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DEPARTMENT OF HEALTH AND HUMAN SERVICES , FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES ; _ OMB NQ. 0838-0391 -
STATEMENT OF DEFIGIRNCIES Tex1) PROVIDER/SUPPLIGR/CLIA 3 : 9 D,
AND PLAN OF CORRECTION % IDENTIF|CATION NUCI\?BF.F:: O2) MULTIPLE GCONSTRUGTION . (xa)gg“rdﬁfé{rnggv

A, BUILOING .
C
195265 8. WiNa ‘ 07/15/2010
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIP QODE o

201 KIMBERLY LANE
WILLIAMSTOWN, KY 41087

GRANT MANOR CARE AND AREHABILITATION CENTER

R o \CH CORREDTIVE ACTION SHOULD 5
PREFIX | - PREFIX G )
TAG AEGULATORY OA LEC IDENTIRYING INFORMATION) T,Eel céﬁ‘é‘é%s"pggéﬂa’g "l}oc?r?g :P’;%%LEH?ETE oA N
. DEFIGIENGY)
F 000 | INITIAL COMMENTS F 000 “This Plan of Corrcction is prepared and
submitted as required by law. By
A Recertifloation/Abbreviated Survey was submitting this Plan of Correction, Grant
conducted 07/13-15M10, and a Life Safely Code Manor Care & Rehabilitation Center
Survey was conducted 07/14/10. Deficlencies does not admit that the deficicncy listed on
weye oitad, with the highest Scepe and Scverlty of this form exist, nor docs the Center admit to

a "F". 'ARO KY00014498 was unhsubsiantlated

’ : any st findy £
with no deficloncies cited. ny statements, findings, facts, or

conclusions that fonn the basis for the

';SZL g%?asé%;%%?npggg#\?& SANITARY " 371 alcged deficiency. The Center reserves the
: right to challenge in legal and/or regulatory
The facillty must - : ‘ or administrative prooeedings the
(1) Procure food 1rom sources approved or deficiency, statements, facts, and
consldered satisfactory by Faderal, State or tocal conclusions that form the basis for the
uthorities; and deficiency.”
?2) Store, prepare, distribute and serve tood

under sanitary conditions . E :
- Fam . | CEIl
AUG <5 ag19 |

1. The ontdaidifindated items werc

discarded and ﬂmced
This REQUIREMENT Is not met as evidenced for residents. Wet and/or dirty ote
by: removed, re-washed, and dried prior to use.
Bassd on observation, interview and record Staff have been re-educated on the proper
review it was determined the facility falled to procedure for changing gloves and washing
store, prepare, distribute and serva food under . |hands on 7/13/2010 — 7/27/2010 by the
sanltary conditions. During Initied tour the three Nutritional Services Director and/or
(3) day emergency food supply was noted to be Regional Dicticiap, The items noted with | ,

stored with items having expiration dates from
2008. Dishes were noted to be stored wet and of
dirty along with clean dishes. Staff was observed
not following the proper procedurs for changing

frost covering were discarded. Freezer
inspected by service contractor on
7/20/2010, found to be functional. The

gloves and washing hands. The freezer was also ~ |freezer enters dofrost mode twice daity per
noted fo be at twenty-sight (28) degrees - normal operation. Freezer temperatures are
Farenheit (F) with condensatlon dripping from th recorded twice daily per policy.

ceiling.

2. All residents had the potenﬁal to be
The findings Inglude: affocted. A Sanitation Audit was completed
on 7/19/2010 by the Nutritional Services

LABGAATORY DIRECTOR'S/0R PROVIPEA/SUPFLIER F PneaENmTl\gTs S1Gr7TURE Director to mENds all identified areas. (48) DATE
N, C/\/(jﬂ.-\' KISHO

Y e 4

’?{ny deﬂcle}séj atalgﬁm ending with an agterlsk {*} denoles a dsftolenoy which the institullon may be exaused from cormecting providing I 13 tstermined that

other sataguards privvide suffialant protection to the patlents. {8se Inslruclionz,) Except for nursing homes, the lindings stated above aro disclosable 60 days

following the date of survey whethar or not a plan of corraction Is providad. For nuraing homas, (he above tindings and pians of correction are disslosable 14
days following tho date these decuments are mada avallablo Lo the facllity. If doflcloneles ara cted, an approver plen of correction is roquisite o continyed

program parl!c.!paﬂon.

