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$5=D | MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services neceseary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met &s evidenced
by:

B);sed on observation and interview, it was
determined the facility failed to maintain Resident
room #113 In good repalr related to the large
cracked areas on the ceillng, wallg, and window
facing with cracks extending down to an uneven
floor surface. Room #109 was found to have
largs cracks around all four sides of the window.

The findings include:

Observation on 11/01/10 at 11:20am revealed
room #113 had large cracks in the csillng, two (2)
walls, and cracks around the window facing with
cracks extending down to an uneven floor
surface. The cracks were one-half inch wide in
places with evidence of prior attempts to fill the
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F 000 | INITIAL COMMENTS F 000
A standard and abbreviated surveys were Submission of this. plan of correction is not a
conducted 11/01-11/03/10 and found the facility legal a_dmlsswn that a dehgxency exists or
to not meet the minimum regulatory requirements that this st'c_ltement o_f deficicncy was
with deficiencies cited at the highest scope and correctly c_xte_d, anc'i_ms also not Lo be construed
severity of an "F*, A Life Safety Code survey was as an admission of interest against the
conducted on 11/03/10 and deficiencies cited. facility, the Administrator or any cmployccs,
agents, or other individuals who drafl or may
Two complaint ihvestigations conducted in be discussed in this response and plan of
conjunction with the annual survey resulted in KY correetion. In addition, preparation of this
#15042- Substantiated with no regulatory plan of correction docs not constitute an
violations and KY #16117- Substantiated with admission or agreement of any kind by the
regulatory violations cited at F323 8/ "D". facility of the truth ol any facts alleged or see
F 253 | 483,15(h)(2) HOUSEKEEPING & F 253

the correetness of any allegation by the
survey agency. Accordingly, the facility has
prepared and submitted this plan of
correction prior to the resolution of any
appceal which may be filed solely because of
the requirements under state and federal law
that mandate submission of a plan of
correction within (10) days of the swrvey as a
condition to participate in Title18, and Title
19 programs. The submission of the plan of
correction within this timeframe should in no
way be construed or considered as an '
agreement with the allegations of
noncompliance or admissions by the facility.
This plan of correction constitutes a written
allegation of submission of substantial
compliance with Federal Medicare
Requirements.
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F 263 | Continued From page 1 i F253) pas3
cracks with a substance that did not match the 1. Resident room # 113 will have the
color or texturs of the paint on the walls or the cracks in the walls, ceiling and
plaster on the ceiling. window facings vepaired und
Observation on 11/01/10 at 11:00am revealed :ﬁi‘r‘;’fg"“'d o ‘;‘8‘“531‘30 decor of the
room #109 had large cracks around all four sides | ik e | 2-18-2010, room # 109
of the window facing. | will have the cracks around all four
; sides of the window repaired and
Interview on 11/01/10 at 11:20am with the ! resurfaced to match the decor of the
Maintenance Director revesled that he attempted i room by 12-18-2010,
to fill the cracks twice annually, and added that 2, Anaudit of all rexident rooms will
these cracks have been a problem since he be completed by the Maintenance
began his work at the facility six (6) years ago. Director by 11-22-2010 to identify
He reported that after he was hired, the Army any other cracks in the walls, ceiling
Corp of Engineers was consulted to evaluate the or window facings. Any identified
structure of the building. He was told thatthe concerns will be corrected.
facillty is built on a couple of "sink-holes.” He said 3. The Muintenance Director will be
the freezing in the winter and thawing promotes re-educated by the Administrator on
extenslon of the cracks and reopening of the 11-05-2010. related t loti
cracks which hiave been repaired. He said, "t thly audite. fomore o eting
cracks all the time.” He said the Army Corp of mouthly audits, reporting and
Engineers found the building structure to be safe. re!?f_'“""}:' any Cfﬂ0k§ in the walls,
ceiling or window facings of’
Interview on 11/03/10 at 3:40pm with the Resident rooms and maintaining a
Maintenance Director and Administrator revealed sanitary, orderly, and comfortable
many attempts to caulk the window had been interior,
unsucecessful, The Administrator and 4. The Administrator will conduct
Malntenance Director stated many altempts at weekly rounds for twelve(12) weeks
repairs had been made. ' to identify any cracks in the walls,
ceiling or window facings o assure
Interview on 11/03/10 at 3:46pm with the all are repaired and resident
Maintenance Director and Administrator revealed environment is sanitary, orderly, and
the cracks in the ceiling, walls, and window facing comfortable. Results of all audits
Toaponed. The Malmenanee Ditcto was asked will b reviewod by he Quaity
reopenec. " Assurance Commitee monthly for
f he felt the floor was level, he responded, *If you three(3) months. If at anytime
laid a ball-bearing on the floor, It would roll to the o identi t: d 3;: ity
wall." When the Administrator was asked how concerns arg identified, the Quality
the appearance of the walls would affect the o Assurance Commitree will convene !
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F 253 | Continued From page 2 F 263 to review und mak¢ further
resident with regard to providing a home-like recommendations. The Quality
environment, she replied, "If the cracks were Assurance Committee will consist
repaired, and the walls were sandad and painted of at a minimum the Administrator,
this room would be like any other.” The the Director of Nursing, the
Maintenance Director stated bartier sealant would Maintenance Dircetor and the
nhot seal these cracks, and he used transparent Dietary Service Manager, with the
sealant two (2) weeks ago which left a shiny Medical Director participating at
appearance and could not be painted. He sald least Quarterly and as needed.
that he found fire barrier compound to be most
effective to fill the cracks, but noted that it was
difficult to apply and could not be sanded or
painted. ) ‘
F 323 | 483.25(h) FREE OF ACCIDENT Fs23) o
§8=D | HAZARDS/SUPERVISION/DEVICES 1. Resident # 13 no longer resides in

