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the resident’s stay, of services available in the
facility and of charges for those services,
including any charges for services not covered
under Medicare or by the facility's per diem rate.

The faciiity must furnish a written daescription of
legal rights which Includes:

A description of the manner of protecting personal
funds, under paragraph (c) of this section;

A description of the requirements and procedures
for establishing eligibllity for Medicaid, including
the right to request an assessment under section
1924{c} which determines the extent of a couple's
non-exempt resources at the time of
institutionalization and atiributes to the community
spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid sligibility levels.

A posting of names, addresses, and tetephone
numbers of all pertinent State client advocacy
groups such as the State survey and certification
agaency, the State licensure office, the State
ombudsman program, tha protection and
advocacy natwork, and the Medicaid fraud confrol
unit; and a statement that the resident may file a
complaint with the Slate survey and certification
agency conceming resident abuse, neglect, and
misappropriation of resident property In the
facility, and non-compliance with the advance
directives requirements.

Ths facility must comply with the requirements
specified in subpart | of part 489 of this chapter
related to maintaining written policies and

FORM CMS-2867(02-99) Previcus Verskons Obsolote Event 10: UKOW11

Fadlty ID: 101901

If continuation sheet Page 2 of {3




PRINTED: 06/22/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF OEFICIENCIES (X1) PROVICER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
8. WING
185465 06/08/2012
HAKIE OF PROVIDER OR SUPPLIER STREETACDRESS, GiTY, STATE, 2!P CODE
170 SYKES BOULEVARD
BRECGKINRIDGE PLACE
: MORGANFIELD, KY 42437
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION o5)
PREFIX (EACH CEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETICN
TAG REGULATORY CR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TC THE ARPROPRIATE DATE
DEFIGIENGY)
Continued From page 2 F 156

F 156

procedures regarding advance directives. These
requirements Include provisions to inform and
provide written Information to all adult residents
concerning the right to accept or refuse medical
or surgical treatment and, at the individual's
option, formutate an advance directive. This
includes a written description of the facility's
policies to implement advance directives and
applicable State law.

The facllity must inform each resident of the
name, spaclaity, and way of coniacting the
physician responsible for his or her care,

The facllity must prominently disptay In the facility
written Information, and provide to residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how to
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT is not met as evidencad
by: :
Based on interview, record review, and review of
the facility's policy/procedure, it was determined
the facility falled o inform each resident of
charges for services not covered under Medicare
for ona resident {#8), in the selected sample of
eight residents. Additionally, the facitity failed to
prominently display written information about how
{o apply for and the use of Medicare and
Medicaid benefits, and how to receive funds for
pravious payments covered by such benefiis.

Findings include:
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A review of the facility’s "Residents' Rights”
policy/procedurs, undated, revealed the reskient
and the respoensible party or his responsible
family member or his guardian shall be fully
informed In writing of all service charges for which
the resident or his respensible famity member or
his guardian was responsible for paying. The
resident and the responsibie party or his guardian
shall have the right to file complainis concerning
charges which they deem unjustified to
appropriate focal and state consumer protection
agencles, Every long-term care facility shall keep
the original document of each written
acknowledgement in the resident's personai file.

A record review revealed the facility admitted
Resident #8 on 02/21/12, and transferred the
resident o the hospital on 04/17/12, with a payor
source of Medicare. The resident's discharge
date from the facility was 04/24/12, There was no
evidence an Advance Baneficlary Notice of
MNoncaverage (ABN} was issued to the resident or
the guardian.

An inferview with the Adminlistrative Assistant, on
06/08/12 at 10:35 AM, revealed the ABN was not
issued to the resident because the family did not
want a "bed hold.”

