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Fooo “This Plan of Correction is prepared

1 and submitted as required by law. By

i A Standard Health Survey was conducted from i submitting this Plan of Correction,

- 02/18/14 through 02/20/14 and a Life Safety : Owenton Center does not admit that

Dot oo e hiacope | e defceney isted on hisform ens,
! nor does the Center admit to any

! and severity of an "E".
F 166 483.10(f)(2) RIGHT TO PROMPT EEEORTS TO F 166 statements, findings, facts, or

|
Ss=£ | RESOLVE GRIEVANCES ! - conclusions that form the basis for the
’ ' alleged deficiency. The Center

 reserves the right to challenge in legal

bl
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F 000 INITIAL COMMENTS

]
. Aresident has the right to prompt efforts by the

| facility to resolve grievances the resident may = | !
[ have, including those with respect to the behavior | * and/or regulatory or administrative
| of other residents. : proceedings the deficiency,

| statements, facts, and conclusions that

!

|

g { form the basis for the deficiency.”
|

i

{

| This REQUIREMENT s ot met as evidenced

; by:

; Based on record review, resident group

i Interviews and review of the facility's policy, it was |

i determined the facifity failed to make efforts to f
|

! resolve grisvance refated to labeling and
 distributing clothing from laundry according facility :

i policy. !

05/14
1. The Administrator and/or Social 04/

.r’

!

!

!

I

|

f

E’ Services Director met with

i residents B, C, DD, E and F on
| 3/14/14 to see if there were

| additional grievances that had not
{

|

H

!

i

|

[

f’ The findings include: :'
. ]
; |
I

| Review of the Healthcare Services Group

{ Incorporated, Processing Resident Personal

i Clothing policy, dated 02/01/03, revealad all

' resident laundry should be labeled before galng
; Into the resident’s new room upon admission.

! The Housekeeping/Laundry Manager should

| coordinate with Admissions and Social Services
; to go through all resident clothing to update

! labeling. Tracking resident clothing through the
i facility included having an accurate list, Do not let
tunmarked clothing accumulate in the laundry. -
; Sfaf{ afe to bring any unmarked clothing from thatf
A {X2) DATE

—— i [ . \
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ny deflciency staterient ending with an asterisk (*} denotes a deficiency which the institution may Y excused from correcting providing it is Getermined that
ther safeguards provide sufficient protection ta the patients. (See instructions.) Except for nursing homes, the findings stated abave are disciosable 90 days
flowing the date of survey whather or rot a plan of correction is provided, For nursing hames, the above findings and plans of correctlon are dizclosable 14
2ys foliowing the date these dacuments are made avallable 1o the facility. If deficiencies ara cited, an approvedBIER of fo continyed

ogram participation,

been resolved. There were no
hew concerns noted. All previous
concerns for these residents were
addressed and missing items were
found or replaced at center’s
expense.
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[ 2. The Administrator met with
F 186, residents B, C, D, E and F as wel]

: as the entire Resident Council on
3/14/14 to identify whether any
other residents had heen affected
| or had concerns related 1o missing
! clothing. No other resident
i council member reported missing
clothing itetns or unresolved
grievances. On 3/26/ 14, the
Administrator and/or the Social
Services Director, and/or the :
Director of Admissiong f
interviewed all Iterviewable f
residents to determine if any had f‘

!
|
{

F 166 ! Continued From page 1
- day up to the units for identification by Certified
* Nursing Assistants (CNA). Label unmarked ,
clothing as soon as it is identified, ; i
: |

v

. Review of tha facility's Grievance/Concam poiicy, |
‘ revised 06/10/13, revealed all patients and or I
! their representatives may voice !
! grievances/concerns and recommendations for |
‘changes, Center leadership would investigate, |
- document, and foliow up on alf formal concerns
; and grievances registered by any patient or )
I patient representative. Social Services personnel |
| would serve as patient advocates in the !
. grievance/concems process. The purpose of the |
i policy was to assure prompt receipt and ]
}’ resolution of patientrepresentative ;
|
E
!

| grievance/concem. Completed
| grievance/concems form would be reviewed and
| retained by the Administrator to assure the
 patient’s interest had been addressead, Review of
| grievances/concerns forms during the Quality

; Improvement Committee meeting was to identify

, trends.

missing clothing items or 4
grievance that had not been
resolved.  No concerns were
identified, The Administrator
drafted a letter to all residents and
family members explaining the
policies and requesting them to
report any missing clothes or
grievance to the Administrator,
Director of Nursing or Social
Services Director upon teceipt of
the letter. The letter wag mailed
to all residents’ responsible
parties on 3/27/14. The

, Administrator also reviewed the
grievance policy and procedure,
ost and found, no name laundry, tPage 20f19

: Review of the Resident Council Minutes for four
' (4) months, revesled a meeting held, on 02/19/14
!'at 2:30 PM, had several residents In attendarce
“and they voiced concerns about Migsing laundry

|
)
|
i
; items. ]
; [
f Interview with a total of eight (B) residents during *'
" the Group Quality of Life meeting, on 02/18/14 at f
- 4:00 PM, revealad five (5) residents, Unsampled
{ ResidentB, C, D, E, F had genersl complaints
; about laundry items not being returned to them | I
I consistently. Three (3) of the five (5} residents ! i
 stated they gave there concerns to the Soclal |
| Services Director (35D). !
f Unsampled Resident C revealed hefshe had {
Event ID: XMOY 11 Facily, |
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5 i missing clothes and labeling of
| e & BOL

F 1665‘ Continued From page 2

labeled disbefic shoes missing about four (4) i

: months ago and reported this to the 35D, ;
i Unsampled Resident E, reveaied heishe was |

« missing a labeled blue shirt about four (4) months ;
i ago and this too was reported to the 58D.

: Unsampled Resident F, revealed he/she was

| missing a labeled black sweat sult about five (5)
. menths ago and reported it to the SSD and the

Adm nistrator.

] Observation of the Laundry room closet, on

| 02/20/14 at 9:20 AM, revealed sevan {7) bags of

f unlabeled clothes, Two (2) undated pieces of ‘

! paper pinned to the wall inside the laundry room,
one labeled 100 unit and the other 200 unit.

¢ Interview with Laundry Staf #1, on 02/20/14 at
i 9:20 AM, reveaied the seven (7) bags of laundry
i were unlabeled resident clothing. She stated she
‘ ! did the faundry on day shift for the 100 unit,
| missing items are puton a piece of paper pinned
on the wall. She looks for the items and will put
f resident names in them if she can identify who !
they belong toc. She stated she asked the CNA's |
: on the floor to assist with identification of
' resident's clothing, but sometimas some tems
; can not be identified.
t
| Interview with Director of Housekeeping and
i i Laundry, on 02/20/14 at 9:35-9:45 AM, revealed
; his staff kept a list of missing resident iterns for
" each unit; however, they are not dated whan the
rmssmg item was discovered. He did not give the
: missing item sheets to the Social Service Director |
L until the sheet was filled up. He confirmed he was |
: not able to track when the items were reported
iy ; missing. The Director stated he did not
[ understand why 0 many iterns were missing and
fthe 200 unit had mors missing items which were

' personal clothes/items and
identified areas that required i
clarification or change. These a
areas included adding a policy
specific to lost or no name
clothing and the implementation
of a monthly schedule for
residents to check no name

i laundry.