FORM CMB-2667{02-08) Provious Varalona Obzololo Evont |0 Q81611 Faallity I 100504 it conlinuatlon sheal Page 1 of 7
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1. Observation on 07/13/10 at 10:50 AM revealed
in the dry storage, a section of foods marked as
three (3) day emergency supply foods, had
several items which were noted to have expiration
dates from 2008,

One (1) box of Precision Foods/Thick-it
Seasoned Chicken puree was noted to be labelad
in permanent marker 05/12/09. The box
contained cans, the manufacturer had printed no

"oxplration date on the cans or boxses.

One (1) box of Preclsion Foods/Thiok-it Swaet
Corn purse was noted to be labeled In permanent
marker 06/12/08. The box contained cans, none
of which had a printed expiration date from the
manufacturer, .

Further observation revealed one (1) box of Julce
Base Org:, 12/25 ounces, wag hoted 1o be
labaled in permanent marker 05/07/08, The box
was noted to have a printed expiration date from
the manufacturer of 07/28/09.

Interview, on 07/14/10 at 10:30 AM with the
Dietary Managsr, who was serving at this facility
while the facility's Dletary Manager was on
vacation revealed that normally foods from the
threa (3) day emergency supply weré rotated on s
six (6) month basis. The Dietary Manager atated
In response to Inquiry about the polisy/method for
rotatlon of emergency food, “I would think that |t
should be rotated out every six (6) months, that's
what we do at my faciity.” She further indicated
she would have the staff go through the

emergency stock and disposs of anything without

an expiration date or that had been laheled from
the year 2009, stating "just don't want to chance
it ¥he Dietary Maneager then called the facllity

. . FORM APPROVED
CENTERS FOR MER|CARE & MEDICAID SERVICES : OMB NO. 0938-0391
| sTATEMENT OF DEFICIENGIES . [ (X1) PROVIDER/BUPERLIER/CLIA (X2} MULTIFLE CONBTRUCTION: ' (3) DATE SBURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
. A, BUILDING _
c
B WING .
185266 07/15/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDAESS, CITY, STATE, ZIP CODE ' ’
. 203 KIMBERLY LANE
D-REHABILITATION CENTER
GRANT MANOR CARE AND-R \ ‘ WILLIAMSTOWN, KY 41007 |
(%41 ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'R PLAN OF CORREGTION C o XE)
PRERIX (6ACH DEFIOIENGY MUST BE PRECEDED BY FULL PREFIX, {EACH CORRECTIVE ACTION SHOULD GE COMPLETION
TAG REQULATORY OR LSC IBENTIFYING INFORMATION} TAG CROSB-REFEAENCED TO.THE APPROPRIATE o/E
_ DEFICIENCY) .
F 371 | Continued From page 1

F 371} 3, The Nutritional Services Department was
re-educated on July 27, 2010, by the
Nutritional Services Director. Content of
education included proper procedure for
waghing, drying, and storage of dishware,
proper procedure for handwashing and
changing gloves, and storage of food items
in the freezer. Food items stoxed in the threg
(3) day emcrgency food supply will be
checked monthly to ensure items are within
expiration date by the Nutritional Services
Dicector. The freezer will be inspected
during dietary rounds by the Nutyitional
Services Director weekly; any ice build up
will be removed st that time.