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices o

prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the facility failed to ensure the
residents’ environment was free of accident
hazards as was possible and to ensurs residents
received adequate stupervision and assistive
devices to prevent accidents for one (1) of
fourteen (14) sampled residents (#13). The facility
failed to ensure appropriate supervision and.. .
services were provided to Resident #13 related to
improper securing of the resident's wheelchair
while uslng public transportation.

The findings include:

the facility.

An audit of all wheelchairs will be
conducted by 12-10-2010 by the
Mantenance Director Lo assure all
wheelchairs are in working order
including any leg rest attached. Any
identified concerns will be
imrgcdiately corrected.

All Direct care stafl will be re-
educated by the Director of Nursing,
the Assistant Director of Nursing or
the Education and Training Director
by 12-18-2010, on reporting any
wheelchuir not in working order
including leg rest. The Maintenance
Director will conduct monthly

audits of wheelchairs to assure all
arc in working order to include leg
rest.
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F 323 Continued From page 3 F323|4. The Maintenahce Director will audit

. sent the resident out without locked leg resls to
! provide safely,

Review of an agency referral to the Office of the
Ihspector General revealed Resident #13 had
amputations below the knee fo both legs and was
unable to protect him/herself from falls during bus
transportation. Resident #13 was reported to
have brulsing to the left side possibly as the result
of improper fransportation.

Review of the clinical record for Resident #13
revealed the resident was admitted to the facillty
on 06/26/10 with diagnoses of Mulftiple Surglcal
Chest Wounds, End Stage Renal

Disease, Pressure Ulcers, Diabetes, Bilateral
Below the Knee Amputations, Third

Degree Heart Block, and Progressive Dementia,
Occupational Therapy hotes dated 06/28/10
revealed the resldent was weak and had normal
upper extremity function, The resident's
admission orders from the attending physician on
06/26/10 revealed the resident could be
transferred using a wheelchair,

Interview with Licensed Practical Nurse (LPN) #1
on 11/03/10 at 1:40pm revealed she gol Resident
#13 ready for transport to dialysis on 06/28/10,
She stated the resident was seated in a facility
wheelchair with leg rests in the up and locked
position. She stated the leg rests would
automatically lock in place when elevated. She
stated there was a metal handle to unlock the leg
rests, She stated the resident had hilateral below
the knee amputations and the leg rests were
necessary to provide the resident with support
and to prevent the resident from sliding out of the
wheelchair, She stated she would never have

all audits will be revicwed by

monthly for three(3) months.

the Director of Nursing, the
Maintenance Director and the

least Quarterly and as needed.

all wheelchairs monthly for three(3)
months to assure all are in working
ordey including leg rest. Results of

Quality Aysurance Committee

anytime coucerns arc identifled, the
Quality Assurance Committee will
convene 1o review and make further
recommendations. The Quality
Assurance Comunitree will consist
of at a minimum the Administrator,

Dietary Service Manager, with the
Medical Director parlicipating at

the

If at
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Interview with the transport driver, on 11/03/10 at
9:40am, revealed he had difficulty with the -
wheelchair leg rests and they swung side fo side
when he made turns. He stated he stopped three
(3) times 1o try and lock the leg rests; however, he
could not figure out how to lock them. Ha stated
he did not know how to work the wheelchair. He
stated Resident #13's leg stumps would fall off .
the leg rests each time & turn was made. He [
stated the resident had a seat belt in place and
did not fail out of the wheelchalr at any time. :

Interview with the DON on 11/03/10 at 8:50am
revealed she was aware of the leg rests swinging
with each tumn the driver made; however, she had
no further information.