3. The Admijnistrator and/or
Assistant Director of
Nursing/Nurse Educator will re- -
educate staff, including o
Healthcare Services Group |
employees, on the center’s
grievance policy and procedure
by 04/01/14. The policy and
procedure for “no name laundry”
and “lost and found” has been
updated by the Administrator as
of 4/4/14 to include specific
measures to take when itemg are
either lost or found and to include
a monthly schedule when
residents can check the no name
laundry. The Administrator

|
f
]
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5 , ; and/or Assistant Director of ;
F 166 Continuad F"rom page 3 PF 163§ Nursing/Nurse Educator and/or |
washed during second shift. He further S_t_ated' ; : Housekeeping/Laundry Manager !
there was not a system in place for a facility wide ! .
; will re-educate staff on the

!
lost and found return event for residents and i
. families. The Director stated it's a big problem
- and the residents do get upset when their items
- are missing.

i

i Interview with CNA#3, on 02/20/14 at 215 PM,

i revealed when a resident had missing laundry,
she would let the nurse know, but would also !

| search the resident room, go to laundry and let |

i the social worker know if the item was not found. |

i The CNA stated she would assist the resident to !

! the taundry room door to speak with staff about

i the laundry item and inforrn them of a missing

f
|
¢ item, |
f i
|

H

policies and procedures for

missing clothes and labeling of
personal clothes/items by 4/4/14.
The Administrator,
Housekeeping/Laundry Manager
and the Activity Director have
established a monthly schedule to .
bring unmarked clothing to the
Activity Room (Joy Room) for
residents to identify missing
items. The Administrator wil]

i notify residents and family

! members in writing as of 4/1/14
f on no name laundry, lost and

! found, grievance policy and

| procedure, missing clothes and
{

i

i

i

[

|

| Interview with 200 Unit Manager, on 02/20/14

' i 8:50 AM, revealed lost itsms are searched for in
+ the resident rooms and in the laundry. If the items
; are not found she would inform the Socjal
| Services Director, She further stated any
| grievances were reviewed in the 9:00 AM team
i meeting. The Unit Manager also stated each ;
 resident on admission should have hadan |
| Inventory of all personal items listed, but stated !
: sometimes that gets missed. f

i
i Interview with the Social Services Director (38D),

; on 02/20/14 at 2:30 PM, revealed no grievance |

| was completed for Unsampled Resident C for f

| diabetic shoes and stated she was not aware of
the resident missing any shoes. She repartad the !

‘
i
!
!

labeling of personal clothes/items.

i
]
i
{

resident had a bra missing that was labeled 4-8 I
, months age and was replaced, !
| The SSD stated Unsampled Resident D reported !
| socks missing but were found in the Resident |
; bedside table, The SSD further stated rno / i
! grievance was made by Unsampled Resident F f ;

Evert [0 00y 11 Facifity iTx 100508

¢
i
i
J
:
f
?
i
H
i
.?
|
i
H
E
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F 166 1 Continued From page 4 F 166 4. Compliance will be monitored
monthly in the Performance ,

- for & missing black sweat suit 4-5 months ago,
; but on 08/07/13 unsampled Resident F reported |
: miultiple clothing items missing and after g search
; for the items, they were not found, and the facility
i replaced the fems. In Oct 2013 Unsampled
? Resident F also reported missing items at f
[ another time to her, but these items were found in|
the residents room and the issue was resolved. :
The 83D stated the system was broken regarding |
makmg sure inventory sheet are up to date and |
i she had not updated the | inventory sheets as she |
| ordered new items for residents in the past. She
- further stated the facility needed a better system :
i for tracking resident clothing and the residents
: are upset about the topic. She further stated it
| was an ongoing issue in the Resident Council
| meetings. The SSD stated after three (3) months |
i of clothes accumulating they are donated and
! some overflow tems are stored outside in the
" locked building.

Ohbservation with the Director of Housekeeping

- and Laundry Services, on 02/20714 at 3:25 P,

{ revesled five (5} large bags full of clathing in the
! locked building in the back of the facili fty.

! interview with the Director of Housekeeping and
| Laundry Services, on 02/20/14 at 3:25 PM, ;
i revealed the ciothing belonged to the residents, |
’ but which resident, he did not know and he had }
, no documentation or a way to identify any of the !
| items in the five bags.
! Interview with Activities Director, on 02/20/14 at |
{ 3:30 PM, revealed she had not received any |
( | information from the Laundry Department about a 5
" pile up of uniabeled clothing items. She further |
i stated a newsletter was provided to families and |
. the State Guardianship workers to inform them of !

1
i
i
!
!

i

| Improvement meeting. The
Administrator will bring all
grievances to the meeting for
review and further
recommendation for a period of
six months or until compliance
has been achieved for three
consecutive months, To ensure
continued compliance, the
Administrator and/or Social

; a week ongoing to determine
| compliance with prompt

resolutions to grievances
including missing clothes. Any
! areas of concern noted will be
addressed at this time, The
Administrator and/or Social
Services Director will present a
summary of the review findings
i to the monthly Performance

: Improvement Committee for six
| months for review and further
recommendations,

i

|

Services Director will review the |
Facility Grievance Log five days | |

{
i
I
H
i
i
1
i
f

i
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F 168 Continuad From page & i F1ss! ?
“the lost and found clothing items, but the ;
“Activities Director was not able to provids a copy | | ‘
of the newsletter during survey. i
_Interview with Business Office Manager, on ‘
 02/20/14 at 3:40 PM, revealed she had never :
 held an event to assist facility residents with lost ; ‘ !
; and found items. i i !
i ! : i
| Interview with Administrator, on 02/20/14 at 3:40 | | |
| PM, revealed she took aver the complaints for the| ! j
! 550 due to the increase in complaints about the i ! l
{ Laundry Services. Tha Administrator further j | {
| stated the service was contracted and the facility | i {
| was getting 3 new director. She further stated the | i |
i system for Laundry Services could improve with f :
| better fracking of resident's laundry. | ! f
F 241] 483.15(a) DIGNITY AND RESPECT OF F 241| . o 5/14
s5=0 ! INDIVIDUALITY j ! 1. RCSld@I’lt A and resident # 16 04‘/0 /
; ; i were evaluated by the Social :
i The facility must promote care fot residents in a i l Services Director 3/13/2014 to i
i manner and in an environment that maintains or { | d ine if i i
: enhances sach resident’s dignity and respect in ; s eterming if any negative i
 full recognition of his or her individuality. f (( outcomes had occurred. There |
| ! |
! This REQUIREMENT is not met as evidenced | | Wwas no evidence of a negative ;'
| by: g j outcome for resident A and # 16, |
; Based on cbservation, interview, record review | ; Findings from the Social Service ;
j @and facility policy review, it was determined the ! D fuation | :
! facillty failed to ensure privacy of the body during i f irectors evaluation is A !
 dressing for one (1) of twenty (20) sampled ; ; documented in the Social Service |
i residents, (Resident #18) and failed to ensure ] } notes in resident A and # 16 i
staff sat while feeding residents for ane (1) of six : i medi q !
- (6) unsampled residents, (Unsampled Resident ; ; medical records. |
i A). Staff failed to close the door to the haltway | ] ;
| when assisting Resident #16 with putting on a { | |
i Shirt. In addition, staff failed to sit while asaisting | [ :
: ; | g
JRM CM3-2587(02-28) Pravious Versions Obsalate Event [0:XMOY T Facility ity 100508 If continuation shast Page & of 19
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' ! :
F 241 Continued From page 6 Q F244; 2. The Director of Nursing, Nurse
" Unsampled Resident A with eating. ; Practice Educator and the Unit
' The findings inalud j Managers completed observations
: e nnamgs mciuds: i . '
E 9 ! on 2/21/14 during resident care
- Review of the Patients Bill of Rights and i and meal service to determine .
! : v . :
. Responsibilities, dated 09/01/13, revealed each | ! care was provided with :
i resident should be treated with consideration, i i considerati d digmi i
 respect, and full recognition of his/her dignity and | 1 1sidera 10m, respect and dignity
mdn,ln‘:[ua'ajj{fyl including privacy in treatment and in | i to melude privacy. No concerns :
. care for personal needs. } were identified. |
i 1. Review of ad Resident A's clinic [ Ty meers ”
of Unsampled Res A's clinical 3. The Nursing Staff were re- :

! record revealed the facility admitied the resident
| with Alzheimer Disease, Difficulty in walking,
Abnormal Posture and Dysphagfa Review of the
'Minimum Data Set {(MDE), dated 02/08/14,
J revealed the facility asgessed Unsampled
! Resident Awith a BIM score of 03, which meant
. the resident was not intewiewabla.