4. The Nutritional Services Dircctor and/or
Dietician will conduct sanifation rounds
three (3} times weekly. The Nutntional
Services Director wil] revicw trends in the
Performance hnprovement Committec
meeting monthly for three (3) months for
discussion and revicw,

5. Date of Compliance: August 5, 2010.,

FORM CMB-2667(02-08) Pravious Vamlons Obzolale Fvant 1D: Qa1
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STATEMENT OF OEFICIENCIES (1) PROVIDER/BUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

185265

{X2) MULTIPLE GONBTAUCTION
A. BUILDING

B, WING

(X8) OATE SUAVEY
GOMPLETED

Cc

07/15/2010

NAME OF PROVIDER OR SUPPLIEN
GRANT MANGR GARE AND REHABILITATION CENTER

BTYREET ADORESS, CITY, 8TATE, ZIP CODE
201 KIMBERLY LANE

WILLIAMSTOWN, KY 41087

M4y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(BACH DEFICIENCY MUST BE PRECEDED BY FULL
AEQULATORY OR LBC IDENTIFYING INFORMATION)

DEFIGIENGY)

[8] PROVIDER'S PLAN OF QORRECTION (@)
PRAEFIX {EACH CORREOTIVE AQTION BHOULD BE compLETION |
TAG CROSS-REFERENDED TO THE APPROPRIATE oAt

F 371

Continued From pags 2

jood vendar who stated that the shelf lifo was
typically one (1) to two {2) years. The facliity was
unable to provide evidence that these itams were
within"the one (1) to (2) year limit given no definite
expiration date from the food tem manutacturer
was established.

2. Observation on 07/43/10 at 11:15 AM revealed
twelve (12) plate covers which were stored wet
along withelean and dry covers,

Interview with the Cock on 07/13/10 at 11.16 AM
revealad the plate covers ghould not be stored

wat. The Cook atated, "they should be alr dried

on the rack." Observation revealed the facility
had & spaclal rack made for the plate covars that
was adequate far alr drying,

3. Observation on 07/13/10 at 11:18 AM revealed
ten (10) resident serving trays were stored wet
along with clean and dry trays.

interview with the Cook on 07/13/10 at 11:18 AM
revealad the trays should be air dried. Tha Cook
stated, "thay should be alr dried".

A. Obsorvation on 07/413/10 at 11:20 AM revealed

‘five () white dinner plates stored wet in the

warming unlt along with clean and dry plates.

Interview with the Cook on Q7/13/10 at 11:20 AM
revealed the plates should be dry prior 1o storage.
The Cool stated, "they should be alr dried".

&. Obaervation on 07/13/10 at 11:22 AM revealed
ten {10) white single serve bowls stored wet and
dirty along with clean and dry single serve bowis.

Interview with Djetary Aide #16 on 07/13/10 at

F3m

FORM CMS-2567(02-08) Previous Viarstons Oboclete Evanl ID: Q611

Faolllty ID: 100584 If continuation sheat Page 3ot 7
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(1) PROVIDBREUPPLIER/CLIA
IDENTIFICATION NUMBER:

185265

B, WING

(X2) MULTIPLE CONSTAUCTION
A BULDING |

{X3) DATE BURVEY
COMPLETED

c
07/15/2010

NAME OF PROVIDER OR $UPPLIEA _
GRANT MANOR GARE AND REHABILITATION CENTER

STAEET ADDRESS, CITY, STATE, ZIP CODE
201 KIMBERLY LANE

WILLIAMSTOWN, KY 41097 '

{Xa) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFIQIENCY MUBT BE PRECREDED BY FUL),
AEGULATORY OR LBC IDENTIFYING INFORMATION)

D * PROVIDER'S PLAN OF CORPRECTION {X8)
PREFIX (EACH CORRECTIVE ACTION SHOLLO BE GCOMPLETION
TAG CROSB-AEFERENCED TO THE APPROPRIATE DATE

DEFIGIENGY)

F 371

Continued From page 3

11:22 AM revealed the single serve bowls should
not have haen storad wet or dirnty with the clean
bowls. Dlatary Alde #16 stated, "they should not
be stored dinty or wat, we ajl know that."