Interview with the Administrator on 11/03/10 at
12:50pm revealgd she had no information on the
wheelchair, It's condition, or what happened to

1. The (3) boxcs of frozen meat patties

Resident #13. '
F 371 483.35()) FOOD PROCURE, F 371 and one(1) box of frozen biscuits
88=F | STORE/PREPARE/SERVE - SANITARY were placed in a scaled air tight
container on 11-03-2010. The
The facility must - bucket of sanitizer and rags were
(1) Procure food from sources approved or moved away from the food prep
considered satisfactory by Federal, State or local arca on 11-04-2010 as observed by
authortties; end the Dictary Services Manager. The
(2) Store, prepare, distribute and serve food hand sanitizer dispensers in the
under sanitary condltions diclary department were removed on

11-24-2010. An observation by the
Dictary Services Manager on | 1-03-
2010, revealed that staff were
washing, their hands appropriatcly

This REQUIREMENT is not met as evidenced and not using hand sanitizer The

by: water pitcher on B hall medication
Based onh record review, observation, and carts were removed and cleaned on
interview the facility failed to store, prepare, and 11-03-2010.
L
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1 and rags was In close proximity to a food

distribute food under sanitary conditlons and
failed to maintain handwashing procedures in the
kitchen area. Also a bucket containing sanitizer

preparation area where staff were preparing food.
Water pitchers used for medication pass were not
clean and had stains.

The findings include:
Record review of Nutrition Services Freezer

Storage policy revealed that frozen foods are
stored in contalners with tight fitting lids.

'

Record review of Nutrition Services Personel .
Hygiene policy revealed that staff are expected to !
wash hands before putting on gloves to work with |
foad and after bussing dirty dishes, and upon
removing gloves, after touching anything that may
contaminate hands such as dirty dishes,
unsanitized equipment, work surfaces, or wash
cloths,

Observation on 11/01/10 at 9:23am found three

(3) boxes of frozen meat patties and one (1) box
of frozen biscuits opened and not resealed in an
alr-tight manner,

Observation on 11/02/10 at 11:00am revealed the
Cook and Dietary Manager utliizing hand sanitizer
instead of handwashing frequently during the tray
line meal service.

Observation on 11/03/10 at 10:05am revealed a
bucket with sanitizer and rags sitting on the
counter of the two (2) compartment sink directly
across and on the same lavel as the food prep
grea where serving bowls were being filled with
pudding. The bucket with sanitizer was within

(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION )
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F 371 | Continued From page 5 P
pag F 371 2. An audit of all frozen foods was

completed by the Dietary Service
Manager on 11-08-2010, to assute
all frozen foods are stored ina
scaled air tight container, Auy
identificd concerns were
immediately corrected, An
observation by the Dietary Service
manager on 11-04-2010, revealed
that cleaning and or sanitizing
agenrs were hot stored near food
prep areas. On obscrvation by the
Dietary Service Manager on | 1-08-
2010, revealed stalf were washing
their hands before putting on gloves
to work with food and afler bussing
dirty dishes and npon removing
gloves, after touching unything that
may contaminate hands such as dirty
dishes, unsanirized cquipment, work
surfaces, or wash cloths. An
observation by the Assistant
Director of Nursing on 11-3-2010
revealed that water pitchers on all
medication carts were clean and
stain free.

3. The Diclary Services Manager re-
educated all dietary cmployees
related to washing their hands
before putting on gloves to work
with food and after bussing dirty
dishes and upon removing gloves,
after touching anything thal may
contaminate hands such as dirty
dishes, unsanitized equipment, work
surfaces, or wash cloths, on 11-23-
2010. The Dietary Services Manager
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PROVIDER'S PLAN OF CORRECTION

three (3) feet of food prep area.

Interview with the Dietary Manager on 11/03/10 at
10:05am revealed that three (3) boxes of frozen
meat patties and one (1) box of frozen biscuits
were not resealed In an air-tight manner after
some of the product had been removed. The
Dietary Manager stated the air-tight packaging is
not necessary as long and the box top was folded
down. Upon discussing the observation of the
use of hand sanl{izer, the Distary Manager )
explained that four (4) hand sanitizing units were
installed throughout the kitchen work area for the
workers convenience. She said one (1) unit was
installed in the dishwashing room to enable the
staff to disinfect the hands after handling dirty
dishes, and before moving to the clean dishes,
When asked if it is appropriate to substitute the
use of hand sanitizer for handwashing with soap
and water in the kitchen, she replied, "Yes." The
Dietary Manager stated she did not think the
pucketl of sanitizer with rags directly across from
the food prep area with food preparation in
progress presented a risk of biological or
chemical contamination, and stated, "We have
never had a problem with it in the past.”

Observation on 11/03/10 at 10:45am revealed,
rovealed B Hall front medication cart water
pitcher, which holds ice for medicatlon pags, had
discoloration on the handle, dust on the lid, and
stray marks on the inslde and outside of the
pitchet. The B Hall back medication cart water
pitcher held ice water and had a dark substance
on the inside and dark sticky material on the white
lid.