! Observation of Unsampled Resident A, on
; 02/18/14 at 12:20 PM, revealed Certified Nursing
Asststant (CNA} #1 was standing up whils
" assisting Unsampled Resident A with eating
his/her lunch in the Joy Room. Further

was not utilized.
Interview with CNA#1, on 02/19/14 at 12:50 PM,
( ravealed CNA #1 remembered being in the Joy
P Ropom assisting Unssmpled Resident A with
: eating hisfher meal. CNA #1 stated she did not
‘ realize she was standing while assisting
i Unsampled Resident A. CNA#1 stated when she

| have made the resident feel awkward and couid
i have been a dignity concern.

. ohssrvation revealed there was a chair located at |
| the same table on the left side of the resident that | i

i stood up to assist Unsampled Resident A it could

1
3

1
'

i
i

!

|
i
1
|
:
1

educated on 2/21/2014 by the
Director of the Nursing and the
; Nurse Practice Educator on
Residents Rights to include |
providing privacy during resident
care and promoting dignity by i
sitting during meal service while |
assisting residents to eat meals. A
Ppost test was given to the Nursing
Staff on 3/31/14 by the Nurse
Practice Educator or the Unit
Manager to determine
competency of education 5
provided. All new hire

%
|
s
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H I st ..
: ! .
F 241 Continued From page 7 L F 241 employees will be educated by
- Interview with the Unit Manager of the 100 Hall, | the Social Service Director on
- on 02/20/14 at 1:20 PM, revealed when staff i Residents Rights to inc
. . . ' . : o include
assist residents with their meals, the staff should ! . g‘ . ' . ,
not be standing. The feeling of having someone " privacy and Dignity during new
stand aver you was not comforiable. ! hire orientation. The Nurse
; , ‘ Practice Educator will provide re-
! Interview with the Director of Nursing (DON), on | At ator will provide re-
102/20/14 at 1:54 PM, revealed staff should not f ; education to Numng Staff with |
| stand up when assisting residents with eating. f i annual competencies and/or when f
| The DON stated it could be & dignity issue ! an issue ig identified with |
| becauss the resident could feel like they were an | . . . e
linconvenience or a bother to the staff. ! Residents Rights to include sitting f
| during meals. :
‘ {
; 4. The Director of Nursing, Nurse i
! ! . . i
; i Practice Educator, Unit Managers i
, 2. Review of the clinical record revealed the I and /or Nursing Supervisor will |
; facility admitted Resident #16, on 02/13/114, with complete rounds 7 days a week :
i Pneumonia and a history of unspecified | for f | P i
; Intellectual Disabilities and Convulsions. The | or four weeks then monthly for i
. { MDS had not been completed as it was not due, | five months observing meal ;
i The nurses note dated 02/15/14, revealed i service and resident care area to |
i Resident #16 was non-verbal. g . , Cr 1
i ! determine care is provided with |
i Observation, on 02/20/14 at 8:00 AM, revealed i consideration srespect and privacy !
5 Resident #16's door was wide open and the oo | to promote dignity and f
i privacy curtain was not pulled to obstruct the view | ; individuality of the resi :
| from the hallway. Resident #16 was sitting on the | l indlviduality of the residents. |
g' edge of the bed wearing only an adult brief { Areas of concern will be
{ exposing the breastarea. Certified Nursing ! corrected when found. The
| Assistant (CNA) # 2 had her back to the door { ! Di F Nursing will .
while assisting Resident #16 with a shirt ! : rector of Nursing will submit |
; ; results of the rounds to the ;
- Atternpted Intarview with Resident #16, on i ! Performance Improvement
{ 02/20/14 at 8:15 AM, revealed when the Resident ! { c . phl p o
{ was asked a question, he/she did not answer and : | ommittee monthly for further
: only locked at the questioner. ! ; review and recommendations.
H i { i
: B i t
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F 241 Continued From nage 8

Interview with CNA#2, on 02/20/14 at 2:00 PM.
: revealed CNA# 2 was provided training on
: resident rights which included dignity during her
> orientation approximately five (5) months ago. !
| The CNA stated the door to Residents #18's room |
{ was left open while she assisted the resident with
I putting on clathing, She further stated she should
! have shut the door while dressing Resident 16,
| Interview with CNA#3, on 02/20/14 at 215 PM,
| revealed when providing personal care fo the

| residents it was important to shut the doors and
i pull the curtains to provide privacy, She further

l stated she would have wanted the door closed if
?. she was undressed.

: 02/20/14 at 4:05 PM, revealed staff should have
j Closed the resident's door and pulled the curtain if |
j it applied, when personal care was provided. She
! further stated rio one wants to be sean in the
. nude and privacy should have been provided.
. The DON stated all facllity staff was provided :
! training on dignity, and not doing so, was not their i
x standard of practice. |
F 253;483.15(!‘:)(2) HOUSEKEERING &
$s=£ ; MAINTENANCE SERVICES

I
2
|
! Interview with the Director of Nursing (DON), on I
]
|

|
|
, i
| The facility must provide housekeeping and !
! maintenance ssivices necessary to maintain a ]
sanitary, arderly, and comfortable Interior. !
}
i
:

I This REQUIREMENT is not met as evidenced

: by i
i Based on obsarvation, and interview, it was !
I determined the facillty failed to ensure the outside |

: smoking areas were maintained and free of trash. |
! i

F 253

]
i
i
¢
{
T
i
¥
i

1. The Maintenance Director and
Housekeeping/Laundry Manager
have cleaned the courtyard and
front porch on 2/21/14 and

04/05/14

5 |
i §
i’ disposed of all trash and cigarette ;
! butts. The Administrator and ;
E! Housekeeping/Laundry Manager |
} established a cleaning schedule I
} for the cleaning of the porch and [
| courtyard as of 4/4/14, |

!

ORM CME-2567{02-99) Pravious Verslong Qbaolets Evant ID: XMoY 1
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F 253 Continued From page 9 = 253:; 2. Rounds were conducted on
* The facllity had two (2) designated smoking areas | ! 2/21/14 by the Maintenance
i for residents, the front porch and a courtyard, ! Director and Administrator to
, Both of the two (2) smoking areas were littered ‘ determine further iss :
with cigarette butts in the landscape mulch and | stermine further issues with
trash and cigarette butts and/or

: the flower containers, f
This is a repeat deficiency from the 03/21/13 ! other environmental concerns
Standard Survey. i b ; '
‘ | This was done by using the
lf preventive maintenance checklist,
' ! All identified issues were
“Th ility di t id i d . .
e facility did not provide a policy related to : !{ corrected immediately. There
|
i
i
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:’
i !