6. Observation on 07/13/10 at 11:25 AM revealed
one-(1) half-sized pan with a thick greasy
substance coverlng it was stored on the shelf with
clean pans. :

Interview with the Cook on 07/13/10 at 11:25 AM
revealed the pan should not be stored dirly with
the clean pans. The Cook stated, "the pan s dirty,
it shouldn't be stored on the rack for clean pans”.

7. Observation on 07/13/10 at 5:15 PM during the
evaning meal service ravealed a Resldent
Feeding Asslstant passing a pitcher from the
resident dinjng area Into the kitchen to be refilled.
Dietary Aide #11 took the pltcher from the
Feeding Ass';stant and passad the pitcher to
Dietary Aide #10 to refill. Further observation
revealed Dietary Alde #10 refllied the pitcher and
passed I\ back to Dietary Aide #11 whe passed
the plicher back to the Feeding Assistant in the
hallway. Bath Aldes returned to the line without
changing gloves or washing thelr hands!.

Interview with Dietary Aides #10 and #11 on

071310 at 5:15 PM revealed thelr hands should
have been washed and gloves changed. Distary
Alde #11 stated, "I did not reallze that | had done
that."

Observation on 07/13/10 at 5:25 PM raveated
Dietary Aide #9 assembiing plates for resident
dinners, then stapped away to turn on the stove
and start the microwave. She returned to the line
and picked up a clean dinner plate while wearing

F 371

FORM OM8-2667(02-60} Phevious Varsions Obgclete Event ID: Q21611
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BTATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION ' IPDENTIFICATION NUMBER:

1852885

(%2) MULTIPLE CONSTAUCTIDN
A, BUILDING

B. WING

(X3) DATE SUAVEY
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Cc
07/16/2010

NAME OF PROVIDER QR SUPPLIER

GRANT MANOR CARE AND REHABILITATION CENTER

STREET ADDAESS, CIYY, STATE, ZIP CODR
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(X4) 10
PHREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
HEGUIATORY OR LD IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF GORRECTION (5}
PREFIX - {EACH CORRECTIVE ACTION 3HOULD BE COMPLETION
TAG CROSS-RRFERENCED T0 THE APPROPRIATE DAYE

oamolencv)

F 371

Continued From page 4
the same gloves used to touch the knab oh the
stove and microwave,

Interview with Dietary Aide #9 on 071310 at 5:25

PM revealed Dietary Aide #@ should have washed |

her hands after stepping away from the dinner
tray line. Dietary Alde #9 stated, "hands should
be washed and gloves changsd anylime | step
away from the tray line to preform other tasks
touching surfaces that may not be clean." She
then changes her gloves and washes her hands.

Obaervation on 07/13/10 at 5:35 PM revealed
Distary Alde #10 left the tray line and wenl into
the wallc-In refrigerator. Dietary Alde #10 opened
the refrigerator and progeeded Inslde and .
brought a gallon of milk back to the tray line. She
began to change her gloves without washing her
hands first.

tnterviow with Dietary Aide #10 on 07/13/10 at
5:35 PM about the process of changing gloves
reveated she should have washed her hands
before changlrig gloves. Dietary Alde #10 stated,
* should have washed my hands bafore putting
new gloves on,”

Observatlon at 07/13/10 at 6:30 PM revealed
Dietary Aide #10 rubbed heér eys with the slde of
her glovad hand and proceaded to put a plate
cover on a resldent plate.