Interview on 11/03/10 at 10:50am with LPN #3,
revealed that the pitchers are cleaned on night

(X4) ID SUMMARY STATEMENT QF DEFICIENCIES (x8)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | Continuad From page 6 F 371 re-educated all dictm'y staff on 11-

23-2010 related proper storage ol
sanitizer and cleaning agents and
equipment. The Dietary services
manager re-cducated all dietary staff
on 11-23-2010 rclated to storage of
opened frozen fvods sealed airtight
container. The Director of Nursing
will re-educated all Licensed Staff
12:18-2010 rclated to sending water
pitchers for the medication carts to
the kitchen daily for cleaning and
replacing with elean pitchers.

The Dietary Services Manager will
conduct an audil four(4) times per i
week for two(2) weeks, then
three(3) times per week for two(2)
weeks, then wecekly for eight(8)
wetks, to assure staff are washing
their hands before pulting on gloves
to work with food and after bussing
dirty dishes and upon removing
gloves, after touching anything that
may conlaminate hands such as dirty
dishes, unsanitized equipment, work
surfaces, or wash cloths. The
Dietary Scrvices manager will
conduct an audit four (4) times per
week for two(2) weeks, then

three(3) times per week for two(2)
weeks, then weekly for eight(8)
weeks, o assure no sanitizing or
cleaning ugents are stored near food
prep areas and that frozen foods that
have been opened are stored in a
contalner with a tight fitting lid. The
Director ol Nursing will audit water
pitchers on all
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The facllity must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are In order and that an account of all
controlled drugs Is maintained and petiodically
reconciled.

Drugs and biologlcals used in the facillty must be
labeled In accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable,

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule !l of the

and the Dietary Service Manager,

with the Medical Dircctor

participating at least Quarterly and

as necded.
F431

1. The three(3) medications

{dentified during the Survey
were removed from the
medication carls and discarded
by the Education and Training
Director on 11-3-2010.
An audit of all Medicarion carls
was completed by the Dircclor
of Nursing, the Assistant
Director of Nursing , the
Education and Training

]

on |1-23-2010, to assure all

medications were in stored in

the original package and labeicd

by the pharmacy. Any identified

" unlabeled medications will be
discarded,

Director or the LPN Supetvisot

(X4) Ip SUMMARY STATEMENT OF DEFICIENCIES D ) PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX {EACH DEFICIENQY MUST BE PRECEDED @Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG OROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFIGIENCY)
F 371 | Continued From page 7 F 871 ’xf:l:°fa;;°t{‘f;“s(ﬁ‘2”;>(2) fli(mtcs per
N ' ' ' ' 2 " Twelve weeks [0 assure
(sjlrg;t.nand she did not think either pitcher looked water pitchers are clean and stain
g free. Results of all audirs will be
Interview on 11/03/10 at 10:65am with the reviewed by the Quality Assurance
Asslstant Director of Nursing (ADON), revealed Committee monthly for three(3)
that she didn't know if the pltchers were cleaned months. If al unytime concerns are
last night, and stated it looked like they needed to identified, the Quality Assurance
be cleaned. The ADON further stated it looked Committee will convene to review
like one of the pltchers was stained on the inside, and make further recommendations,
and sald she would replace the pitchers The Quality Assurance Committee
immediately. will consist of at a minimum the
F 431/ 483.60(b), (d), (¢) DPRUG RECORDS, F431]  Administrator, the Director of
$s=D | LABEL/STORE DRUGS & BIOLOGICALS Nursing, the Maintenance Director

i) Fa7l

12-18-2010
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package.

Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subjectto |
abuge, 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 and interview, it was
determined the facility failed to store medications
in accordance with accepted professional
principles as three (3) medications were found
loose and uniabeled in the medication cart
drawer,

The findings Include:!

Observation of A Hall Front medication cart on
11/03/10 at 2:00pm revealed ong haif of a round
white tablet and one (1) Restasis ophthalmic
ampule were in the medication cart drawer,
unlabeled with patient name, and not stored in the
original package.

Observation of A Hall Back medication ¢art on
11/03/10 at 2:15pm revealed one (1) round white
tablet in the medlcation cart drawer uniabeled
with patient name and not stored in the original

Interview on 11/03/10 at 2:00pm with the Director
of Education and Training revealed the oral and
topical medications such as Restasis should be
stored in separate drawers in the medication cart,
She also stated that medications should be stored

in the original pharmacy package which includes

(%4) ID SUMMARY S§TATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION XS)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG OROSS:REFERENGED TO-THE APPROPRIATE DATE
#w 7 DERICIENCY)
F 431 | Continued From page 8 F 431 ' T

3. The Director of Nursing, the

Education and Training Director
will re-educate all licensed staff by
12-18-2010, assuring all
medications are stored in the

pharmacy.
4. The Director of Nursing, the

Assistant Director of Nursing or
the Education and Training
Director will audit medication
carts weckly for twelve(12)
weeks to assure medication are
stored in the original container
and labeled by the pharmacy.
Results of all audits will be
reviewed by the Quality
Assurance Committee mouthly
for three(3) months, If at
anytime concerns are identified.
the Quality Assurance
Commiltce will convene to
review and make further
recommendation. The Quality
Assurance Committee will
consist ol at a minimuin the
Administrator, the Director of
Nursing, the Maintenance
Dircetor and the Dietary
Service Manager, with the
Medical Direcror participating
at least Quarterly and as
needed.