!
!
i
H

! The findings include:

. Clgarette trash and disposal.
i were no issues noted that affected
| Observation, on 02/18/14 at 8:30 AM and other residents.

3. 'The Maintenance Director and
Housekeeping/Laundry Manager
were re-educated by the
Administrator on 3/26/14 on
proper cleaning of facility

!
{ 02/19/14 at 8:35 AM, revealed hundreds of ;
f cigarette butts in the snow of the landscape !
; muich, on the ground, and in flower containers on |
! both sides of the front porch. On 02/19/14 at

{ 10:11 AM, the Maintenance Director was

{
!
| observed to pick up cigarette butts in the |
i

| courtyard landscape, Continued observation on,
1 02/20/14 at 2:19 PM, revealed the courtyard had
| dozens of cigarette butts in the landscape mulch.

|

|

|

i grounds including the removal of
i cigarette butts to maintain a

f sanitary, orderly and comfortable
; environment. The Administrator
! and/or Maintenance Director will
; complete environmental audits
i

i

]

|

H

H

!

 Nurse Assistant (CNA) #2 revealed she was

| Unaware who was responsible to maintain the two
! (2) resident smoking areas. She stated as an

| aide it was not her responsibifity. The aide

! indicated the CNAs wers responsible to monitor

i residents who were supetvised smokers, She

- further indicated cigarette butts should be

!

i

J

i

%

f disposed into the designated receptacie and if a {'
f

|

]

|

|

|

, ;
{ Interview, on 02/20/14 at 1:40 PM, with Certified 1’

including disposal of trash and
cigarette butts.

' resident was not capable, the aide would dispose
of the cigarette for the resident. The CNA stated
she had picked up cigaratte butts and had seen

: the Maintenance Director pick up cigarette butts

'in the past. She indicated she was unsura how

| often cigarette trash should be picked up. The

ORM CMS-2587(02-98) Previous Versionz Ohsalote Event ID; XMOYH Facility 1€ 100508
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3 i | DEFICIENCY)
B i {
; | f .. |
=253 ; Continuad From page 10 | F 253! 4. The Administrator and/or ;’
{ aide stated disposing of cigarette butts into the | | Maintenance Director will :
landscaping was a risk to residents due to the ¢ i conduet environmental agdits of |
: potential for the landscape to catch fire. ' : the facility and facility grounds
- On 02/20/14 at 1:55 PM, interview with Licensed | ; five times a week for two months |
. Practical Nurse (LPN) #3 revealed the nurses did : i then weekly ongoing to determine |
! not maintain the smoking areas and It was the | | e ; . .
| responsibility of housekeeping to clean up the ; ! ompliance with a samitary,
| cigarette butts. She stated the cigarette trash f orderly, and comfortable
; ngﬁd Cl;’lOt I:;e én the Iande;;:apbing. ]IE_PN #hs stated i environment including removal of |
i she had picked up cigarstte butts from the | :
' grounds in the past, LPN #3 indicated the facility | trash and cigaretre bufts from the
: conducted smeking evaluations for resldents to | facility grounds. Any concerns
: determine if the resident could smoke ; identified will be addressed at
. Unsupervised, She further indicated unsupervised tti ;
: smokers may have disposed of cigaretts trash on i tha _trme. . A sur‘r}mary ofth.e s
- the grounds. LPN #3 stated the cigarette butts in j audit findings will be submitted f'
o  the landscape could cause a fire at the facility. | monthly to the Performance |
; ! } , . . |
- Interview with both the Director of Housekeeping ! ! Improvement Commlt.tee for six i
. (DH) and the Maintenarice Director jointly, on | months for further review and 1
1 02/20114 at 2:19 PM, revealed the DH stated ! recommendations. {
| housekesping swept the smoking areas: g %
[ however, did not remove cigarette trash from the - | i
j landscaping, Maintenance stated he had : | f
i removed cigarette frash from the landscaping and | | i
; grounds; however, housekeaping was : { i
| responsibla to clean cigarette trash for disposal, g ; i
!‘ He indicated he was unaware housekeeping was | f ;
| not removing cigarette butts from the landscape | i
{ and grounds. Maintenance further indicated he | ;
; was not doing rounds of the smoking areas and it ! !
: was the responsibility of housekeeping. He state ] :
if the cigarette butts were disposed of in the ; ;
f landscape there was a risk of fire to the facility, ! { !
| Interview, on 02/20/14 at 2:25 PM, with the i g'
! Diractor of Nursing (DON) revealed she thought it | !
: may have been the responsibility of § _, }
Event 10: XMoY 1t Facility 1D, 100508 It continuatlon sheet Page 11 of 19
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* housekeeping and maintenance to maintain the
smoking areas. The DON indicated the CNAs
who monitor residents smoking should ensure the |

: cigarette butts were not thrown to the ground, and’

i shou id pick up the trash if the cigarettes wers i
i thrown to the ground, She stated she did not
| conduct cutside rounds of the facility, The DON

: ! indicated the CNAs should monitor and cue !
res:dems to dispose of their cigarette trash in
appmpnate receptacles. The DON further

; indicated throwing cigarettes into the landscapes

' was a safety risk and couid cause a fire,

| Additionally, the DON stated cigaretie butts in the
! landscape did not appear homelike and she ;

i would not want her home to look like the facility's

| smoking areas.

i

t

| On 02/20/14 at 2:55 PM, interview with the i
Adminisirator revealed housekeeping and |
I maintenance were responsible to maintain the |
smoking areas. She stated she usually completed |
daily rounds and completed a round yesterday.
The Administrator indicated during yesterday's
rounds she identified cigarette butts in the snow
of the landscape at the front porch howaver she
o : did not round in the courtyard. She further
i indlicated she had spoken to the DH and
i Maintenance about cigarette trash, however, was |
, ; unable to recall when the discussion occurred.
i The Adtministrator stated the CNAs were
! responsible to monitor and cue residents who
i needed o be supervised of where to dispose of
" cigarettes. Additionally, residents that the facility
assessed as able to smoke unsupervised could
smoke at any time. The Administrator stated
. there was not any staff members assigned io
1 follow up with unsupervised smokers to ensure
cxgarette trash was disposed in an appropriate
. receptacle. i

i
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F 431/483.80(b), (d), (e) DRUG RECORDS, . F43Y 1 The medication carts for the 100 | 04/05/14

$5=E - LABEL/STORE DRUGS & BIOLOGICALS

. The facility must employ or obtain the services of
. 2 licensed pharmacist who establishes a system
| of records of recaipt and disposition of all
i controlled drugs in sufficient detail to enable an
| accurate reconciliation; and determines that drug
 records are in order and that an account of all

et f controlied drugs is maintainad and periodically
Il reconciled,

;’ Drugs and biologicals used in the facility must be
! labeled In accordance with currently accepted

: professional principles, and include the

| appropriate accessory and cautionary
{instructions, and the expiration date when

; applicable,

f In accordance with State and Federal laws, the
! facility must store all drugs and biologicals in

ﬁ locked compartments under proper temperature
: controls, and permit only authorized parsonnel to
| have access to the keys.

H
* The facility must provide separately locked,

. permanently affixed compartments for storage of
“controlled drugs listed in Schedule I of the :
!‘ Comprehensive Drug Abuse Prevention and 1
{ Control Act of 1976 and other drugs subject to j
f abuse, except when the facility uses single unit !
| package drug distribution systems in which the i
; quantity stored is minimal and a missing dose can |

{ be readily detected, ;’

e e

i
{ This REQUIREMENT is not met as evidenced 3
H . f

B by
i Based on cbservation, interview and facility

i
i
i

hall were cleaned by a Licensed
Practical Nurse on 2/20/2014.