Interview with Dietary Alde #10 on 07/13/10 at
6:30 PM revealad she should have washed her
hands and changed her gloves before continuing
on the tray ling, Diégtary Aide #10 stated, "I didn't
even notice that | had done that, sorry," she
removad the plate cover and washed her handg
and changed gloves,

F 371
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/GUPPLIBRICLIA (XE) MULTIPLE CONSTRUCTION (X0) DATE SURVEY
AND PLAN OF CORRECTION IREMTIFCATION NMUMBER: . COMPLETED
A BUILDING
c
B. WINQ .
185265 - 07/15/2010

NAME OF PROVIDER OR SUPPLIER
GRANT MANOR CARE AND REHABILITATION CENTER

OTREET ADDRESS, CITY, STATE, ZiP CODE
201 KIMBERLY LANE

WILLIAMSTOWN, KY 41097

(X4 I SUMMARY BTATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PRRFIX EACH CORREBOTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC INENTIFYING INFORMATION) TAG GROSS-AEFEAENCED TO THE APPROPRIATE oate
: DEFIGIENGY)
F 371 | Continued From page 5 F 371
Review of the facllity's policy on handwashing
titled, "Food Preparation’ dated 07/2008, revealed
that all foods were to be prepared in accordance
with the guldsiines of the USDA Food Code.
8. Obasrvation of walk-in freezer an 07/14/10 at
10:45 AM revealed a temperature af twenty-alght
{28) degrees Farenhelt and ¢ondenasation
dripping from the cefling.
i
Observation on 07/13/10 at 11:00 AM revealed an
empty box of whipped topping with several areas
of lce bulld-up, hamburger pattles wrapped in
aluminum foil with some Ice build-up and a box of
pork tenderiolns with spots of ice bulld-up, all
stored underneath the condenser unit.
Interview with the Distary Manager on 07/14/10 at
10:45 AM revealed the freezer was apparantly in
defrost, The Dletary Manager stated, "l don't
know why it ls doing that, V'l call maintenance." !
The Dietary Manager reported that per
, maintenance the freezer was in defrost mode. :
F 469 | 483.70(h}(4) MAINTAINS EFFECTIVE PEST F 489
58=F | CONTROL PROGRAM F 469
The facillty must maintain an effective pest ‘
control pragram so that the faallity Is free of pests 1. Pest contro) company returned to center
and rodants. . on. 7/19/2010, after being contacted by the
centex’s Maintenancc Dircctor on
7/1.6/2010. Signage was posted on kitchen
' _ . service door reminding staff to not prop
‘;hls REQUIREMENT is not met ag evidenced door open to help prevent insects from
y: entering kilchen area on 7/16/2010. Signage
Based on observation and Intarview it was .
detarmined the facllity falled to maintain an also placed at ceoter exits on 7/23/2010, to
effeotive pest control program so the facllity vemind vesidents, guests, and staff to not
remained fres of pests and rodents. prop doors open to help control summor
flies and other inscets from eniering center,

FORM CM8-26687(02-00) Provious Varslona Obsolete

Event 10: Q31671

Faclity ID: 100594

if continuation sheetl Page 6 of 7
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NAME OF PROVIDER OR SUPPLIER
GRANT MANOR CARE AND AEHABILITATION CENTER

8TREET ADDRESS, CITY, 8TATE, ZIP CODE
201 KIMBERLY LANE

WILLIAMSTOWN, KY 410987

F 489 | Continued From page 6

« | Observations during the Initlal four and
throughout the survey, flies and gnats were
observed to be present in the facllity.

The findings include;

Observation on 7/13/10 at 10;556 AM revealed
multiple flies and gnals were present in the

| kitehen. Whila abserving the lower shelf of a
storage area, ohservation revealed several gnats
in the area.

Observation on 07/13/10 at 5:56 PM revealed
during the evening meal servica, tlies had been
presant landing around food on staff.

