 Facility ID: 100209 : if continuatton sheel Page 6 of 20 |




DEPARTMENT OF HEALTH AND HUMAN SERVICES | o PRINTED: 011302012

ENT ! ‘ . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIERICLIA. ' (X2} MULTIPLE CONSTRUCTIO_N (X3} DATE SURVEY
AND PLAN OF CORRECTION IRENTIFICATION NUMBER: COMPLETED
. A BULDING 01 . MAIN BUILDING 01
B. WING )
_ 185313 : 014/11/2012
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP GODE
' : ' 684 E. THIRD 8TREET
CREEKWOOD PLACE NURSING & REHAB CENTER, INC :
_ 1N | RUSSELLVILLE, KY 32276
(X4)iD SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDER 8Y FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

K 029 | Continued From page 6 ' A K 029

19.3.2 Protection from Hazards. ,
18.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barrier having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.4.1. The automatic
extinguishing shall be permitted to be in
accordance with 19.3,5.4, Where the sprinkier
option Is used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shall be self-closing or
automatic-closing. Hazardous areas shall
include, but shall not be restricted to, the
following: L
(1) Boiler and fuel-fired heater rooms
(2) Central/bulk laundries larger than 100 ft2
(9.3 m2) - -
(3) Paint shops
(4) Repalr shops
(5) Solled finen rooms
() Trash coliection rooms
(7) Rooms or spaces larger than 50 ft2 (4.6 m2),
including repalr shops, used for storage of
combustible supplies
and equipment in quantities deemed hazardous
by the authority having jurisdiction
(8) Laboratories employing fiammable or
combustible materials in quantitles less than
those that would be considered a severe hazard.
Exception: Doors in rated enclosures shall be
permitted to have nonrated, factory or
field-applied
protective plates extending not more than
: 48 in. (122 cm) above the bottom of the door.
K 0381 NFPA 101 LIFE SAFETY CODE STANDARD K 038
S8=k
Exit access is arranged so that exits are readily

JRM CM5-2687(02-99) Provious Versions Obsolele Event ID: FXC221 Facllity [D: 100208 . If continuation shest Page 7 of 20




Y T L PRINTED: 01/30/2012
DEPARTMENT OF HEALTH AND HUMAN SERVIGES _ ) | FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES , . OMB NO. 0938-0391
STATEMENT OF DEFiC!ENGIES X1 PROWDERIE‘:'UPPLIERICLIA (X2) MULTIPLE CONSTRUGTION (X3} gg:&fél%v[.)EY
i : [ TiO, UMBER: )
AND PLAN OF CORRECTION ) DENTIFICATION NUM A BUILDING 01 . MAIN BUILDING 01 )
165313 B. WiNG _ _01/11/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE

683 E. THIRD STREET

CREEKWOOD PLACE NURSING & REHAB CENTER, INC RUSSELLVILLE, KY 42276

(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES - D PROVIDER'S PLAN OF CORRECTION {6}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE
. ' PEFICIENCY)
K 038 | Continued From page 7 : K038
- | accessible at all times in accordance with section -
7.1, 1921 . K 038 NFPA 101 LIFE SAFETY CODE
‘ g STANDARD

It Is the normal practice of Creekwood Place
Mursing and Rehab Center to have exits
readlly accessible at all times.

Cor| v asures for Resi ts identified
in the Deficlency:
No residents were |dentified In the
deficiency, .
This STANDARD s not me't as evldepced by: ow Other Resldents were Identifiad who
-Based on observation and interview, it was may have been affe by this ice
determined the factiity failed to ensure delayed - were ldentified;
egrass doors .an_d exits were maintained in Residents in four {4) of the six (8} smoke
accardance with NFPA siandards. The . | compartments had the potential to be
deficlencies had the potential to affect four (4) of affected.
six (8) smoke compantments, residents, staff and I Measures Implemented or Systems Altered
visitors. The faoility Is licensed for one-hundred : to Prevent Re-gceurrence;
four (104) beds with a census of seventy eight Correct signage was placed at the delayed
{78} on the day of the survey, y egress doors located next to rooms #3017,
. , #312, #221, and #114 by the Plant Services
Manager, .