2. The Director of Nursing
completed an audit of all other
medication /treatment carts to
determine cleanliness on
2/21/2014. No other areas of
concern were jidentified.

3. The Nurse Practice Educator
provided education on Infaction
Control to include cleaning of
medication carts to the Registered
Nurses, Licensed practical nurses,
and Kentucky Medication
Assistants on 2/21/2014. A
cleaning schedule was
implemented on 2/20/2014 by the
Director of Nursing for Licensed

Practical Nurges, registered
Nurses and Kentucky Medication
Assistants.

§

]

H

i

s‘

!

! ¢
!

1

i

| z
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- policy review, it was determined the facliity failed

. four (4) medication carts.

|
{ The findings include:

i The facility did not provide a policy on malntaining
¢ medication carts.

i Interview with the Director of Nursing (DON), on
' 02/20/14 at 2,10 PM, revaaled the facility does

j not have a policy on maintenance of the

i medication carts. The DON stated cleaning the
; medication carts was not an assigned task for

!’ ahy one person fo do.

f Observation of four medication carts, on 02/20/14
j at 9:30 AM, revealed the medication carts for 100
! Back Hall and 100 Front Hall had yellow and

I brown sticky substances with brown patticies in

i the bottom drawers.

i Interview with LPN #2, on 02/20/14 at 9:50 AM,

i revealed the drawers in the medications carts

i should be cleaned on a regular basis. She stated
| it was an infection control problem when the

i drawers were allowed to get sticky and dirty.

i

‘ Interview with LPN #1, on 02/20/14 at 10:00 AM,

i revealed she did not know whose responsibility it
I was to clean the medication carts. She stated it
“was an infection control issue when the drawers

S were allowed to get so sticky. She stated it was

i hard to keep those drawers clean because liquids
; get spilled on the outside of the bottles and that

gets in the drawer.

Imtemew with 100 Hall Unit Manager, on 02/20/'14
; at 11:15 AM, revealed it was all nurses

- to ensure sanitation was maintained for two (2) Of ‘

§

i
H
i

V

i

]

OWENTON CENTER OWENTON, KY 40359
XAy D | SUMMARY STATEMENT OF DEFICIENCIES oo PROVIDER'S PLAN OF CORRECTION P xe)
EREFRX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL I PREFIX : {EACH CORRECTIVE ACTION SHOULD BE ! COMPLEI'DN

TAG : REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG i CROSS-REFERENCED TQ THE APPROPRIATE ' DATE
: . | DEFICIENGT) i
i ' i .
H § ;
! l ;
F 431 Continued From page 12 { FA431" 4 The Director of Nursing, Nurse
; i

: Practice Educator and /or the
: facility Unit Managers will
I conduct drug record, storage and
Biological audits including
cleanliness of the i
medication/treatment carts and :
the daily cleaning schedules five |
times a week for four weeks then |
monthly to determine compliance ;
with Drug records, label and 5
storage of drugs/biologicals. {
Areas of concerns will be !
corrected when identified. The ;
Director of Nursing will submit a ;
1
!
i
3
i
|
|
f
!

i
i
i

summary of the audit findings to
the Performance Improvement

; Committee monthly for six
months for further review and
recommendations.

j .
if continuatlon sheet Page 14 of 19
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F 431 | Continued From page 14 E F 431 ,
{ responsibility to keep the medication carts clean. ; !
- She stated the girls have tried to clean the 5
1 drawers with no success, She stated the sticky ; :
“substance in the drawer was an infection control ; | ‘
: problem due to the dirt. ! ! ;
2 t ! :
; Further interview with the Director of Nursing i | ;
| (DON), on 02/20/14, revealed she looked at the | | ;
| drawers in the two 100 Hall medication carts and | .' :
} agreed they were "'nasty”. She stated it looked | f
! fike It was spilled liquid medication. The DON | f :
: stated the spilled sticky substance in the drawers ; 5 ;
j collect dust and dirt and was an infection control | ? f
! problem. | } e
F 44148365 INFECTION CONTROL, PREVENT ! F 449 i
§8=D ! SPREAD, LINENS | L. Resident # 2 was assessed by the 04/05/14
! : : ; t
; The facility must establish and maintain an J T"Imt Manager on 2/20/2014 ff)r i
| Infection Control Program designed to provide a i signs and symptoms of infection.
; Safe, sanitary and comfortable environment and ; No signs or symptoms of f
{ to hel ission| . : ident :
 to help prevent the development and fransmission infection were identified, LPN #]

i of disease and infaction.

!

! (&) Infection Control Program

" The facility must establish an Infection Control

. Program under which it -

|
i
,f

1

[ (1) investigates, controls, and prevents infections

{in the facility;

| (2) Decides what procedures, such as isolation,

i 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

I’ (1) When the Infection Controt Program

: determines that a resident needs isolation to

[ pravent the spread of infection, the facility must
! isolate the resident.

i

[
|
!
;
!
]
!
z
i
]
i
!
r
i
i
|

was re-educated on infection

the Director of Nursing

!

control and aseptic technique for
dressing changes on 2/21/2014 by

!
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I . vy . P
E 441 } Continued From page 16 i’ F 441i 2. The Director of Nursing, Nurse ;
- {2) The facility must prohibit employees with a 5 5 Practice Educator and /or the Unjt
. communicable disease or infected skin lesions managers conducted an audit of
' from direct contact with residents or their food, if | | 1 resid . ound .
. direct contact will tranamit the disease, : i all residents recelving woun :
) : (3) The faciliy must require staff to wash thsir : treatments to determine infection
: hands after each direct resident contact for which ; control practices were followed to |
{ hand washing Is indicated by accepted ; i includ hi . a
! professional practice. i include washing hands, applying |
i | and removing gloves on 2/21/14, !
I {c) Linens i No areas of concern were
Personnel must handle, store, process and ; identified. A review !
fransport lingns so as to prevent the spread of J identified. A review of the i
!infection, Infection Control log was ;
| completed by the Director of :
Nursing on 3/26/14 for current |
! This REQUIREMENT s not met as evidenced residents listed and for the ,‘
i by: o _ previous three months to i
Based on observation, interview, record review d ne if infecti f
and policy review, it was determined the facility etertmine 1f infections results 2
! failad to ensure an infection control program was from hand hygiene technique. No ;
fDHOWGd fOF Cmé (1) Of tWenty {"O) Samp‘e’d &I‘B&S Of COncern were id 11 !
entified. !
i residents, (Resident #2). Staff failed to wash their
| hands when moving from dirty to clean duringa | ,
d Y g 3. The Nurse Practice Educator re-

| | treatment for Resident #2.

i
2' The findings include:

} Review of the facility’s policy regarding Wound
! Dressing: Aseptic, revised 01/02/14, revealed the
i staﬂ’ was to expose the area to be trealad, then
! apply clean gloves and remove the soiled
: dressing. Discard the dressing and gfoves
i accardmg to the infection control policy. The staff
. should cleanse their hands, apply gloves, then
. cleanse or irrigate the wound as ordered. If the
 gloves become contaminated, remove the gloves, |
| cleanse hands and then appiy clean gloves, Apply |
i the treatment medication with clean gloves then

educated the Licensed Nursing
staff on the facility Infection
Control Policy related to hand
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apply and secure the clean dressing,

: Review of the Hand Hygiene policy, revised
10/01/13, revealed the staff was to wash their
hands with soap and water in the following ;
| situations: after removing gloves; or other ;
’ personal protective equipment.