Assistant Director of Nursing or the

“original package and labeled by the

{2-18-2010
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résident name, and was uncertain how the two (2) i
tablets and Restasis ophthalmic ampule became
geparaled from the origlhal package. She
disposed of the medications in the sharps
container,
|
I
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K 000 | INITIAL COMMENTS ’ K000

A Life Safety Code survey was initiated and
coneluded on 11/03/10. The facllity was found
not to meet the minimum requirements with 42
Code of the Federal Regulations, Part 483,70.
The highest Scope and Severity deficiency
identified was an “F".

K 018 | NFPA 101 LIFE SAFETY CODE STANDARD KO18| 018
§8=D -
Doors pratecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as |
those constructed of 1% inch solid-bonded cors ’
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only

Magnetic door catches that
release when pullcd were
ingtalied by the Maintcnance

required to resist the passage of smoke. There ig Director on 11-09-2010 for

no jmpediment to the closing of the doors, Doors rooms # 121 and # 123.

are provided with 2 means suitable for keeping 2. A one hundred (100)percent

the door closed. Dutch doors meeting 19.3.6.3.6 audit of all doors was

are permitted.  19.3.6.3 completed by the Maintcnance
Dircetor on 11-22-2010 to

Roller latches are prohibited by CMS regulations assure no doors were blocked

In all heaith care fadilities. open. /\ny identified concerns

were immediately corrected.

3. The facility Administrator
provided re-education on 11- !
05-2010 to the facility
Mainicnance Director regarding
weekly rounding to include
checking all doors to ensure
that they are working properly
and not blocked open.

This STANDARD Is not met as evidenced hy:
Based onh observatlon and interview it was
determined the facility failed to ensure there were
no impediments to the closing of resident room
doors, according to NFPA standards. The
deﬂclency affected two (2) residents and one (1)

LABORATOR§ E?g WPRC&ENTATNE'S SIGNATURE /Mm // (X8) DATE

Any deflclency slatenM(t and| M an asterislgfenokes a deficlency which the mshluhon may be excused from comecting providing It fs delarmined that
T

other safeguards proviie sufifl otactlon to pattents. (See instructlons.) Excepl for nursing homes, the findings stated above ara dlselosable 90 days

following the date of survey whether or not a plak.éf correction is provided. Fer nursing homes, the above ﬂndlngs and plans of correction are disclosable 14
d plan of corractlon la raquisite ta continued

days foilowlng the date lhesa dacuments are made available to the facllity. IF deficlencles are clted an appl
program partieipation, [
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K 018 | Continued From page 1 K018
of two (2) smoke compartments. 4. The Administrator will conduct
The findings include: weekly rounds lor lwe!ve(l2)
_ weeks to assure compliunce
Observation on 11/03/10 at 11:30 AM revealed a with doors not being blocked
tragh can in rasident rooms #121 and #123 was open. Results of all audits will
positioned s¢ that it prevented the closing of the be reviewed by the Quality
doors. The observation was confirmed with the Assurance Committce monthly
Maintenance Director, who was prasent at that for three(3) months. If at
time. anytime concerns are identified,
. the Quality Assurance
Maintenance Director, revesaled the frash can was review and make further
used to hold the door open. recommendation. The Quality
Assurance Committee will
Reference: NFPA 101 (2000 edition) consist of at a minimum the
Administratot, the Director of
Nursing, the Maintenance
10.3.6.3.3* . Director and the Dietary
Hold-open devices that release when the door is Service Manager. with the
pushed or pulled shall be permitted, Medical Director participating
at least Quarterly and as 12
A.19.3.6.3.3 needed. il
Doors should not be blocked open by furniturs, K029
door stops, chacks, tie-backs, drop-down or
plunger-type devices, or other devices that I, Self closing devices were
necessltate manual unlatching or releaging action " installed on 1 1-8-2010 on
to close. Examples of hold-open devices that iaitor closcls on both A Hall
release when the door is pushed or pulled are Ji 45 hal l““ 5 0n Dot A ha
friction catches or magnetic catches. 2 %.’11 2 R o
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029 - The Maintenance Director and
sS=F the Administrator completed a
One hour fire rated construction (with % hour one hundred(100) percent audit
fire-rated doors) or an approved automatic fire of all doors Lo ensure that all
extinguishing system in accordance with 8.4.1 doors thal project into the
andfor 19.3.5.4 protects hazardous areas. When hallway have self closing
the approved automatic fire extinguishing system devices. Any identified
option is used, the areas are separated from congerns were corrected.
FORM CM8.2657(02:98) Previous Verslona Obsolote Evont ID: P7QR21 Faclllly 1D: 100334 if continuation shoet Page 2 of 10
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SUMMARY STATEMENT OF DEFICIENCIES