.The findings include;

. 1 January 15 2012
The curb outside the exit door next to room

. #114 lowi i
Observation, on 01/11/12 between 11:30 AM and o, /2 removed allowing the exit door to fully
4:00 PM, with the Plant Services Assistant _ )
revealed the delayed egress doors located next to! ggfvfc’ggfsgls”’t;gf ':ggig:’Hgﬁgm;m o
rooms #301, #312, #221, and #114; did not have 7 Supervisor were re-educated on January
the requiped signage staﬁng the door. was 1.5 . 2012 by the Administrator on NFP}?« 101

. - L
equipped with a fifteen (15) second defay before Lie Safety Code standard related to exit
opening. Further observation revealed a :
concrete curb had been poured outside the exit Sepitorieg Measures to Maintain.
door next to room #114, and the curb was '
approximately 3" high and blocked the exit door The Plant Services Manager will audit the

. a!

from fuily opening. ] exits monthly for the next six months to

valldate ongoing compliance with slgnage
and accesslbility and will report

Interview, on 01/11/12 between 11:30 AM and Rooings to the Quality Assurance and
4:00 PM, with the Plant Services Assistant Aasessment Committee.
revealed they were not aware the delayed egress

JRM CMS.2687(02-99) Previous Varelons Qbaolate ' Event ID: FXC221 Facility 10: 100200 If continuation sheet Page 8 of 20



DEPARTMENT OF HEALTH AND HUMAN SERVICES | | - PRINIED: 0115012012

FORM APPROVED,
SENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
TATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X8) DATE SURVEY
4D PLAN OF CORREGTION {DENTIFICATION NUMBER: _ ‘| coMpLETED
_ , A BUILDING 01 - MAIN BUILDING 01
B winG _ : )
_ 1856313 ~ : 01/11/2012
tAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIP CODE
: 662 E. THIRD STREET
CREEKWOOD PLACE SING & REHAR CENTER, INC ‘
EKWOOD PLACE NUR ERA ! RUSSELLVILLE, KY 42276
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION (x5)
PREFI {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORREGCTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

K 038 | Continued From page 8 : K 038

signage was to be oh the exit doors. Further
interview revealed the curb was pourad outside -
the exit door to help control a drainage problem.

Reference:
NFPA 101 (2000 edmon)

7.21.6.1 Delayed-Egress Locks. Approved
listed, delayed egress

Jocks shall be permitted to be installed on doors
gerving

low and ordinary hazard contents in buildings
protected

throughaut by an approved supervised automatic
fire detection

system in accordanca with Section 9.6, or an
approved,

supervised automatic sprinkler system in
accardance with Section

8.7, and where permitted In Ghapters 12 through
42, provided

that the following criteria are met.

(a) The doors shall’ unlock upon actuation of an
approved, supervised automatic sprmkler system
in accordance .

with Section 9.7 or upon the actuation of any heat
detector or actwatlon of not more than two smoke
detectors

of an approved, supervised automatic fire
detection systern In

accordance with Section 9.6.

Refarence: NFPA 101 (2000 Edition).
7.7.1%
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K Q38 | Continued From page 9 K038
Exits shall terminate directly at a public way or at
-an exterior exit discharge. Yards, courts, open
spaces, or other portions of tha exit discharge
shall be of required width and size to provide all
occupants with a safe access to a public way.
7.1.10.1* ,
Means of egress shall be continuously
‘maintained free of all obstructions or
impediments to full instant use In the case of fire'
or other emergency.
CMS Ref: S&C-05-38.
K (350§ NFPA 101 LIFE SAFETY CODE STANDARD K 050
ar - K 050 NFPA 101 LIFE SAFETY CODE STANDARD

Se=F

Fire drills are held at unexpected times under
varying conditions, at least quarterly on each shift, |-
The staff is familiar- with procedures-and is aware
that drills are part of established roufine.
Responsibility for planning and.conducting drills is
assigned only to competent persons who are
quallfied to exerclse leadership. Where drills are
conducted between 9 PM and 6 AM a coded
annolincement may be used instead of audible
alarms.  19.7.1.2 .

This STANDARD is not met as evidenced by:
‘Based on interview and review of the facility's fire
drills it was determined the facility failed to ensure
fite drills were conductad in accordance with
NFPA standards. The deficiency had the potential
to affect six (6) of six (8) smoke compartments,
residents, staff and visitors. The facility is
licensed for one hundred four (104) beds with a
census of seventy eight (78) on the day of the
survey,

. it is the normal practice of Creekwood Place

"Nursing and Rehab Center to tonduct fire
drills at unexpected ttmes under varying
conditions, |

Corrective M. ures for Resideqts Identified

in_the Deficlency;

No residents were identified in the deficlency.
"How Other Resldents were Identified who
a ve heen cted (1 actice

werg identified.