; Review of Resident #2's clinical record revesaled

| the facility readmitted Resident #2 on 09/28/13,

i with diagnoses of Pressure Ulcer, Obesity and

| Chronic Hepatitis C. Review of the Minimum Data
! Set (MDS) Quarterly Assessment, dated |
S 11/29/13, revealed Resident #2 had a pressure to

" his/her coceyx, right toe and the heel.

| Observations of Licensed Practical Nurse (LPN)
{#1, on 02/19/14 at 10:56 AM, revealed LPN #1
washing her hands and donning gloves. LPN #1
then removed Resident #2's flotation boots from

| the left heel and then cleaned Resident #2's

! wound. LPN #1 then remaved her gloves without
i washing or sanitizing her hands and donned new
gloves. LPN #1 then applied Santyl (ointment)
and Alginate to the jeft heel and wrapped it with

Kearlix.

Interview with LPN #1, on 02/19/14 at 11:10 AM,
ravealed she realized she did nof wash her hands
i when moving from difly to clean. LPN #1 stated -
she should have washed or sanitized her hands,
LPN #1 stated she had sanifizer in her pants

i pocket and did not use it, LPN #1 stated she

i should have washed her hands because it

| prevented the spread of germs to the clean

; wound.

i Interview with the 100 Hall Unit Manager, on
i 02/20114 4t 1:20 PM, revealed LPN #1 should

i
!
!

x4y SUMMARY STATEMENT OF DEFIGIENCIES f s} PROVIDER'S PLAN OF CORRECTION ! {X8)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX (EAGH CORRECTIVE ACTION SHOULD BE | CoMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE AFPRUPRIATE  ,  DATE
! DEFICIENCY) i
H f [
i i y . . !
F 441 Continued From page 16 { F441 washufg and applying and i
! removing gloves as of 4/4/14, A |

post test will be given to

! determine competence. Newly
hired licensed nurses will be
educated by the Nurse Practice
Educator on infection control
practices, including hand washing
and appropriate use of gloves, in
orientation and ongoing.

The Director of Nursing and /or
Unit Managers will complete g
infection control audits five times |
~ a week for one month, weekly for |
two months and then monthly for |
three months to determine j
f compliance with infection control |
practices and procedures (
including hand washing and
appropriate use of gloves. Any
coneerns identified will be
addressed at that time. The
Director of Nursing will submit &
summary of the audits to the %
Performance Improvement '
Committee monthly for six i
i
|
I

b

months for further review and
recommendations,

| |
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i i DEFICIENCY) |
F 441 Continved From page 17 F 441 5
have started her process all over again if she did | | :
. not complete the dressing change well, LPN #1 | : :
' should have washed her hands when donning | . |
new gloves. The 100 Hall Unit Manager stated | §
they washed their hands for infection purposes. | i :
; i : :
! Interview with the Director of Nursing (DON), on : i g
i 02/20/14 at 1:54 PM, revealed nurses should I ! :
| wash their hands when removing glaves and i § 3
| between changing a dirty dressing and cleaning |
| the resident wound. Staff should wash their ; j
- hands because it is a universal precaution and | i i
| prevents the spread of infection, : ] f
F 497 | 483.75(e)(8) NURSE AIDE PERFORM " F 497{‘
aop | 2 , .
S8=E | REVIEW-12 HR/YR INSERVICE ' 1. The Director of Nursing 14j05/14
i The facility must compiete a performance raview ! conducted rounds of the facility
i of every nurse aide at least once every 12 i and observed Certified Nursing
i months, and must provide regular in-service i - s 3 !
.o " education based on the outcome of these j Asystances providing care to ]
; reviews. The in-service training must be ; residents on 3/14/2014 to E
« sufficient to ensure the continuing competence of ‘ determine if there were any i

negative out comes as a result of
‘ the 12 hours of in-service
i! education documentation, no
! concerns were identified,

i nurse aides, but must be no less than 12 hours
| per year, address areas of weakness as

¢ determined in nurse aides’ performance reviews
} and may address the special needs of residents
I as determined by the facility staff; and for nurse
| aldes providing services to individuals with

| coghitive impairments, also address the care of

; the cognitively impaired.

| This REQUIREMENT s not met as evidenced
i by:
i Based on record review and interview it was !
. determined the facility failed to record the numberg
~of hours the Ceriified Nursing Assistants {CNA's) |
| attended an inservice class for & one year petiod, lf

) !

i
|
3
!
{
1
:'
i
!
i
i
;
i
]
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2013,

- The findings include:

. Review of the inservice education records for

' CNAs revealed each CNA had an education
sheet in a binder which listed inservice programs
they had attended, but there was no documented

- evidence of the length of time for each inservice

; attended.

 Interview with the Director of Nursing (DON), on {
| 02/20/14 at 3:30 PM, revealed she was unable to !
{ validate the time frames for each of the in-sarvice f
j programs listed, Therefore, it was impossible to |
) state the current CNA staff had attended twelve |
I (12) hours of in-service education, {

|

j Interview with the Manager of Clinical Operations

| (MCO), on 02/20/14 at 3:45 PM, revesaled the j
; length of time should have been documented on

! the education log for each CNA in order to

|

|

| validate the CNA had attended the required
|

!

! twelve (12) hours of yearly In-service sducation,

| In addition, both the DON and the MCO were

j unable to locate in the facility's computer system
e - a list of education inservice with the length of time |

for each program.

t
P

OWENTON, KY 40359
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ; o PROVIDER'S PLAN OF CORRECTION I s
FREFIX (EAGH DEFICIENCY MUST B PRECEDED 8Y FULL . PREFIX ! (EACH CORRECTIVE ACTION $HOULD BE | COMPLETION

TALS REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE : Date

1 REFICIENCY) ;

" [

i i

Fag7| 2. Certified Nursing Assistants ‘

i |

education records were audited by
the Director of Nursing /Nurse !
Practice Educator on 3/14/2014, '
to determine education hours

: needed. Hours were calculated

i and added to the education record
3 by the Director of Nursing/Nurse
fi Practice Educator on 3/14/2014,

! 3. The Director of Nursing re-
‘ educated the Nurse Practice i
: Educator on the requirement of 12 |
hours of yearly in-service 1
| education for Certified Nursing ‘
}‘ Assistances on 3/6/2014,. !
| Education included the ‘
i documentation of hours obtained i
/ by the Certified Nursing Assistant |
3 during in-services was the !
| responsibility of the Nurse ;
! Practice Educator. The Nursing
j‘ Assistant Education Tracking tool ,'
| was implemented as of 4/4/14 by :
| the Director of Nursing to track |
education hours. ’
!
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{F 000} | INITIAL COMMENTS {F 000}
Based upon the implementation of the
acceptable POC, the facility was deemed to be in
compliance, 04/05/2014, as alleged.
(X6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: XMOY12

Facility 1D: 100508 If continuation sheet Page 1 of 1




PRINTED: 04/08/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
185364 B. WING 04/05/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
OWENTON CENTER 905 HWY 127 NORTH
OWENTON, KY 40359
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, as of 04/05/2014, as alleged.
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other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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i H
! [ f DEFICIENCY) i
! ! ;
{ . . . :
jf K000, 4. The Director of Nursing and /or

] ; the Nurse Practice Educator wil]

‘ CFR: 42 CFR 483.70(a) ‘ z review ten Certified Nursing

! BUILDING: 01 ‘ , Assistants’ education records

i ! ' weekly for one month, twice a

? PLAN APPROVAL: 1977 i month for one month, then

| SURVEY UNDER: 2000 Existing monthly for three months. Areas

of concern will be corrected when

' FACILITY TYPE: SNF/NF identified. The Director of
Nursing will submit results of the

audits to the Performance

Improvement Committee monthly

| TYPE OF STRUCTURE: One story, Type V,
! Protected Ganstrustion.