An Interview with the Administrator, on 06/08/12
at 12:00 PM, reveaied he did not send an ABN if
a Medicare resident was discharged to a hospital
or another facility. He stated he did not think he
had to do that because "they would not ba getting
any further services from us," Additionally, the
Administrator revealed residents were provided
information about applylng for Medicare and
Medicaid benefils upon admlission; however, the

F 156
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writien information was not prominently displayed
in the facility. He was unable to provide a facifily
policy regarding this information.
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281
as3-p | PROFESSIONAL STANDARDS 483.20(k)}(3)(i) SERVICES PROVIDED
MEET PROFESSIONAL STANDARDS
The services provided or arranged by the facility
. . Criterfa 1 - All licensed staff and
must meet professional standards of quality, Kentucky Medication Aldes will complete
the medication pass quiz and recelve a
. ) €0 of ihe  Medication Pass
This REQUIREMENT is not met as evidenced Administration Toal. Staff will be randomly
by: ) ) ] selected lo particlpate in Medicatlon Pass
Based on observation, interview, record review, Audits that will be completed quarterly and
and review of the facility's policy/procedurs, it was reviewed In the Continuous Quality
determined the facility failed to ensure services Improvement (CQI) mastings,
provided met professional standards of quality, Criteria 2 - The facility ackhowledges that
related to medication administration, for one alf residents have the polential to be
resident (#10), not in the selected sample. affected by this deflcient practica.
Criteria 3 — The deficlent practice will be
Findings include: corrected and will not recur.
Criteria 4 — The Dirsctor of Nursing
A review of an untitled facility policy, undated, and/or designee will ensure completion by
revealed medications would be administered the target date and wili ensure Medication
accurately, according to the physiclan's orders. Pa§s Audits are completed quarteriy and
Atways abserve the six rights in giving reviewed In the CQi meeling.
o Criterla § — Target Date; 07/18/2012
medication:
1. Right individual
2. Right medication
3. Right method of administration
4. Right time
5, Right dosage
6. Right documentation
A review of Resident #10's physician orders,
dated 04/30/12, and Medication Administration
Record (MAR), dated 06/01/12 through 06/30/12,
revealed an order for Brimonlidine eye drops, give
two drops In each eye twice dally.
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An observation of a medication pass, on 06/06/12
at 3:50 PM, revealed Kentucky Medication Aide
{KMA) #2 administered Brimonidine 0.2 percent
{%) eye drops, one drop in each eye, o Resident
#10. .
An interview with KMA #2, on 06/07/12 at 4:00
PM, revealed she was narvous and only gave one
eye drop, Instead of two, during the medication
observation.
An interview with the interim Director of Nursing
{DON}), on 06/08/12 at 2:45 PM, revealed she
expected the staff to follow the facility
policy/procedure related to medication
administration.
F 371 | 483.35() FOOD PROCURE, F 371, 483.35(1) FOOD  PROCEDURE,
55=E | STORE/PREPARE/SERVE - SANITARY STORE/PREPARE/SERVE - SANITARY

The facility must -

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

{2) Store, prepars, distkibute and serva food
under sanitary conditions

This REQUIREMENT s not met as evidenced
by:

Based on obsarvation, intarview, and review of
the facllity's policy/fprocedure, it was detarmined
the facility failed to ensure food was stored under
sanitary conditions.

Criteria 1 — The ouldated product(s) were
immediately removed, disposed of and not
zerved {0 any resident.

Criteria 2 — No specific resident was
impacted by the cited deficiency.

Criterla 3 - All dietary staff has been
retrained on the facllity policy and
procedure of checking expiration dates on
refrigerated tems on 06/07/2012 by the
Dietary Services Manager, The Dietary
Services Manager andfor designee
will check and document all refrigerated
items daily to ensure all expired ifems are
disposed of timely.

Criteria 4 — The Administrator will conduct
a weekly unannounced inspection of the
dietary department x4 weeks sterting
07/02/2012 o ensure compliance and
periodically thereafter,

Criterla 5 — Target Date: 0710212012
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Findings include:

A review of the facifity's policy/procedure for
"Food Receipt and Storage," dated 02/01/02,
revealed refrigarated items should be {abeled,
dated, and covered.

Ar observalion of the kitchen refrigerator, on
06/06/12 at 9:50 AM, revealed the following:

1. Two containers of nectar thickened orange
juice, opaned 05/14/12, the label specified o
discard after five days.

2. One carton of thickened dairy drink, opened
with no data.

3. One carton of nectar thickened lemon flavored
drink, opened with no date. .

4. One carton of nectar thickened cranbarry drink,
opened with no date.

5, One carton of nectar thickened apple drink,
opened with no date.