Residents in six (6) of six (6) smoke
compartiments have the potentlal to be
affected by the practice.

res Implemented or S ms_ Al
1o Prevent Re-orcurrence;

The schedule for quarterly fire drilis was
reviewed by the Adminlstrator on January 31,
2012 to validate that flre drills are scheduled
-0n a quarterly basis for all shifts and at
unexpected times under varied conditions
during the shifts. The Plant Services
Director was re-educated by the
Administrator on lanuary 15, 2022 on
conducting fire drills on alf shifts at
unexpected times under varled conditions,

RM CMS-2687{02-80) Previous Versione Obgolete

Event ID: FXC221
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K050 Continued From page 10 K 050

Fire drills were being conducted as follows: ,

| 08/31/11 @ 10.15 AM

-Services Assistant revealed they were not aware

missed the 4th quarter on 3rd shift,

The ﬁhdings nclude:

Fire Drill review, on 01/11/12 at 3:03 PM, with the
Plant Services Assistant revealed the fire drills
were not being conducted at unexpected times
under varied conditions, on 1st and 2nd shifis,
Further observation revealed the facility failed to
perform a fire drill on 3rd shift, in the 4th quarter
of 2041, '

First Shift
11/29/11 @ 10:30 AM

05/03/11 @ 11:00 AM
03/17/11 @ 6:30 AM

Second Shift

12027111 @ 2:50 PM
08/28/11 @ 3:40 PM
06/29/11 @ 2,40 PM
03/17/11 @ 2:40 PM

Third Shift

Missed

07/29/11 @ 6:00 PM
04/28/11 @ 4:60 AM
03/17/11 @ 6:00 AM

Interview, on 01/11/12 at 3:03 PM. with the Plant

the fire drills were not being conducted as
required, They were also not aware they had _

Monltering Measures to Malntaln

" The Plant Services Director wilf provide a
quarterly schedule In advance for review by
the Administrator to validate ongalng
compliance with conducting fire dgrilis at
unexpected times under varied |
conditions. The Administrator will affirm
that the schedule Is followed or that
changes are appropriate If indicated,

ahuary 83,2042

RM CMS-2567(02-00) Previous Versions Obsolete
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K 050 [ Continued From page 11 K 050
Reference: NFPA Standard NFPA 101 19.7.1,2. .
Fire drills shall be conducted at least quarterly on
each shift and at unexpected times under varied
conditions on all shifts. ,
K056 | NFPA 101 LIFE SAFETY CODE STANDARD K Q58
55=D . '
If there is an-automatic sprinkler system, it is . ETC:&';?DNA':‘P[? 101 LIFE SAFETY CODE
installed in accordance with NFPA 13, Standard '
for the Instaliation of Sprinkler Systems, to It Is the normal practice of Creekwood
.| provide complete coverage for all portions of the e Stnang jand Rehab Center to meet
building. The system s properly malntained in Sprinkler Systems.
acwordance with NFPA 25, Standard for the
Inzpection, Testing, and Malntenance of - forfective fction for Residents Identified foananfor Residents |dentifled
W:-ter-Based Fire Protaction Systems. It is fully e 3
$ugierv_ised. The_re is a re!iable, adequate water No residents were Identified in the deficlency
sugply for the system. Required sprinkler How Other Residents were Identified
syslems are equipped with water flow and tamper MAMMM
sviches, which-are elactrically connected to the Rractics:
bui.ding fire alarm system.  19.3.5 Restdents In one (1) of six (6) smoke
compartments had the potential to be
affected.
Mgtgggrgtﬁ Ima!gmfpﬁtegor Systems
. Altered to Prevent Re-Occurrence:
This STANDARD is not met as evidenced by:

Based on observation and interview, it was At o e s acelved 2
determined the facility failed to ensure the the sprinkler system on the porch located
building had a complets sprinkier system, in O#tS'de the ﬁ'ﬂt door next to reom #221 so
accordance with NFPA Standards, The deficiency. the porch will have sprinkler protection.
had thé potential to affect one (1) of six {6) smoke Fire Guard Sprinkler Services has projected
compartments, residents,. staff, and visitors, The. Sonp etion of this project to be March 1,
faaility is licensed for one hundred four (104} ) la