1D

PROVIDER'S PLAN OF CORRECTION

- (XS)
COMPLETION

by a fire barrier having a 1-hour flre resistance

rating
or shall be provided with an automatic

extinguishing system in

FREFIX ' (EACH DEFICIENCY MUST DE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K029 Continued From page 2 K 020

othgar spaces by smoke resisting pantitions and

doors. Doors are self-closing and non-rated or

field-applied protective plates that do not exceed The Maintenance Director was

48 inches from the bottomn of the door are re-educated by the

permitted.  19.3.2.1 Administrator on 11-05-2010,
related to assuring all doors that
project into the hallway have a
self closing device, and will be
integrated into the Maintenance

This STANDARD is not met as evidenced by: ’Iﬁ;‘rector' s weekly rounds.

- ; Do ¢ Maintenance Director will

Based on observation and interview it was ditall d Wy

determined the facility failed to meet audit all doors weekly Tor

requirements of Protection of Hazards per NFPA twelve(12) we‘eks to assure all

Standards. . doors that project into the
hallway have a self closing

The findinge Include: device installed. Results of all
audits will be reviewed by the

Observation on 11/03/10 at 1:13 PM revealed that Quality Assurance Committee

the Janitors Closets in A Hall and B Hall did not monthly for three(3) months. If

have self C‘OSing devices installed on doors as at ﬂnyﬁme concems are

required by NFPA standards. Further observation identified, the Quality

revegled that both d‘(’_;’)r? ELOJ:CtTeF'ldISDS;;’?GtIZrl\I;?/ Assurance Committee will

corridor over seven (7) inches, i

affected all staff and fifty-four (54) residents. This conven 10 teview and mae

was confirmed by the Maintenance Director. Quallty Assurance Committee

Interview on 11/03/10 at 1:13 PM with the will consist ofat a minimum Lhe

Maintenance Director revealed he was not aware Adm'mlstrator, the Director of

of that code In reference to the doors. Nursing, the Maintenarnce
Director and the Dietary

NFPA 101 2000 Editiion Service Manager, with the

19.3.2 Protection from Hazards. Medical Director participating

19.3.2.1 Hazardous Areas. Any hazardous areag at least Quarterly and as

shall be safeguarded needed. 12-18-2010
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accordance with 8.4.1. The automatic
extinguishing shall be

permitted to be In accordance with 18.3.5.4.
Where the sprinkler

option is used, the areas shall be separated from
other

spaces by smoke-reslsting partitions and doors,
The doors

shall be seli-closing or automatic-¢losing.
Hazardous areas

shall include, but shall hot be restricted to, the
following:.

(1) Boiler and fuel-fired heater rooms

(2) Central/bulk laundries larger than 100 ft2 (9.3
m2)

(3) Paint shops

(4) Repair shops

{6) Soiled linen rooms

(8) Trash collection rooms

(7) Roamms or spaces larger than 50 ft2 (4.6 m2),
Including

repair shops, used for storage of combustible

| supplies

' and equipment in quantitles deemed hazardous

{ by the

I authority having jurisdiction

I'(8) Laboratories employing flammable or
combustible materials

in quantities less than those that would be
considersd

a severe hazard,

Exception: Doors in rated enclosures shall be
permitted to have nonrated,

factory- or flsld-applied protective plates
extending not more ‘
than 48 in. (122 cm) above the bottom of the
door,

19.2.3.3* Any required alsle, corridor, or ramp
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PREFIX
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REGULATORY OR LSC IDENTIFYING INFORMATION)

[}
PREFIX
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DEFICIENCY)

o5)
COMPLETION
DATE

K028

K 062
8S=F

Continued From page 4

shall be not

less than 4 (1.2 m) In clear width where serving
as means of

egress from patient sleeping rooms. The alsis,
corridor, or

ramp shall be arranged to avold any cbstructions
to the convenient

removal of nonambulatory persons carried on
stretchers

or oh mattresses serving as stretchers.
Exception No. 1: Alsles, corridors, and ramps in
adjunct areas not intended

for the housing, treatment, or use of inpatients
shall be not less

than 44 in, (112 ecm) in clear and unobstructed
width,

Exception No. 2; Exit access within a room or
suits of rooms complying

with the requirements of 19.2.5.

NFPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA
25,975

This STANDARD is not met as evidenced by:
Based on record review and interview, it was
determined the facility falled to ensure sprinkler
control valves where inspected monthly,
according to NFPA standards. Sprinkler control
valves must be inspscted monthly to ensure
proper operation of the sprinkier system. The
deficiency affected two (2) smoke compartments,
staff and fifty-four (84) residents.

K 029

K 082

K062

], Sprinkler control valves were
inspected by the Maintenance
Director on 11-22-2010, to
assure all were in proper
working order. No concerns
were identified.

2. Sprinkler control valves were
inspected by the Maintenance
Director on 11+22-2010 to
asyure all were in proper
working order, No concerns
were identified.

3. The Administrator re-educated
the Maintenance Director on
11-05-2010, related to
completing weekly audits of
sprinkler contro] valves to
assure sprinkler system is in
proper working order.,
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The findings include:

Record review of the sprinkler maintenance on The Maintenance Director will

11/03/10 at 2:00 PM, revealed no documentation conduct weekly audits which

of the sprinklar control valves belng inspected will be reviewed by the

monthly. The observation was confirmed with the Administrator weekly for

Dirsctor of Maintenance. twelve(12) weeks to assure
sprinkler control valves are

Interview on 11/02/10 at 1:53pm, with the Director being inspected for proper

of Maintenance, revealed he does check the working order. Results of all

sprinkler control valves monthly but does not andits will be reviewed by the

document it. Quality Assurance Commitlee
monthly for three(3) months_ If
at anytime concerns are

. e identified, the Quality
Reference: NFPA 25 (19988 edition) Assurance Commitiee will
i convene to review and make

9-3.3 Inspetion. further recommendation. The

9-3.3.1 All valves shall be Inspected weekiy, Quality Assurance Commiittee

Exception No. 1: Valves secured with locks or will consist of at 2 minimum the

supervised in accordance Administrator, the Dircetor of

with applicable NFPA standards shall be Nursing, the Maintenance

permitted to be inspected Director and the Dietury

monthly, Service Manager, with the

Exception No. 2: After any alterations or repairs, Medical Director participating

an inspection shall at least Quarterly and as

be made by the owner to ensure that the system needed. 2182010

is in servics and all

valves are In the normal position and properly

sealed, locked, or electrically

supstvised,

9-3.3.2* The valve inspection shall verify that the

valves are in

the following condition:

(@) In the normal open or closed position

(b) *Properly sealed, locked, or supervised

(¢) Accessible

(d) Provided with appropriate wrenches
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Means of egress are continuously maintained free
of all obstructions or impediments to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibilily of exits,
7.1.10

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that corridors were maintained
free from obstructions to full instant use in the
case of fire or other emergency. Exits must be
maintained to ensure thelr Use in ah emergency.
The deficiency affected all staff and residents.

The findings include:

An obsarvation on 11/03/10 at 11:11 AM,
revealed two (2) clean linen carts not in use and
stored in corridor in front of rooms 115 and 121
and three (3) medication carts not in use, parked
In front of Nurses station in B Hall. Further
observation revealed Two (2) Medication Carts
storad in front of Nurses Station in A Hall, The
obgervation was confirmed with thé Maintenance
Directer.

An inferview, on 11/03/2010 at 11:11 AM, with the
Maintenance Director, revealed the carts were
routinely left in the halls due to lack of storage
space.

{X4) © SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTIGN SHOULD &€ GOMPLETION
TAG REGULATORY OR (.$C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
K 082 | Continued From page 6 K062
(e) Free from external leaks
(f) Provided with appropriate identification K072
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072
SS=F

1. The medication carts and linen
carts identificd have been
moved to a location that does
not impede means ol egress.

2. Observation by the
Administratot on 11-24-2010
revealed all means ol egress
were without impediments.

3. Al direct care sta(l will be re-
educated on maintaining all
means of cgress obstacle free
in case of cmergency. This
cducation will be provided by
the Director of Nursing, the
Assistant Director of Nursing

or the Education and Training
Director by 12-18-2010.

FORM CMB-2567(02-99) Pravious Voislons Obeolela

Event ID; P7TQR21

ewo/ez o

Facllity ID; 100334

If contlnuation sheet Page 7 of 10

]

XA

EGizT NOKWH O0T10Z/6Z2/11



f

PRINTED: 11/18/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STNATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPUER/CLIA {¥2) MULTIPLE CONSTRUCTION (Xﬂ) DATE SURVEY
AND PLAN OF CGORRECTION IDENTIFICATION NUMBER: COMPLETED
ABULDING 01 - MAIN BUILDING 01
185353 B. WING 11/03/2010