An interview with the Diatary Manager, on
06/08/12 at 10:20 AM, revsaled she expected the
staff to clean out and remove expired items from
the refrigerator, She revealad items in the
refiigerator should be dated when opened.

An Interview with the Administrator, on 06/08/12
at 3:00 PM, ravealed he expected the staff to
follow the facility's palicy/procedure related to
food storage.

483.60(b), {d), (e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facllity must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of alt
controlled drugs in sufficient detall to enable an

F 371

F 431
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The facility must provide separately locked,
permanently affixed comparments for storage of
conlrolled drugs listed in Schedule il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1978 and other drugs subject 1o
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by.

Based on observation, intarview, and review of
the facllity's policy/procedure, it was determined
the facility {ailed to ensure the proper storage of
medications in the rafrigerator related to expired
medications available for use. Additionally, it was
determined the facility failed to ensure an account

Criterla 5 — Target Date:

410 SUMMARY STATEMENT OF DEFICIENCIES . D PROVIDER'S FLAN OF CORRECTION (5}
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483.60(b DR R
F 431 Continued From page 7 F 431 LABECI’.SS)',I'O(IC?!)E ) D%%GSECORD%
aceurate reconciliation; and determines that drug BIOLOGICALS
records are in order and that an account of all
controlied drugs is maintained and periodically Criterla 1 — Licensed staff and Kentucky
reconcited. Medication Aides will be in-serviced on
checking the refrigerator for expired
Drugs and biologicals used in the facifity must be medications. The refrigerator shall be
labeled in accordance with currently accepted checked daily for expired medicatlons by
professional principles, and include the tmelﬂ ”iﬁht shifl charg'aliednurse. P}ﬁ tnlt%h‘
appropriate accessory and cautionary E: cgn?r?et réursg wi i gicumenff at this
instructions, and the expiration date whean designalggseheet y signing off on a
applicable. Criterla 2 ~ No specific resident was
im he ci | .
In accordance with State and Federal laws, the crﬁzﬁgdabz ‘-l-:ec:;ee?iddggfl gpacg;ice will be
facility must store all drugs and biologicals in corrected by the action taken in Criteria 1
locked compartments under proper temperature and will not recur,
controls, and permit only authorized personnel to Criteria 4 ~ The Director of Nursing
have access to the keys. andfor designee will ensure completion hy
’ target date.
07/18/2012
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of all controlled drugs was maintained.

Findings inciude;

A review of the facifity’s "Medication Storage” -~
policy/procedure, dated 10/15/05, revealed
expired, outdated, contaminated, or deteriorated
medicatlons. were o be immed!ately withdrawn
from stock.

An observation of the refrigerator in the
medication room, on 06/06/12 at 1:45 PM,
revealed the folfowing:

1. One vial of Fluvirin {influenza vaccine} opsned,
with an expiration date of 05H2.

2. Three vials of Fluvirin unopered, with an
expiration date of 05/12,

3. One vial of Novolog insulin unopened, with an
expiration date of 05/12.

An interview with Kentucky Medicalion Aide
{KMA} #1, on DG/06/12 at 2:05 PM, revealed the
nurse was responsible for the removal of expired
medication in the refrigerator; however, an
interview with Licensed Practical Nurse {(LPN} #1,
on 06/06/12 at 2:05 PM, revealed it was the
KMA's responsibility.

An Intervlew with the interim Director of Nursing
{DON), on 06/08/12 al 2:45 PM, revealed nobody
had been checking the refrigerator for expired
medications.

A review of the Controlled Substances policy,
dated 10/15/05, revealed a physical inventory of
each controlled substance {or a change of shift
audit) must occur at tha end of every shift by the
nurse going off duty and the nurse coming on

F 431
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duty. The ¢hange of shift audit would include a
physical inventory and recanciliation of the
medications against tha dedlining inventory
records, inspection of the packaging to ensure
integrity and a count of the total number of
medication counters or blister packs and the total
number of declining inventory records, Alf audits
would be documented on a shift change signature
sheat by both nurses involved. These signalures
would indicate the audit was accurate.

An observation, on 06/06/12 at 1:45 PM, revealed
an emergency kit in {he medication room
refrigerator. The emergency kit contained one vial
of Ativan {narcotic) 2 miltigrams {mg)/ millifiter
{mi}. The facility could not provide documented
evidence the staff were counting the narcofics to
ensure it was accounted for every shift.