The Plant Services Manha er, n
32350:‘?;2 at“l?r?l':fus of seventy eight (78) C'm the gﬁrvices Ass]st;ﬁt, and tae Hgizglléetping
. pervisor were re-educatad on January
’ 15, 2012 by the Administrator on NFPA
life safety relating to the standard for
The findings include: instaltation of sprinkler systems.
IRM OMS-2507(02-88) Previous Verslons Qbsolels Evenl ID; FXG221 Facllity {D; 100209
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: DEFIGIENGY),
K056 | Continued From page 12 . : K 056 -
Observation, on 01/11/12 at 1:35 PM, with the : '
Plant Services Assistant revealad one (1) porch Mﬂdﬂﬂ_!i&aam.tmm_nmm_gwg
located outside the exit door next to room #221, Compliance: ' March3,2012
to extend out four (4) feet or greater, was made The; f;:lant Selt'vices Manaigetr wili'?dudtlt the
o . P r r arter valida
of combustible materials, and was not sprinkler Sngoing oo Findings will be reported
protected. to the Quallty Assurance Committee,
Interview, on 01/11/12.at 1:35 FM, with the Plant
Services Assistant revealed they wera not aware
the porch needsd o be sprinkler protected.
Reference: NFPA 3 (1990 Edition) 5-13 8.1
Sprinklers shall be installed under exterior réofs
or canopies excee-ling 4 Ft. (1.2 m) in width.
Exception: Sprinkl:rs are permitted to be omitted
where the canopy ar reof Is of noncombustible or
limlted combustibl- construction.
Reference: NFPA 13 (1999 Edition)
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
S8=F ‘
Required automatlc sprinkler systems ara §&°§JA§”§ 101 LIFE SAFETY CODE
continuously maintained in reliable operating .
condition and are Inspected and tested pt,;f:éhﬁu"r‘s’{,:ga;ﬁga;;'§§b°2§;‘§§m°°d
periodically. 19, 7.6, 4.8.12, NFPA 13, NFPA 25, rnatntain the sprinkler system in
9.7.5 _ accordance with NFPA standards,
Corractive Measures for Residonts_
Identiffed i the Deficlency:
This STANDARD is not met as evidenced by: " No residents were ldentified in the deficiency
Based on observation and interview, it was oy Othec Residents were Iddentifled
determined the facifity failed to maintain the practice o ested by thig
sprinkler system in accordance with NFFA Residents i six (6) of the six (
standards. The deficiency had the potential to Mm% (6] of the six (6) smoke
affect six (8) of the six (8) smoke compartments, Shractea, | "2 the potential o be
residents, staff and visitors, The facility is

RM CMS-2687{02-09) Previous Veralona Obgolate
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K 062 | Continued From page 13 K 062
licensed for one hundred four (104) bads with a e
cer’Lseus of seventy eight (78) on the day of the | Al teslemented or Systems e
survey. :
. The escutcheon {trim plece} was placed on
the sprinkler heads in the bathroom of room
' #112 and the oxygen room on Hall 3 by the
The findings include; Plant Services Directar on 2/3/12. -
. . ‘ ' Tl?e sprr;inkler head wrench will be replaced
! the sprinkler room by Fire Guard Sprinkler
Observation, on 01/11/12 between 11:30 AM and Service, Inc by Fabruary 15, 2012 ©
4:00 PM, with the Piant Serylcee.; Assistant Lo The Plant Services Manager and the Plant
revealed the escutcheon (irim plece) was missing Services Assistant were re-educated
from the sprinkler head ih the bathroom of room January 15, 2012 by the Administrator
#112, énd the oxygen rocrm on Hall 3, Further Sorimter eoaprds for maintalning the
observation revealed the facility failed to provide , Fobruary 15, 2032
:tzgggl:éir head wranch :n accordance with NFPA : -?;’—m"'m—ﬂg-!ﬂﬁ?i—!ﬁ«_L__q,m
) ) . The Plant Services Manager will audit the
Interview, on 01/11:12 bi-aveen 11:30 AM and sprinkler heads monthly to validate the
) . ks ” placement of the escutcheons. The Plant
4:00 PM, with the Plan} &:.rvices Assistant Services Manager will audit the Spfinkrer
revealed they were not 2. -are of the missing the Sormaey to e et of
escutcheon pieces, or the: missing sprinkler head repor’eed to the oﬂau’ty Assurgasn‘c'vei 'anfj
wrench. : Assessment Committee,
Reference: NFPA 25 (1998 Edition).
2-2.1.1* Sprinklers shall be inspected from the
floor level annually, Sprinklers shall be free of
corrosion, forelgn materlals, paint, and physical
damage and shall be installed In the proper
orientation {e.g., upright, pendant, or sidewall).
Any sprinkler shall be replaced that is painted,
corroded, damaged, loaded, or in the Improper
crientation.
K 070 | NFPA 101 LIFE SAFETY CODE STANDARD K 070
88=D ’
Portable space heating davices are prohibited in
all heaith care occupeancies, except in

RM GMS-2687(02-48) Pravious Verslans Obsolato
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K 070 | Continued From page 14 K070

| This STANDARD is not met as evidenced by:

_space heaters used in the facility were in

'| areas, o

non-sleeping staff and employee areas wheré the
heating elements of such devices db not exceed
212 degrees F. (100 degrees C)  19.7.8