]

Obsarvations of tha conferenas room, on
1 07/13/10 at 4:00 PM; and, on 07/14/10 al 10:38
AM and 1:54 PM, revealed fiies In the room.

interview, on 07/16/10 at :47 AM, revealed the
facility had monthly pest contrel performed the
_ third Tussday of each month,

Review of the facllity’s "Integrated Pest
Management Detalled Service Report” revealted
the last pest control service had been completed
on 08/22/10. The service reporn detailed the
presenca of flles, spiders, and ground bastie
within the faclity. Additionaliy, the service
raported revealed there were no devices used to
control pest within the facility.

o9 1D BUNMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORRECTION o8]
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREEFIX {EACH CORRECTIVE ACTION BHOULD B COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) THa CROSB-REFERENCED TO THE APPROPRIATE OATE
' DEFICIENGY)

F 468

| completed by the Administtator and/or

Chemical-Free flying insect coltrol devices
were purchased and fnstalled in the center -
on 8/2/2010. Fang were purchased and
ingtalled on 8/3/2010 in the center kitchen
area to help prevent flies and other flying
inscots from entering this area.

2. All residents had the potential to be '
affected. .

3. All Staff were re-educated by the
Administrator on §/2/2010 — 8/5/2010 on
pest contirol, prevention, surveillance, and

reporting,.
4. Environmental care rounds wil) be

Environmental Services Director weckly to
mclude pest control. ‘The Environmental
Services Director will review tronds in the
Performance Improvement Commitlee
meeting monthly for three (3) months for
discussion and review.

5. Date of Compliance: August 5, 2010,

FOAM CMB-2607(02-98) Pravious Varslong Qbsolate Bvent D! Q3511

Facllity 1D: 100684 It continuation sheet Page 7 of 7



bo/dal a1y

lara/ clJdozL4dbld

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTEHAS FOR MEDICARE & MEDICAID SERVICES

AN

- MANUK

FPAlLE

LA/ s

PRINTED: 07/26/2010
FORM APPROVED
QMB NO. 0838-0391

@ATO DIHE@ZS;OR RVI)DEHIBUPFLIEH EPHE&EN’I’A‘?NE‘B 7BNATUHE
loodh o (NHA <TI0

Environmental Services Director weekly to

STATEMENT OF DEFIGIENCIES (X7} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTHUCTION {13) DATE SURVEY
AND PLAN OF CORAECTION IDENTIFICATION NUMPER: . COMPLETED
A BUILDING 01
B, WING .
: 185265 . ' 07/14/2010
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, GITV, STATE, ZIP GONE
201 KIMBERLY LANE
GRANT 0 L] ION CENTER :
; MANOR CARE AND REHABILITAT! WILLIAMSTOWN, KY 41097
X4) I SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION {5)
PREFIX (EACH DBFICIENGY MUBYT BE PRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION 8HOU)0D BE GOMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY) :
K 000 | INITIAL COMMENTS Kk 000| “This Plan of Correction is prepared and
, submitted as yequired by law, By .
A Lile Safety Code survey was initiated and ?:lbmmmg thig Plan of Correotion, Grapt
concluded on 07/14/2010. The faciilty failed to Manor Care & Rehabilitation Center
meet the minimal requirements with 42 Code of does not admit that the deficiency listed oy
the Federal Regulations, Part 483.70. The this form exist, nor does the Center admit to
highest ecope and seoverity defi,ciency idantifled any statements, findings, facts, or
was a "F". - conclusions that forn the basis for the
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD KO72| alleged deficiency. The Center reserves th
88=F ) ) right to challenge in Jegal and/or regulatory
Means of egress-are continuously maintained tree or adwministrative proceedings the
ot all abetruclions ar Impediments to full instant deficien i
use in the cagb of fire or other emergency. No conclhus ﬁmﬁg‘?’
furnishings, decorations, or other chjects obstruct sefioiol” A : AN
gulls, access to, egress from, or visibliity of exits. - AR -
7.1.10 UG 5 2010
Kora BYoori "
- ' 1. Center linen carts were removed from the
This STANDARD s not mat as evidenced by: ballways on 7/30/2010.
Based on observation and interview, it was
determined the facility fallod to ansure means ot 1 res: :
egrass were continuously free of all ebstructions i%ff:cte‘:?:f’n‘tj had theﬁpo;en{t&t;l t?-tc)l&
according to NFPA standards. 1ot one negalively aticeted.
Residents re-educated about the requivement
The finclings Include: to store items in rooms and out of h'allvva.le1 '
. duting Resident Council meeting held on
Obsoervation on 07/14/10 at 8:26 AM, revealed In Angust 3, 2010 by the Social Services
the 100 Hall Corridor thers was one (1) linen cart Director.
and one'(1) lift that were unattended.
Observation on 07/14/10 at 8:37 AM, revealed in 3. Staff were re-educated storage of linen
the 300 Hal Cortldar there was one (1) finen car and lift equipment on 8/2/2010 - 8/5/2010
Obsetvation on 07/14/10 at 8:47 AM, revealed In | ;y t.h‘e Adﬂ];msuator a"éi nygctqr;;{
the 200-Hall Corrldor there were two (2) linen Nsing. Linen carts and resideat I
cans unattended. equipment relocated to other storage arcas
Those items would pose a risk to resldents that | . that do not obstruct means of opress.
ware trying to use the handraijls or to ocoupants of
the buliding trying to access exits in an 4. Environmenta) care rounds will be
completed byt oo Hor—GErome