An interview with LPN #1, on 06/06/12 at 2:05
PM, revealed the Ativan was not counted with the
other narcotics at shift change.

An interview with the interim DON, on 06/08/12 at
2:45 PM, revealed staff were not, but should be,
keeping an account of the Aivan in the
refrigerator,

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facliity must establish and maintain an
Infection Gontrol Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

{a) Infection Control Program
The facllity must establish an infection Control

F 431

F 444
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Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3) Maintains a record of Incidents and corrective
actions related to infections.

{b) Preventing Spread of Infection

{1) When the Infection Contro} Program
determines that a resident needs isofation to
prevant the spread of infection, the facllity must
isolate the resident.

{2} The facility must prohibit employees with a
communicable disease or infected skin lesions
fram direct contact with residents or their food, if
diract contact will fransmit the disease,

{3) Tha facility must require staff to wash their
hands after each direct resident contact for which
hand washing Is Indicated by accepted
professional practice,

(c) Linens

Persennel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by

Based on intervlew, personnel racord review,
and review of the facility's policy/procedure, it was
determined the facllity failed fo prevent the
development and transmission of disease and
Infection related to the timely administration of
employee Tuberculin/Mantoux (TB) skin tests.

X410 SUMMARY STATEMEMT OF DEFICIENCIES D
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F441] o 483.65 INFECTION CONTROL,
antinued From page 10 F441; PREVENT SPREAD, LINENS

Criteria 1 — The facility will conduct an
audit to ensure all staff is up-to-date with
thelr Post-offer and Annual
Tuberculin/Mantoux requirement.

Criferla 2 - No specific resident was
fmpacted by the clted deficlency.
Criterla 3 — The Office Manager andfor
designee will review the personnel fites of
all employees to ensure that all
employges are up-to-date. The Office
Manager and/or designee will complete
audits quarterly and provide a report of
the completed audit to the Continuous
Quality Improvement (CQi} meefing each
quarter.

Criterfa 4 — The Administrator andfor
designee will review the audil results as
part of the CQ! meellng each quarter,
Criterla § ~ Target Dale: 07/09/2012
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Findings inctude:

A review of the facility's policy/procedure,
"Post-offer and Annual Tuberculin/Mantoux
Requirements," undated, revealed employess
would obtain a post-offer TB skin test, be
re-fested on an annual basis as mandated by
Federal and State regulations, and provide to the
facility a written statement of the test results,

A review of Cerlified Nurse Alde {CNA) #1's
personnel record on 06/08/12, revealed a hire
dats of 03/09/12. CTNA #1 had a negative TB skin
test on 05/27/11; however, the facility could not
provide documentation of a current TB skin test.

An Interview with the Administrator, on 06/08/12
at 12:50 PM, revealed he was responsible for
ansuring employees have current TB skin tests
on file. He could not provide documentation of a
current TB skin tast for CNA #1.,

483.70(f) RESIDENT CALL SYSTEM -
ROOMS/TOILET/BATH

The nurses' station must be equipped fo receive
resident calls through a communication system
from resident rooms; and toitet and bathing
facllitles.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
the facility's pollcy/procedure, it was determined
the facltity failed to ensure a resident’s restroom
was equipped to recelve resident calls through a

F 441

F 463
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F 483 Cantinued From page 12 F463| 483.70(f) RESIDENT CALL SYSTEM -
1 communication system. ROOMSITOILET/BATH
Findings include: Criteria 1 — The restroom that was
available for resident use during the
A review of the facility's "Call Lights” survey is no longer available {o residents
policy/procedure, undated, revealed the call light for use. .
would be within reach of the resident. This Cr lt?r;a 2 - The facility acknowledges that
included while the resident was in the room, multiple residents had the potential to be
bathroom, or shower reom affected by this deficient practice.
! ' Criteria 3 — The Maintenance Director
. - installed an avtomatic closure on the
During generat observation of the facility, on restroom door with an automatic locking
06/07/12 at 8:50 AM, ravealed a resiroom device. The restroom Is only accessible
available for resident use with no emergency call with a key that must be obtained from a
system. staff member.
’ Criterta 4 — The Maintenance Director,
An interview with the interim Director of Nursing Administrator and/or designee will monitor
(DON), on 08/07/12 at 8:50 AM, verified the for compliance to ensure the deficient
restroom was available for resident use without practice will not recur,
assistance. She revealed she was not aware of Criterla 5§ — Target Date: 0611472012

the need for a call system in the restroom.