Based on observation and interview, it was
determined the facility failed fo ensure portable

accordance with NFPA standards. The deficiency
had the potential to affect two (2) of six {8) smoke
compartments, residents, staff and visitors. The
facllity is licensed for one hundred four {104)

beds with a census of seventy eight {78) o the
day of the survey,

The findings include:

Observation, on 01/11/12 between 11:30 Al and
4:00 PM, with the Plant Services Assistant
revealed portable space heaters located in the
Assistant Director of Nursing Office, Distary
Office, and'the Reception Area,

Interview, on 01/11/12 between 11:30 AM and
4:00 PM, with the Plarit Services Assistant
revenled they were aware the heatars were not
permitted in patient care areas, but not aware the
heating element could not exceed, 212°F (100°C)
when used in hon-slesping staff and smployee

Reference: NFPA 101 (2000 adition)
19.7.8 Portable Space-Heating Devices. Portable
space-heating

STANDARD

axceed 212 degrees F.
oree Measur
deficiency.

ow Other
who Ma

Pract|ce;

ve Be

affected.

2012

heaters,

heaters.

m H

K 070 NFPA 101 LIFE SAFETY CODE

It Is the normal practice of Creekwood

Place Nursing and Rehab Center not to use
portable space heating devices where

the heating elerments of such devices do not

oF Residen

ldentified in the Deficlency:

No residents were identified In the

were ldentifio
cted by this

Resldents In twe (2) of six {6) smoke
compaitments had the potential to be

Measurs Implemented or Systems
Alter P -oCCUrrence:

The space heaters In the Assistant Director
of Nursing Office, Dietary Office, and the
Reception Area were removed by the
Housekeeping Supervisor on January 11,

Department Managers were re-educated on
January 11, 21012 by the Administrator on
NFPA 101 refated to the use of portable

Housekeeping Staff were re.educated on
January 19, 2012 by the Administrator on
NFPA 101 related to the use of portable

Nursing Staff inctuding Licensed Nurses,
and Nurse Techs were re-educated January
19, 2012 by the Administrator on NFPA 107
related to the use of portable heaters.

Manitorjyg Measures to Malntain
Onaoing Compliance:

The Housekeeping Supervisor wiil audit a
minlmum of 4 offices and/or work areas to
verlfy no portable heaters are present,
The audits witl be conducted monthly

RM CMS.2667(02.80) Pravicus Versions Gibaolete
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| This STANDARD is not met as evidenced by:

OTHER LSC DEFICIENCY NOT ON 2786

Based on observation and interview, it was
determined the facility faled to maintain doors -
within a required means of 6gress. The deficiency
had the potential to affect three (3) of six (6)
smoke compartments, residents, staff, and
visitors. The facility is ficensed for one hundred
four (104) beds, with a census of sevenly eight
(78) on the day of the survey,

The findings inctude:

Observation, on 01/11/12 between 11:30 AM and
4:00 PM, with the Plant Services Assistant
revealed an unapproved lock (slide bolt type) was
installed on the egress side of the bathroom door
in room #1186, the'closet in room #208, and the
lce Room. L

interview, on 01/11/12 between 11:30 AM and
4:00 PM, with the Plant Services Assistant
revealed they were aware of the locks, but not
aware they were prohibited.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION . -(x5)
- PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FuiL| PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROFRIATE DATE
: DERICIENCY)
K 070 | Continued From page 16 K 070
. ) . for three (3) months, then will begin Janusry 19, 2012
devices shall be prohibited in all heaith care again monthly during the wintus Sronths. anuary
occupancies. ' Findings will be reported to the Quality
Exception: Portable space-heating devices shall Assurance and Assessment Committee.
be permitted fo be used
In nonsleeping staff and employee areas where _
the heating elements of _
such devices do not exceed 212°F {100°C). : ,
K 130} NFPA 101 MISCELLANEQUS - K130
5$5=D '

- K130 NFPA 101 MISCELLANEOUS

It is the normal practice of Creekwood

Place Nursing and Rehab Center nat to utillze
unauthorzed locking mechanismes on doors
within a required means of egress,

Corrective Measyre for Residents
1 Ified In the De

NCY:
No residents were identifled in the deficlency

ow Oth siden dantified who

may have heen affected by the practice:

Resldents In three {3} of six {6) smoke
compartments had the potential to be
affected.

Sur lemented or Systerns
Aitered to Prev Re-occyrrence: |

The Plant Services Assistant removed the
unapproved tocks from the bathroom door in
room #116, the closet In room #2048, and the
Ice Room on January 11, 2012,

The Plant Services Manager, The Plant
Services AssIstant, and the Housekeeping
Supervisor were re-educated january 15,
2012 by the Administrator on required
Means of egress in accordance with NFPA
standards.