! fxﬂ%gﬁgg{;gfi’ARTMENTs. Four {(4) smoke | ‘J for further review and
f ' recommendations.

| FIRE ALARM: Complete fire alarm system with

| smoke detectors.

|
| SPRINKLER SYSTEM: Complefe automatic dry

f sprinkler system,
|

e e et s o

{ GENERATOR: Type I, 200 KW generator,
i installed in 1991, Fual source is dissel.

; Astandard Life Safety Code survey was
conducted on 02/19/14, Qwenton Center was |
found not to be in compliance with the |
i Requirements for Participation In Medicare and |
| Medicaid in accordance with title 42, Code of !
Federal Regulations, 483.70 (a) et seq. (Life ‘
|
i
i
i

*t | Safety from Fire.)

The findings that fallow demenstrate
i noncompliance with Tifle 42, Code of Federal
f Reg‘uia ons, 483.70(a) et seq, (Life Safety from

FANEN

i i R
ABORATORY DIR 'S OR PHOWNDE PLIER REPRESENTATIVE'S BIGNATURE . L (X8} DATE
X L M gﬁ%ﬂ\m X /?%V\ " ;s%dmr X FAb14

ich the Institution may be excused from correcting providing it is dEtermined that

stated above are disclosable 80 days
plans of correction are disclosable 14
requisite to continued

wy deficiency staternent ending with an asterisk (*) denotes a defisiency whi
ther safeguards provide sufficient protection to the patlants. (See instrictions.) Except for nursing homes, the findings
sllowing the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and
ays follawing the date these documents are made available 1o the facility, If deficiencles are dited, an approved plan of correction is

rogram participation.
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i i ! DEFICIENCY) ;
“ : ’ e Sl
( ; i 1. There were no residents affected
K 000 { Continued From page 1 K OOOJ . ; .
* by this alleged deficient practice. 04/05/14

5 Fire).

Deficiencies were cited with the highast
i deficiency identified at "E" level.

K 029 [ NFPA 101 LIFE SAFETY CODE STANDARD
585=E |
| One hour fire ratad construction (with % hour
| fire-rated doors) or an approved automatic fire
 extinguishing system in accordance with 8.4.1
i and/or 19.3.5.4 protects hazardous areas, When
| the approved automatic fire extinguishing systern
; option is used, the areas are separated from
| other spaces by smoke resisting pariitions and
! doors. Doors are self-closing and non-ratad or
| field-applied protective plates that do nat exceed
| 48 inches from the bottorn of the door are
I permitted.  19.3.2.9
!
{

i

|

| This STANDARD is not met as evidenced by;

| Based on observation and interview, it was
determined the facility failed to meet the

i requirements for Protection of Hazards, in

| accordance with NFPA standards. The deficiency

! had the potential to affect two {2) of four (4)

: smoke compartments, approximately fifty (50)

| residents, staff and visitors. The facility has

lane-hundred (100) certified beds and the CEnsus

; was ninety-six (96) on the day of the survey.

‘ The findings include;

’ Observations, on 02/19/14 between 10:12 AM
i and 11,18 AM, with the Maintenance Director
| revealed the doors to the Storage Roorm in the

!

;
|
|
|
|
|
|

|
|
|
|
|

=

i
i Self-closing devices were
f installed on the doors of the
K020 | Storage Room in the 100 Long
i Hall, the Storage Closet within
! the Assistant Director of Nursing
EI office, and the Medical Records
Room within the Copier room on
2/21/14 by the Director of
Maintenance. The Storage Closet
5 in the Administrator’s office was
! emptied as of 4/4/14 by the
} Maintenance Director and/or the
Health Information Manager and
j the room will no longer be used
{
|
:

for storage.

The Maintenance Director was re-
! educated by the Regional

" Maintenance Director as of

! 4/4/14. Education included

| review of the life safety

3 regulations specifying the use of

; self-closing doors. The

i Maintenance Director will ‘

I conduct weekly rounds to validate
} self closing doors are being used

, appropriately and the room is not

; being used for storage.

i continuation sheet Page 2 of 7
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K 028 ! Continued From page 2
. 1 100 Long Hall, the Storage Closet within the
| Assistant Director of Nursing Office, the Medical
; Records Room within the Copier Room, and the
i Medical Records Room within the Administrator's
| Office did not have self-closing devices installed
i on the doors.
i
i Interviews, on 02/19/14 between 10:12 AM and
he was not aware of the doors to the Storage
- Room in the 100 Long Hall, the Storage Closet
| within the Assistant Director of Nursing's Office,
| the Medical Records Room within the Copler
| Room, and the Medical Records Room within the
Adminigtrator's Office did not have self-closing
devices installad on the doors,

Interview, on 02/19/14 at 1:.0% PM, with the
Administrator revealed she was not aware of the
doors to the four (4) rooms storing combustible
materials not being equipped with self-closing
devices.

Reference:

i NFPA 101 (2000 Edition).

|

H

f 19.3.2 Protection from Hazards,

} 19.3.2.1 Hazardous Areas. Any hazardous areas

i shall be safeguarded by a fire barrier having a

{ 1-hour firs resistance rating or shall be provided

|! with an automatic extinguishing system in

i accordance with 8.4.1. The automatic

[ extinguishing shall be permitted to be in
accordance with 19.3.5.4, Where the sprinkler

j option is used, the areas shall be separated

f from other spaces by smoke-resisting partifions

¢ and doors. The doors shall be self-closing or

| automatic-closing. Hazardous areas shall

include, but shall not be restricted to, the

11:18 AM, with the Maintenance Director revealed |

!
|
|
|
K
|
|
|
i
|
|
|
|

(A0, SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF GORRECTION : (K53
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE | DATE
i DEFICIENCY) ]
j !
i
|

brought to

Improvement meeting monthly
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x4 | SUMMARY STATEMENT OF DEFICIENCIES } i FROVIDER'S PLAN OF CORRECTION Lo
PREFX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFFX | (EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
TAG | REGULATORY QR LSG IDENTIFYING INFORMATION) | 1A | CROSS-REFERENCED TO THE ARPROPRIATE DATE
i | DEFICIENCY)
E ; E
K 029 { Continued From page 3 é K 029!
E following: i '
i (1) Boller and fuel-fired heater rooms
" (2) Central/bulk laundries larger than 100 ft2 §
: (9.3 m2)
: {3} Paint shops
i (4) Rapair shops
" (5) Sofled linen rooms ’
. {6} Trash collection roems ;
(7) Rooms or spaces larger than 50 ft2 (4.6 m2),
including repair shops, used for storage of
combustible supplies
and equipment in quantities deemed hazardous
by the authority having jurisdiction
(8) Laboratories employing flammable or
combustible materials in quantities less than
those that would be considered a severe hazard.
Exception: Doors in rated enclosures shall be
gg{gﬁ;ﬁi:& have nonrated, factory or 1. There were no residents affected g4 /05/14
protective plates extending not more than by this alleged deficient practice.
1 48 in. (122 cm) above the bottom of the door.
K 130 NFFA 101 MISCELLANEOUS K130 2. The Maintenance Director and the
=0 H e
575! OTHER LSC DEFICIENCY NOT ON 2786 Administrator made raunds of the
facility on 3/26/14 to validate no
other unapproved locks were in

use in the facility. There were no
issues identified, The padlock on
the Storage Closet in the

| This STANDARD' is not met as evidenced by:

i Based on observation and interview, it was .. ) .
! determined the facility failed to maintain doors Administrator’s office was
" within 2 means of egress, in accordance with removed by the Maintenance
" NFPA standards, The deficiency had the potential Director and the closet was
' to affect one (1) of four {(4) smoke compartments, i : -
- approximately twenty-five (25) residents, staff and en_lptxed by the Maintenance _
Director and Health Information

visitora, The facility has one-hundred (100)

cortified beds and the census was hinety-six (96) Manager as of 4/4/14 and the

If continuation shaet Page 4 of 7
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA {(*2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANE> PLAN OF GORRECTION IDENTIFICATION NUMBER; A, BUILDING 04 - MAIN BUILDING 01 COMPLETED
- 185364 B WING 0211912014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
905 HWY 127 NORTH

storage,

OWVENTON CENTER OWENTON, KY 40358
()10 SUMMARY STATEMENT OF DEFICIENCIES i Ta} PROVIDER'S PLAN OF CORRECTION ; (x5
PREFIX ‘ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ; COMFL}ETJQN