An Intervisw with the Administrator, on 06/08/12
at 3:00 PM, revealed it was considered a “public”
resiroom; however, he revealed it was available
for resident use.
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the Administrator revealed a therapy room {hat
was part of the exit corridor by room# 18 and the
dining room. The content of this room is not
permitted to be in an area open o the corridor.

Interview, on 06/06/12 between 2:00 PM and 3:00
PM, wilh the Director of Maintenance and the

Criteria 5 - Target Date

o 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERESSFEI% J:?{ g;s APPROPRIATE CATE
Disclalmer: Preparation and exegutlon
K000 | Continued From page 1 K0G0| of this plan of correction does not
‘ constitute admission or agreement by
Deficiencles were cited with the highest the provider of the truth of the facts
deficiency identified at "F" jevel. alleged or conclusions set forth in the
K 017 | NFPA 101 LIFE SAFETY CODE STANDARD Ko17| Statement of deficlency. This plan of
552D correction is Qrepared and executed
Corridor walls form a barrler to limit the transfer of solely bet;a;lse it is required by federal
smoke. Such walls are permitted to terminate at and state law.
the cailing where the cailing is constructed to limit .
the transfer of smoke. No fire resistance rating is K 017 NFPA 104 LIFE SAFETY CODE
required for the corridor walls.  18.3.6.1, STANDARD _
18.36.2, 18.36.5 Corridor walls form a barrier to limit
the transfer of smoke. Such walis are
permitted to terminate at the ceiling
where the ceiling is constructed to limit
the transfer of smoke. No fire
resistance rating is required for the
corridor walls,
This STANDARD is not met as evidenced by: Criteria 1 — The deficient practice. has
Based on observation and interview, the facility been corrected by relocating the therapy
failed to ensure that rooms open to the corridor area to a different location that is not part
would not interfere with egress reguirements in of an exit corridor. .
accordance with NFPA standards. The deficiency _Criterla d2~ o Nq specmq resident was
had the potential to affect two {2) of six {6) smoke gﬂ:ﬁg ab! i.?ﬁ:‘;;igggc;ﬁ:g‘we(s) that
| compartments, residents, staff and visitors. The will be taken is to relocate the therapy
facility is licensed for twenty two (22) beds with a area and its contents to a new location
census of twenty {20) on the day of the survey. that is not a part of an exit corridor.
o Criteria 4 - The Administrator andfor
The findings include: Maintenance Director will oversee that the
relocation is complete and compliance is
Ohservation, on 06/06/12 between 2:00 PM and maintained.
3:00 PM, with the Director of Maintenance and 06/27112
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Administrator revealed this area was originally not
designed as the therapy area.

NFPA 101 {2000}

18.3.6.1

Corridors shall be separated from all other areas
by partitions complying with 18.3.6.2 through
18.3.6.5. {See also 18.2.5.9.)

Exception No. 1: Spaces shall be permitted to be
unlimited in area and open to the coridor,
provided that the following criteria are met:

{a) The spaces are not used for patient sleeping
rooms, freatment rooms, or hazardous areas.

{b} The corridors onto which the spaces open in
the same smoke compartment are protected by
an electrically supervised automatic smoke
detection system in accordance with 18.3.4, or
the smoke compartment in which the space is
located is protected throughaut by
quick-response sprinklers.

{c) The open space is protected by an electrically
supervised aufomatic smoke detection system in
accordance with 19.3.4, or the entire space is
arranged and located to allow direct supervision
by the facliity staff from a nurses ' station or
simitar space.

{d} The space does not obstruct access o
required exits.

7.51.1

Exits shall be located and exit access shall be
arranged so that exits are readily accessible at all
times.