_

M GMS-2567(02-09) Pravigus Verslons Cbaolgta
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TATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUCTION ((3) DATE SURVEY
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. A. BUILDING 01 - MAIN BUILDING 01
B. WING
185313 01/14/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
683 E. THIRD STREET
CREEKWOOD PLACE NURSING & REHAB CENTER, INC .
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D " PROVIDER'S PLAN OF CORRECTION (X5)
PREEIX, . (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFi)( {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG - CROBS-REFERENGED TD THE APPROPRIATE DRTE
. ) DEFICIENCY)
K 130 | Gontinued From page 16 . K 130 Mo ng Measyres to Maintain Ongo)
‘ Compliance;
. The Housekeeping Supervisor will audit all Ianuaty 15, 2012
3 ) IBRNN doors to verify the focks on all doors are
Referance: NFPA 101 {2000 Edition) 19.2.2.2.4 in acco,danceyw;th the required means of
. . egress. The audit will be conducted "
monthly for slx months, The findings wi

Doors within a required means of egress shall not be reported to the Quaiity Assurance and

be equipped with a latch or lock thaf requires the Assessment Cornmittee Meeting to
use of a tool or key from the egress side. validate ongoing compllance.
K147 | NFPA 101 LIFE SAFETY CODE STAN DARD K 147
58=F
Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Ccde, 9.1.2 K 147 NFPA 101 LIFE SAFETY CODE
STANDARD
It is the normal practice of Creekwood Place
Nursing and Rehab Center maintain efectrical
wilring in accordance with NFPA 70 standards.
) - Corrective Measures for Residents dentified
This STANDARD is not met as evid snced by: Inthe Peficiency:

Based on obsarvation and intendsw, it was No residents were identifled in the deficlency
determiped the facllity falled to engie olectrical How Other Resldents were (dentified who
wiring was maintained In accordanc:s with NFPA may haye been affacted by the practice;
standards. The deficiency had the potential to Residents In four (4] of four (4) smok

esydents \n four our sSmokKe
affect four (4) of four (4) smoke compartments, compartments had the potential to be
residents, staff, and visitors. The facility is affected.
licensed for one hundred four (104) beds with a
asures im e r s ms altered t
census of seventy eight (78) on the day of the preyent re-oceurrenge!
survey,
1: The power strip in the Admissions office
s was used for non medical aquipment. It was
The findings inciude: removed from the additional power strip
and was plugged Into the wall receptacle
by the Admissions Coordinator on 1/15/12,
Obsen’aﬂon on 01’11’12 between 11 30 AM and ; The restdent bed In room #115 was
4:00 PM, With the Plant Services ASSIStEnt remaved from the power strip and was
revealed plugged Into a wall receptacle by the
Housekeeping Supearvisor on 2/3/12.
3: The oxygen concentrator and two (2}
1} A power strip was pluggad into another power resldent beds In room #112 were removed
i : from the power strip and were plugged into
strip Jocated in the Admiasions Office. wall receptacles bypthe Adrinistrator on
2) Avresident bed was plugged into a power strip 2/3/12.
located in room #115 4: The Resident bed in room #113 was
N removed from the power strip and was
3) -An oxygen concantrator and two (2) resident plugged inte a wall receptacle by the
Administrator on 2/3/12.
“ORM CMS-2567{02-08} Previous Verslons Obsolele + Ewvent ID:-F)(C?21 Fadllity ID: 100298
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iTATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
\ND PLAN OF CORRECTION IDENTIFICATION NUMBER: : : ) COMPLETED
. A BUILDING . 01 - MAIN BUILDING D1
- ' B.WING )
186313 01/11/2012
NAME CF PROVIDER OR SUPPLIER . STRERT ADDRESS, CITY, STATE, ZIP GODE .