0 1
Any déﬂaréﬂny a:e@}nom anding with an agteriak ("} danolan & defitiency which the Inatiwtion may be excuard irom rorracting providing it is determined that
other $afeguards provide sulllolent protaction to tha patients. (Saa instruallons.) Excepl for nuraing homes, the findings stated above are disclosable 80 days
tollowing the date of survay whether or not a ptan of ¢orrection s provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents ara made avallable to the taci¥ty. If deficlencies are cited, an approved pten of correction la requisite to continugy

progrom parttolpation,

FORM GMB-2687(02-09) Previous Veralons Chsololo

Event 10: Q31821

Factity 1D; 100894

If cantinuation sheet
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SEAVIGES
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PRINTRD: 07/26/2010
FORM APPROVED

OMB NO. 0938-0391

{X2) MULTIPLE CONSTRUCTION

STATEMENT OF DEFICIENCIGS (X1) PROVIDEF/BUPPLIER/GLIA (X3) DATE SURVEY -
AND PLAN OF CORRECTION INENTIFICATION NUMBER: COMPLETED
A BUILDING o1
165266 B YWING — i 07/14/2010

NAME OF PROVIDER OR BUPPLIER
GRANT MANOR CARE AND REHABILITATION CENTER

'STAEET ADDRESS, CITY, STATE, 2IP CODE

201 KIMBERLY LANE
WILLIAMSTOWN, KY. 41097

emergency. The Malntenance Dirastor was
present during the observations.

' Interview on 07/14/10 at 8;47 AM, with the -

Maintenance Difector, revealed thess items were
routinely left In the hall way and the facllity was
under the Impression that If the carts were placed
10 one side of the haliway they were meeting
code,

Relerance: NFPA 101 (2000 edition)

7.1.10.17

Means of egress shall be continuously maintained
free of all obstructions or impédiments to full
instant use in the case of fire or other emergenay.

CMS B&C 10-18-1.8C

Director will reviow trends in the
Performance Improvement Committee

discussion and review.

5. Date of Compliance: August 5,2010.

1ift equipment. The Envirommental Servicgs

meeting monthly for three (3) moatha for

{X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x0)
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LBC IDENTIFYING INFORMATION) TAG' CROSS-ABFERENCEO TO THE APPROPRIATE OATE
. DEFICIENCY)
K 072 | Continued From page 1 K 072| include storage of Jinen carts and resident

FORM CMB-2667{02-09) Provious Versions Obgolole

Evanl 10; Q3iER1

Faclllty 10; 100604

It conlinuation sheet Page 2 of 2
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