NFPA 101 LIFE SAFETY CODE STANDARD

Door openings in smoke barriers have at least a
20-minute fire protection rating or are at least

Kot7

K 027
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3:00 PM, with the Diractor of Maintenance and
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K 027 | Continued From page 3 K027 NFPA 101 LIFE SAFETY CODE
1%-inch thick solid bonded wood core. Non-rated STANDARD
protective plates that do not exceed 48 inches Door openings in smoke barriers have
from the bottom of the door are permitled. at least a 20-minute fire protection
Horizontal sliding doors camply with 7.2.4.14. rating or are at least 1 Y%-inch thick
Swinging doors are arranged so that each door solid bonded wood core. Non-rated
swings in an opposite diraction. Doors are protective plates that do not exceed 48
seif-closing and rabbets, bevels or astragals are inches from the bottom of the door are
required at the meeting edges. Positive latching permitted. Horlzontal sliding doors
is not required. 18.3.7.5, 18.3.7.6, 18.3.7.8 comply with 7.2.1.14. Swinging doors
are arranged so that each door swings
in an opposite direction. Doors are
self-closing and rabbets, bevels or
astragals are requlred at the ‘meeting
edges. Positive latching Is not
required. 18.3.7.5, 18.3.7.6, 18.3.7.8
Critaria 1 — The facility has acquired a
coniractor to repiace the steel frames,
doors and magnetic door release system
to be in compliance with the above stated
code. The facility has hired a contractor to
corredt the cited deficiency by installing
doors that swing in the opposile direction
. \ on the front of the resident corridors. The
This STANDARD is not met es evidenced by: facility does not feel that the door located
Based on observation and inferview, it was at the front of the skilled area applies as
determined the facility failed to ensure cross one panel of the door remains locked at
~corridor doors located in a smoke bamier were the top and bottom at all imes and is not
opposite swinging In accordance with NFPA a method of egress leaving only one door
standards. The deficiency had the potentiai to for egress at this jocation.
affect five (5) of six (6) smoke compariments, Criteria 2 — No speciflc resident was
residents, staff and visitors. The facility is impacted by the cited deflciency.
licensed for twenty two (22) beds with a census of Criteria 3 —~ The action taken in criteria 1
twenty {20) on the day of the survey. will correct the problem and it will not
fecur,
The findings include: Criteria 4 — The Administrator and/or
_ Maintenance Director will oversee this
Observation, on 06/06/12 between 2:00 PM and project until completion.
Criteria § ~ Target Date 10/08/2012
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K 0271 Continued From page 4 K027

the Administrator revealed the cross-caorridor
doors, located at the front of the skilled area of
the building and the front of the resident corridars
swung in the same direction,

Interview, on 06/06/12 between 2:00 PM and 3:00
PM, with the Director of Maintenance and the
Administrator revealed they were unaware the
daoors needed to swing in the opposite direction,

Reference: NFPA 101 {2000 Edition)

18.3.7.5*. Doors in smoke bairiers shaif be
substantial doors,

such as 1-3/4-in (4.4 cm) thick, solid-bonded
wood core doors,

or shall be of construction that resists fire for not
less than 20

minutes. Nonraied factory- or fleld-applied
protective plates

extending not more than 48 in. {122 cm) above
the pottom of

the door shall be permitted. Cross- corridor
openings in smoke

barriers shall be protected by a pair of swinging
doors or a hot- ‘

izontal sliding door complying with 7.2.1.14.
Swinging doors

shall be arranged so that each door swings in a
direction oppo-

shte from the other.

Reference: NFPA 101 {2000 Edition)

A.18.3.7.5. Smoke partition doors are intended {o
provide

access to adjacent zones. The pair of
cross-corridar doars arg :

required to be opposite swinging. Access to both
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zones is
required.
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038
SS=D

Exit access is arranged so that exits are readily
accessible at alf times in accordance with section
7.4 1821

This STANDARD is not met as evidenced by;
Based on observation and interview, it was
determined the facility failed to ensure the exits
were maintained in accordance with NFPA
standards. The deficiency had the potential to
affect two (2) of six (6) smoke compartments,
residents, staff and visitors. The facility is
licensed for twenty two (22} beds with a census of
twenty {20) on the day of the survey.