683 E, THIRD STREET :

CREEKWOOD PLACE NUBS!NG & REHAB CGENTER, INC RUSSELLVILLE, KY 42278

(X4) (D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION 1%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE: ACTION SHOULD BE COMPLE TiON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TO THE APPROFRIATE DATE
: ) DEFICIENGY) :
K147 i ' ' '
Contmued_ From page 17 . ‘K 147 5: The refrigerator {n the Housekeeping
beds were plugged into a power strip located in Office was removed from the power
room #112. : | strip and plugged Into a wall receptacle by-
. ; . y . . the Housekeeplng Supervisor on 2/3/12.
4) . Aresident bed was plugged into & power strip 6: The storage In front of the electrical
located in room #113. | panels locatad In the North éel:\n’e]act;:g Room
5) Arefrigerator was plugged into a power strip Manager on 1270
located in the' Housekeeping Office. 7: The resident bed in room #110 was
6) Storage in front of electrical panels located in removed from the power strip and plugged
the North 1 Heating Room. . . 21:(32;;?1‘;3” receptacie by the Adminlstrator
7} - Aresident bed was plugged into a power strip B: The extension cord was removed from
located in room #140. . the Dletary Office by the Plant Services
8) An extenslon cord was plugged into a power hsistant on 1/11/12.
R X : - P _gg ! P 9; The shelving was remaoved from In front
strip located in the Dietary Office. : of the electrical panel in the Dish Roomn by
; [ e £ the Plant Services Assistant on 2/7/12.
9) Storage shelving was in front of «n electrical 10: The Ice maching In the Kiener was
panel iccated in the Dish Room. ' removed from the power steip and was
10} An ice machine was plugged into a power gfugrged;nts) 2 ricemﬂglae!?g the Plant
N ' . . ervice Assistant on .
stri Ioca_ted in the Kntghen. o 11: The air mattress, alr compressor,
11) An air mattress, ailr compressor, “eeding tube feeddlngitube pump, oxygen concentrator,
) " and resident bed In room #208 were
purp, oxygen concentrator and a mﬂp!dent bed . removed from the power strip by tho
weie plugged into a power strip locatd in room Administrator and plugged Into wall
#208. . i ' receptacles on 2/6/12. )
12) Aresident bed was plugged into a power strip o resloent bed i g;’,?;”;:;;&;‘;;,
that was plugged into another power strip located Into a wall receptacle by the Housekeeping
in room #220 Supervisor on 2/6/12.
-t . ) 13: The refrigerator and microwave in the
13) Arefrigerator and microwave were plugged Activitles Office were removed from the
into a power strip located In the Activities Office. power s;rlﬁ anc: plusgged ir'1tn a re;;agpftlazcle by
ousekeeping Supervisor on .
14) A CIVCU|at!0n pump for th? hot water system . 14: The circulation pump for the hot water
was plugged into a power strip. ' ‘ syztem was removed from the power strip
: H . and plugged Into a receptacle by the Plant
15} A feeding machine, two (2) suction pumps, a Services Manager on January 31 2012
resident bed, and an air mattress were plugged | 15: The feeding machine, two (2) suction
Into & power strip located in room #201, Pumps, resident bed, and 20 air mattress
o0om were removed from the power stri
16? A portable heater was plugged into a power and plugged into a wall receptacie by the P
strip located in the reception area. | Housekeeping Supervisor on 2/6/12.
: 16: The portable heater and power strip
1S 7)‘Al?i open eteclrical junction box locgted in the were removed from the reception area.
prinkier Room: ) 17: The electrical junction box lacated
18) Two (2) refrigerators were plugged into a :;’ the sdprlnkler room will hav% an adapter
. - N 0X and cover plate installed by February
E%\gﬁ: strip located In Building 3 Treatment 18, 2012 by the Plant Services Manager.

18} Two (2) soap dispensing units to the

IRM CMS-2667(02-96) Pravious Verslona Obsolete ‘ Event |D: FXC221 Fackily iD: 100299 If contintration sheat Page 18 of 20
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FORM APPROVED
OMB NO. 0938-0391

3TATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER; COMPLETED
o A. BUILDING 01 - MAIN BUILDING o1
- B. WING
185313 0171112012
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
: 883 E. THIRD 8TREET
CREEKWQOOD PLACE NURSING & REHARB CENTER, INC
0 ‘ RUSSELLVILLE, KY 42276
{4y 1D SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION .
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX " (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE OATE
DEFICIENCY) -~
: -18: The two {2) refrigerators located in
K 147 | Continued From page 18 K 147 | Building 3 Treatment room were removed
e . from the power strip and plugged Into wall
washers, and an alr conditioning unit were receptacies by the Housekeeping Supervisor
ir L. on 2/8/12. o
plugged into a power strip located in the Laundry 19 The two (2) s0p dispensing unite to
Raom, . ) N _ the washers and the alr conditioning unit in
20) Open junction boxes In the Attic above trt]e l.auncc‘lry| weredr?ntwvedufrom the power
; . . strips and plugged Into wall receptacles by
Nurses Station 2. the Housekeeping Supervisor on 2/8/12.
) 20: The junction boxes In the attic above
Nurses Station two will have an adapter box
and 3 cover plate Installed by February 18,
" . 20 i .
Interview, on 01/11/12 between 11:30 AM and 12 by the Plant Services Manager
4:00 PM, with the Plant Services Assistant gu rﬁﬂdint rooms ware all:tdited by t':ahe
ua ssurance Committee méembers on
revealed they were not aware of the extension | January 26" and january 27% to vafidute
cords and power strips being misused. Further that no extension cords were present in the
interview revealed they wara also not aware of faciiity.
' the storage in front of the elecirical panels, or the All resident rooms on Building Three were
open juncﬂon boxes. audited on February 1, 2012 by the
. ’ Administrator, The Medical Records
- Coordinator, and the Housekeeping Supervisor to
validate that all medical equipment is
plugged directly into the wall receptactes.
All resldent rooms on Buitding Two were
audited on February 7% by the Adminlstrator,
: - The Housekeeping Suparvisor, The Medical
: Records Coordinator, and The Admilssions
Reference: NFPA 99 (1999 edition) Coordinator to validate that ali medical
. equipment Is plugged directly Into the
3.32.12D wall receptacles.
. . Electrical Work for Building One is still in
. progress by licensed électriclans and wiil be
Minimum Number of Receptap!es. The number completed by February 10, 3013,
of receptacles shall be determined by the :
intended use of the patient care area. There shall Al £E;:ﬁebr:;3%2?§dognﬁgggmg 10,2012 b
be sufficient receptacles located so as to avoid the Administrator, The Housekeeping
the need for extension Gords or multipie outlet Supervisor, and The Medical Records
adapters . Coordinator to validate all medicaj
P - equipment is plugged directly into the wall
receptacles.
The Plant Services Manager, The Asslistant
110-28. Spaces Plant Services Director, and the
: Housekeeping Supervisor were re-eiducated
. ’ on etectrical wiring and equipment in
About Electrical Equipment. Sufficient access * accordance with the NFPA cods by the
and working space shall be provided and A%mlln;strat:; on sgneu(iadga]ﬁzazbc;}t?r{em
: e oyees -
maintained around all electric equipment to Administrator on January 16%, 3012 on
4 . properly plugging medical equipment Inlto
YRM CMS-2667(02-89) Previous Versions Obsoleto Event (D: FXC221 Facay "l receptactes, and nan use of extenslon

cords.

heet Page 19 of 20



YEPARTMENT OF HEALTH AND HUMAN SERVICES

" PRINTEDY 61730/2012

: k ; N A ) FORM APPROVED
SENTERS FOR MEDICARE & MEDICAID SERVICES ) . - QOMB NO. 0938-0391
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. 185313' 0111112012
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: C N HAB CENTER, INC i :
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES In PROVIDER'S PLAN OF CORRECTION X5
PREFIX {EACH DEFICIENCY MUST B8E PRECEDED BY FULL " PREFIX {EACH CORRECTIVE ACTION. SHOULD BE COMPLETION
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG - GROSS-REFERENCED TO THE APPROPRIATE DATE
- ' DEFICIENCY)
Monitoring Measures for ongoing ”
K 147 | Continued From page 18 K147| Compliance:

‘Reference: NFPA 70 (1999 adition) |

with Section 370-22, Exception.

permit ready and safe operation and maintenanca
of such equipment, Enclosures housing electrical
apparatus that are controlled by lock arid key
shall be considered accessible to qualified
persons. B K

370.28(c) Govers..

All pull boxes, junction boxes, and conduit bodies’
shall be provided with covers compatible with the
box or conduit body construction and suitable for
the conditions of use. Where metal covers are
usad, thay shall comply with the grounding
requirements of Section 2560-110. An extenslon
from the cover of an exposed box shall comply

-or duratlon of the audit may be Increased.

The Plant Services Manager or the
Housekeeping Supervisor will audit four (4)
rooms weekly for eight {8} weeks then weekly
for four (4) weeks, thén monthly for six (6)

rnonths to verify ongolng compllance with
properly plugging medical equipment into
wall receptacles.on no use of extension
cords. The four rooms will include resident
and offices. This is approximately 10% of
facillty rooms., -

Resuits of the findings will be reported to

the Administrator and the Quality Assessment
Assurance Committee. If any areas of
concern are fdentifled, the frequency and

The Plant Services Assistant wiil audit the
electrical panels In the facllity weekly for
eight (8) weels, then weekly for four {4}
weeks, then monthly for six (6) months

to verlfy ongoing compliance with no items
being stored Ir: front of the panels.

February 18, 2012

Results of the findings wili be reported to

the Administrator and the Quality Assessment
Assurance Committee. If any areas of
concern are [dentified, the frequency and

or duratjon of the audit may be increased.

The Plant Services Manager will audit

two lunction boxes on each unit weekly for
elght {8} weeks, then weekly for four {4)
weeks, then monthly for six {6) months to
verify ongoing compliance with junction
boxes being closed.

Resuits of the findings wil be reparted to

the Administrater and the Quatity Assessment
Assurance Committee, If any areas of concern
are identifled, the frequency and or duration
of the audit may be Ihcreased.
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