NAME OF PROVIDER OR SUPPLIER

MEDCQ CENTER OF BRANDENBURG

STREET ADDRESS, CITY, STATE, ZIP CODE
814 OLD EKRON RD
BRANDENBURG, KY 40103

{Xa) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION 048)
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 APPROFRIATE DATE
DEFICIENCY)
K 072 Continued From page 7 K072 _
4, The Administrator or the
Reference: NFPA 101 (2000 edition) Director of Nurging will
7.1.10 Means of Egress Reliabllity. conduct audits three (3) times
7.1.10.1* Means of egress shall be continuously per week for eight (8) weeks
maintained ) . _ then weekly for four(4) weeks,
free of all ot‘)struotlons or impediments to full to assure all means of egress
}(gzt?:ra“s:s; |frllre or other emergency ! remain obstacle free, Results
i of all audits will be reviewed
nggz NFPA 101 LIFE SAFETY CODE STANDARD ; K104 by the Quality Assurance
Penetrations of smoke barrlers by ducts are Committee monthly for
protected in accordance with 8,3.6, three(3) months. If at anytime
concerns are identified, the
Quality Assurance Committee
will convene to review and
make lurther recommendation.
The Quality Assurance
This STANDARD ig not met as evidenced hy: Committee will consist of at a
Based on observation and interview it was minimum the Administrator,
determined the facility failed to agsure the smoke the Director of Nursing, the
barrlers had no openings around duct work or Maintenance Director and the
piping in the attic which would allow the passage Dictary Service Manager, with
of smoke. the Medical Director
The findings include: participating at least Quarterly 124182010
and as needed.
Observation during the Life Safety Code tour on
11/03/10, at 10:40 AM, revealed opening in one
side of the smoke barrier wall, on the B Hall attlc
where duct work passed through the smoke
barrier to the other compartment. It shall be filled
with a materlal that is capable of maintaihingthe
smoke reslstance of the smoke barrler, This was |
confirmed with the Maintenance Director, The :
deficlency affected staff and thirty (30) residents.
The facllity is licensed for sixty-four (64) beds and |
consus the day of survey was fifty-four (54). .
|
|
]
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SUMMARY STATEMENT OF DEFIGIENCIES |

Interview with the Maintenance Director, on
11/03/10 at 10:40 AM, revealed he was not aware
of the openings in the smoke batrrlers, and stated
he would Install metal plate at the end of the
opening to satisfy code requirements,

NFPA 101 2000 Edition

8.3.6 Penetrations and Miscellaneous Openings
in Floors and

Smoke Barriers.

8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
air ducts, :

pneumatic tubes and ducts, and similar building
service equlpment

that pass through floors and smoke bartiers shall
be protected

as follows:

(1) The space between the penetrating Item and
the smoke

barrier shall meet one of the following conditions:
a. It shall be filled with @ material that is capable
of malintaining

the smoke resistance of the smoke barrler.

b. It shall be protacted by an approved device that
is

designed for the specific purpose.

(2) Where the penetrating itom uses a sleeve to
penetrate the

smoke bartler, the sleeve shall be solidly set in
the smoka

barrier, and the space between the item and the
sloeve

shall meet one of the following conditions:

a. It shall be filled with a material that Is capable
of maintaining

the smoke resistance of the smoke barrier,

b. It shall be protected by an approved device that
15

designed for the speclfic purpose.

1. The identified concerny with
openings in the smoke barrier wall
in the altic space on Hall B were
cotrected und sealed with a metal
plate by the Maintenance Director
on §1-2-2010.

The Maintenance Dircctor
completed a one hundred (100)
percent audit to ensure that all
smoke barriers are frec of
openings. Any identified concerns
were immediately corrected.

j3e

3. The Administrator provided re-
education on 11-05-2010 to the
Maintenance Director related to
regulation requiring smoke
barriers have no openings and
smoke batriers by ducls are
protected with material that is
capable of majntaining the smoke
resistance of the smoke barrier.

PN ID {s] PROVIDER'S PLAN OF CORRECTION {Xs)
PREFIX (EACH DEFICIENCY MUSY 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)
K 104 | Continued From page 8 K104 K104
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Py SUMMARY 5T ATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION (x6)
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE e
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROS$S-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
K 104 | Continued From page 9 K104
. o o 4. The Maiutena i i
(3) Where designs take transmission of vibration it al b Dyeclor o
: i audit all smoke barriers raonthly
into consideration, for three(3) hs
any vibration Isolation shall meet one of the artlon e 10 assiuro ll
A Smok_e barriers are without
folowd openings. Results of all audits
a. It shall be made on either side of the smoke will be reviewed by the Quality
Barrion Assurance Commitlee mouthly for
b. 1t shall be made by an approved device that is three(3) months, If at anytime
designed for the specific purpose, concerns are identified, the
Q.ualn‘y Assurance Committee
will convene o review and make
further recommendation. The
Quality Assurance Committee
will consist of at a minimum the
Adm.inistrator, the Director of
Nursing, the Maintenance
Dircetor und the Dictary Service
Manager, with the Medical
Director participating at least
Quarterly and as necded.
12-18-2010
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