The findings include:

Observation, on 06/06/12 between 2:00 PM and
3:00 PM, with the Director of Maintenance and
the Administrator revealed the side main corridor
exit does not have a 4 ' wide durable surface to a
public way. Further observation the two exits in
the activity area did not have a 4 ' wide durable
surface fo a public way.

Interview, on 06/06/12 between 2:00 PM and 3:00
PM, with the Director of Maintenance and the
Administrator revealed they thought they had
fixed this tag by the Plan of Correction submitted
on the last survey. The doors are stfill marked exit
and the evacuation routes are still marked on the
facility map.

NFPA 101 LIFE SAFETY CODE
STANDARD

Exit access is arranged so that exits
ara readily accessible at all times in

accordance with section 7.1. 18.2.1

The facility does not consider this is a
repeat deficiency as identified on the
CMS-2567 dated June 6, 2012. The
facility submitted an acceptable Plan of
Correction on June 17, 2011 for the
previcus citation and it was approved as
written.

Criteria 1 — The facility has accepted a
bid from a contractor to construct a 4 .
(1.2m) wide concrete sidewalk from the
side main corridor exit and for the two
exits in the activity area of the skilled
nursing area fo a public way.

Criteria 2 — No specific resident was
impacted by the cited deficiency.

Criterla 3 ~ The facllity has hired a
contractor that will install 4 ft. {1.2m) wide
concrete sidewalks from the side main
corridor exit and from the two exits in the
activity area of the skilled nursing area
that will lead to a public way,

Criterla 4 ~ The Administrator andfor
Maintenarice Director will oversee this
project until completion. :

Criteria 5 - Target Date 07/20/2012
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This is a repeat deficlency, |

Exits must terminate directly at a public way or at
an exterior exit discharge. Yards, courls, open
spaces, or other portions of the exit discharge
must be of required width and size to provide all
occupants with safe access to a public way.
7.7.1.

Refarence: NFPA 101 (2000 edition}

7.1.10.1* Means of egress shall be continugusly
maintained

free of all obstructions or impediments to full
instant use in

the case of fire or other emergency.

7.5.1.1 Exits shall be located and exit access
shali be arranged

so that exits are readily accessibte at all times.
7.7.1* Exits shall terminate directly at a public
way or at an

exterior exit discharge. Yards, courls, open
spaces, or other

portions of the exit discharge shall be of required
width and

size to provide all occupants with a safe access
to a public way. )

Exception No. 1: This requirement shall not apply
{o interior exit discharge

as otherwise provided in 7.7.2.

Exception No. 2; This requirement shali not apply
fo rooftop exit discharge

as otherwise provided in 7.7.6.

Exception No. 3;: Means of egress shall be
permitted to terminate in an

exterior area of refuge as provided in Chapters 22
and 23.

CMS S&C letiar 5-38
NFPA 101 LIFE SAFETY CODE STANDARD

K 038

K 050
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at unexpected times under varied conditions.
Second shift fire drills were being conducied
predictably between 3:05 PM and 4:27 PM and
third shift predictably between 5:54 AM and 6:10
AM.

Interview, on 06/06/12 at 12:33 PM, with the
Maintenance Director and the Administrator

Criteria 5 - Target Date

K410 SUMMARY STATEMENT GF DEFICIENCIES D PROVIOER'S PLAN OF CORRECTION 5}
PREFIX {EACH DEFICIENCY MUST 8€ FRECECED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY}
K 050 Continued From page 7 K 050
S8=F
Fire drills are held at unexpected times under
varying conditions, at least quarierly on each shift,
The staff is familiar with procedures and is aware
that drills are part of established routine. NFPA 101 LIFE SAFETY CODE
Responsibility for planning and conducting drills is S.TAN[?ARD
assigned only to competent persons who are Fire drills are held at un_expected times
qualified o exercise leadership. Where drills are under varying conditions, at least
conducted between 9 PM and 6 AM a coded ?ua!‘!t_erly ;:r': each dsh]ft. Trg"i staff is
announcement may be used instead of audible tﬁ:ltl I?:Irri;rs apr:;oc:a:jtref)fanest:bﬁ:haéz
alarms.  18.7.1.2 routine. Responsibility for planning
and conducting drlils is assigned only
to competent persons who are
qualified to excise leadership. Where
This STANDARD Is not met as evidenced by drills are conducted between 9PM and
Based on inferview and record review, it was 6AM a coded announcement may be
determined the facility failed to ensure fire drills used instead of audible alarms.
were conducted quarterly on each shift at random Criteria 1 - The facility will conduct fire
fimes, in accordance with NFPA standards. The drills on each shift quarterly. The fire drlils
deficlency had the potential to affect six (6) of six will be conducted &t varying times on each
{6) smoke compariments, residents, staff and shift and will not follow any pattern or
visitors. The facility is licensed for twenty two schedule. . )
{22) beds with a census of twenty {20) on the day Criteria 2 — No specific resident was
of the survey. impacted by the cated_ qeﬁciency_ -
Criteria 3 - The Administrator will in-
N . service the Maintenance Director on the
The findings include: code related to the fire drills.
Fire Drill review, on 08/06/12 at 12:33 PM, with dC::iZﬁ::wiirggdﬁdﬂr?;"mfg fhr;dlor
the Maintenance Director and the Administrator quarterly Safety Meeting to ensure
revealed the fire drills were not being conducted compliance. 07/03/2042
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Continued From page 8