TaG REGULATORY OR LEC [DENTIFYING (NFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE | baTe
g i | DEFICIENCY) ;
: ; i . i
; ; i room will no longer be used for |
K 130 Centinued From page 4 LK 130; i
?

-on the day of the survay.
¢ 3. The Maintenance Director will

conduct weekly rounds to validate

|
'iObserv tion, on 02/19/14 at 11:18 AM, with th ; th
j ation, : . 8 | Ere are no areas in the
! Maintenance Director and the Administrator , center
that have an unapproved lock on
|

’ The findings inciude:

s revegled an unapproved lock [pad lock type] was
i installed on the egress side of the door to the the door and that the room in the
f Medical Records Room within the Administrator's Administrator’s office is not

i Office. ; : i ¥
i ‘ being used for storage.

i
; rterview, on 02/19/14 at 11:18 AM, with the

j Maintenance Director and the Administrator

' revealed they were unaware the pad lock was

] prohibited and could be a deterrent to exiting the
| room in the event of an emergency.

i

; 4. Results of the weekly rounds will

;; brought to the Performance
Improvement meeting monthly

J for further review and

}é recommendation until compliance

i has been achieved for three

|

i

l

{

{

|

i Reference: NFPA 101 (2000 Edition)

f

] 19.2.2.2.4 j
Doors within a required means of egress shalf not

! be equipped with a lafch or lock that requires the |

consecutive months and then
monthly thereafter, The

[ use of a tocl or key from the egress side, . o
K 147! NFPA 101 LIFE SAFETY CODE STANDARD K147  ‘dministrator or Maintenance
88=n will bring a summary of the
i Electrical wiring and equipment is in accordance | results of the rounds for further
] with NFPA 70, National Electrical Code, 9.1.2 review and recommendations.
| !
| This STANDARD is not met as evidenced by: | ! 1. There were no residents affected 04/05/14
| Based on observation and interview, it was ! by this alleged deficient practice.
1 determined the facility failed to ensure electrical |
 wiring was maintained in aceordance with NFFA |
' standards, The deficiency had the potential to | : ]
| affect each one (1) of four (4) smoke f _ |
; .’ i j
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STATEMENT OF DEFIGIENCIES (x4} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
ANID PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185384 B. WING 02/18/2014
KNAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP COLE
905 HWY 127 NORTH
GWENTON CENTER OWENTON, KY 40350
(X410 | SUMMARY STATEMENT OF DEFICIENGIES : () PROVIDER'S PLAN OF CORRECTION ‘ (%853
FREFIX l (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX f {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG | GROSS-REFERENCED TO THE APPROPRIATE DATE
; . ! DEFICIENCY)
S— i '
| ' '
K 147 | Continued From page 5 K 147. 2. On2/21/14, the Maintenance
“compartments, approximately twenty-five Director and Regional !
: residents, staff and visitors, The faciiity had ; Maintenance Director conducted |
: one-hundred (100) certified beds and the census ds of the facil; i
| was ninety- six (36) on the day of the survey, roungs ot the Tacility to ensure no |
; | | other areas were affected by this, 5
j The findings include: i } No areas of concern were noted
| Observation, on 02/18/14 at 10:28 AM, with the and no other areas had improper
i Maintenance Director revealed access to an storage. The Maintenance
electrical panel located within a Utility Room in Director taped off an area in front |
the 100 Short Hall had been blocked with a work ; fthe el p‘ ) lon 2/21/14 }
cart stored within 3 feet of access to the panel, ot the glectrical panel on 2/21/1
to alert staff not to place anything
Interview, on 02/19/14 at 10:28 AM, with the within 3 feet of acoess to the
i Maintenance Director revealed he was unaware ]
| of the work cart belng temporarily stored within pancl.
three (3) feet of the electrical panel, ) .
3. The Administrator and/or
Interview, on 02/19/14 at 1:09 PM, with the Maintenance Director will
Administrator revealed she was not aware of the g ]
| Work Cart being temporarily stored in front of an conduot d‘a.'ly rounds.Monday ,
j electrical panel. through Friday to validate nothing i
¥ : f . NEPATO i is being stored within 3 feet of the !
Reference: (1998 edition) electrical panel access. The

weekend manager will conduct

110-26. Spaces
rovads on the weekend. If items

10.26 Spaces About Eilectrical Equipment. o
Sufﬂcier?t access and working sy:?ace shall be are found to ]?"3 stored within the
provided and maintained about all slectric ; 3 feet range, it will be corrected
equipment to permit ready and safe operation J immediately. Nursing and

and maintenance of such equipment, Enclosures ! Housekseping staff will be re- i

. housing electrical apparatus that are controlled by
lock and key shall be considered accessible to

!

| g educated by the Maintenance
: qualified persans. !1
_i
;

Director on this process as of i
4/4/14. t

I(A) Working Space. Working space for
| equipment operating at 800 volts, nominal, or less
i to ground and likely to require examination, i
| adjustment, servicing, or maintenance while f : ‘
Event 1D: XMOY21 Facfiity ID: 100508 If continuation sheet Page 60of 7
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~ CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/GLIA (*2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185364 B. WING 02/18/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
808 HWY 127 NORTH
OWENTON CENTER OWENTON, KY 40359
x4y p | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ; 15)
PREFIX | (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREMCED TO THE APPROPRIATE | DATE
! i DEFICIENGY) g
K 147 :

K 747{ Continued From page 6

; energized shail comply with the dimensions of
110.28(AX{1), (2}, and (3) or as required or

f permitted elsewhere in this Code.
(1 )y Depth of Work:ng Space. The depth of the

. ! working space in the direction of live parts shall

i not be less than that specified in Table 110.26(A)
| (1) unless the requirements of 110.26(A)(1)(a),

i (b) or (¢} are met. Distances shall be measured

| from the exposed live parts or from the enclosure

I or opening if the live parts are enclosed.

{

Table 110.26(A)1) Working Spaces

Nominal Voltage to Ground Minimum Claar

Distance

Condition 1 Condition 2 Condition 3
0-150 900 mm (3f) 900mm (3 ) 900
mm (3 ft)

151-600 Q0mm (3ft) 1m(3kf)
T2m{4#f)

4. Daily rounds will be conducted
for a period of one month, weekly
: rounds will be conducted for a :
period of two months and
monthly rounds will be conducted |
thereafter. Results of these :
rounds will be brought to the
Performance Improvement
Comimittee monthly meetings by
the Administrator for further ,
review and recommendations,

!
!
!
f
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