revealed they wers unaware the fire drills were
not being conducted as required.

Reference: NFPA 101 Life Safety Code (2000
Edition). ’
18.7.1.2*

Fire drills in health care occupancies shall include
the transmission of a fire alarm signal and
simulation of emergency fire conditions. Drills
shall be conducted quanterly on each shift to
familiarize facility personnel {nurses, interns,
maintenance engineers, and administrative staff)
with the signafs and emergency action required
under varied conditions. When drills are
conducted bstween 9:00 p.m. {2100 hours) and
6:00 a.m. (0600 hours), a coded announcement
shall be permitted o be used instead of audible
alarms.

Exception: Infirm or bedridden patienis shall not
be required to be moved during diills to safe
areas or to the exterior of the building.

NFPA 101 LIFE SAFETY CODE STANDARD

Generators are inspected weekly and exsrcised
under load for 30 minutes per month in
accordance with NFPA 9. 3.4.4.1.

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure the
emergency generator was maintained in
accordance with NFPA standards. The deficiency

K 050

K 144

FORM CMS-2567{02-99) Previcus Versions Obsolete

Event }0: UKOW21

Faciiity ID; 101101

if continuation sheet Page 9 of 10




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

PRINTED: 06/22/2012
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
{DENTIFICATION NUMBER:

185465
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170 SYKES BOULEVARD

MORGANFIELD, KY 42437

Reference: NEPA 110 (1999 Edition).

5-12.6

The starting battery units shall be located as
close as practicable to the prime mover starter to
minimize vollage drop. Battery cables shall be
sized to minfmize voltage drop in accordance with
the manufaciurers ' recommendations and
accepted engineering practices.

Battery charger output wiring shall be
permanentiy connected. Connections shall not be
made at the batlery terminals.
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had the potential to affect six (6) of six {8) smoke
compartments, residents, staff and visitors. The
faaility is licensed for twenty two {22} beds with a
census of twenty {20) on the day of the survey.
NFPA 101 LIFE SAFETY CODE
The findings inciude: STANDARD L
Generators are inspected weekly and
Observation, on 0B/06/12 at 2:45 PM, with the exercised under load 30 minutes per
Director of Maintenance and the Administrator 3mt4:|r‘l‘t:| in accordance with NFPA 99.
;?::eki}zdditre ?ert]e;;tor's baﬂ?w gh;rger ga?-( Criteria 1 - The facility Maintenance
ectly to the generator baltery. Datlery Director has conlacted our generator
chargers cannot be hooked directly to the service agency to comect this deficient
generator battery due to increase risk of fire, practice. The contractor wilt correct this
deficient practice for the facility.
Interview, on 06/06/12 at 2:45 PM, with the Criteria 2 — No specific resident was
Director of Maintenance and the Administrator impacted by the cited deficiency,
revealed they were not aware that the battery Criteria 3 ~ The deficient practice wili be
charger could not be hooked directly to the corrected and will not recur.
battery. Criteria 4 - The Maintenance Director
and/or designee will overses this project
and ensure completion hy the iarget date.
Criterta § - Target Date 07/20/2012
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