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F 000 FINITIAL COMMENTS ; F 000 e Thereisno corrective action to i

be implemented for those
residents found to have been

i A standard heaith Survey was conductad on affected by the ' practice,

March 15-17, 2011, Deficient practice was

{
|
i
identified with the highest scope and severity at | ] . 1
"= level. i ® Al residents have the potential to

i

I

!

F 164 1483.10(e), 483 75(1)(4) PERSONAL F 164/ be affected by this practice,
S8=D PRNACY/CONFIDENTIALIW OF RECORDS
®  On3-18-11 covers for the MARs
The resident has the right to persona privacy and | have been provided to ensure
confidentiality of his or her personat and clinica] l privacy and confidentiality of the
records, : clinical record. An in-service ’
. i Wwas completed on Wednesday, {

Personal privacy includes accommodations, ] March 23, 2011 by Director of
medical reatment, written and telephone :‘ Clinical Education to all licensed |
communications, personal care, visits, and % staff regarding privacy of the !

meetings of family and resident groups, but this | medical record. There were2 - |
does not require the faciiity to provide a prvate | licensed staff identified as being i
foom for each resident , on a leave at this time and have

Except as provided in paragraph (e)(3) of this been contacted via phone that »

section, the resident may approve or refuse the Elifoﬁ E;:’r’ e‘;i?vf;'t]h“e o duty
release of personal and clinical records to any | e tional tr e |
individual outside the facilty. | ecucational in-service. o

The resident's right to refuse release of personal An in-service was ;o
and eclinical records does ot apply when the completed 3-23-11 by the
resident is transferred to another heajth care Director of Cinical o
institution; or record release s required by aw. Education for all employees
, regarding the right of the resident ;
' The facility must keep confidential ai information to personal privacy | ie, |
! contained in the resident's records, regardiess of Privacy curtains pulled,
| the form or storage methods, except when blinds closed, doors closed i
{ release is required by transfer to ancther during resident care, This 2
| healthcare institution; law; third party payment mformation wil] be !
contract; or the resident. discussed during ;

orientation and at least

annualiy by the Director of ,'
This REQUIREMENT is not met as evidenceq _ ;‘
by: '

y / ] ! : |
LABORATORY Dj TOR'S PROVIDER/SPPLIER R ENTATIVE'S SIGNATURE TE {X6) DATE
FS M ﬂ%/@@ E, Vet Sy Q.«u 3-25-//

Any deficiency statems nding with g asteriak (‘%eﬁ'ates a deficiency which the institution may be excused from corracting providing it is determined that
ather safeguards providy’ sufficient protection to the patients, (See instructions.) Except for nursing homes, the findings staied abeve are disciosable 90 days
fallowing the date of y whether or not 3 plan of comection is provided. For nursing homes, the above findings and plans of corection are disciosable 14

days following the these documents are made avallablg to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation. )
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F 164 Continued Erom page 1 F 164' Clinical Education, There
Based on observation, interview, and record | were 5 employees
 review, it was determined the facility failed to identified as being on a
| Provide visual privacy for one (1) of twenty-four leave at this time angd
(24) sampled residents (resident #19). In have been contacted via phone
addition, the facifity failed to provide privacy of the that before they can
medication administration record of one (1) refum to duty they must

Sampled resident (resident #24) and ons (1)
unsampled resident during a medication passon ,
* March 18, 2011, : ?

received the educational in- b
service. '

¢  The Director of Nursing Services -

he findings i :
The findings include (DNS) will conduct an

i 1. An observation conducted on March 16, 201 1, observation audit weekly for 4
at 2:10 p.m,, revealed the Physical Therapy weeks to ensure the resident's
Assistant (PTA) standing beside resident #19 personal privacy and A
 Performing incontinence care. Resident #19 | confidentiality of his or her -
i stood in an upright position, unciothed fromthe | personal and clinical records are
waist down. Resident #19's privacy curtain was ! protected which will include Do
Open between the resident and the resident's i monitering for the use of the
roommate (resident #1 1.) Resident #11 was lying ‘ Cover t0 protect the privacy of
in bed, eyes open, observing while the staff the medication administratiog
| performed incontinence care for resident #1g. record, and visual privacy, e,
;F;le&c;i?; 1:‘; 9 was unclothed in fulf visual view of | : privacy curtains pulled, blinds

i closed, doors closed during
' resident care. Results of this
audit will be presented during the
monthly Quality Assurance and
Assessment meeting which

includes the medjcal director.,

Record review of resident #19's Minimum Datg
Set (MDS) dated February 11, 2011, revealed the
resident was assesseq as oriented on the

| cognitive interview summary,

I

| An interview conducted on March 17,2011, at | Audits will continue monthly
10:00 a.m., with the PTA revealed the PTA'hag | thereafter by the Assistant
gone into resident #19's room to take the resident Director of Nursing Sel"’lces-_
for a walk. Resident #19 had a bows| mavement Findings will be reported during
and resident #19 hag asked to be cleaned up so i the monthly Quality Assurance ;
| he/she could attend Bingo. In addition, the PTA and Assessment meeting,
 stated he/she want into the haliway to look for a
| Certified Nurse Assistant (CNA) to assist but : 32511

none was available, and the PTA proceeded to

L
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;
F 164{ Continued From page 2

{ clean the resident because the resident was in g
jhurry to go te Bingo. The PTA staled he/she was
i fushed fo get the resident to Bingo and resident

: #19 was not provided visual privacy during the

{ incontinence care,

Review of the facility's poiicy (no date) stateq
! residents had g Fight to personal privacy during
: medical treatments and personal care.

1.2. Observation during a medication pass on !
, March 16, 2011, at 8:35a.m., revealed

Registered Nurse (RN} #1 entered the room ofan |
unsampied resident to administer medications o !‘
the resident. Further observation revealed the ]
Medication Administration Record (MAR} on top |
of the medication cart i the hallway had been Jeft
open which exposed the resident's personal, !
confidential information. ;

Further observation of the medication pass
revealed RN #1 prepared ten medications to
administer o resident #24. RN #1 entered the
resident's room and faiied to ansure the MAR
information was not exposed while administering
medications o resident #24. An unsampled
resident was observed sitting in the hallway near
the medication cart A visitor was observed to
pass by the medication cart while RN #1 was in
resident #24's room.

i

Continued observation of the medication pass
revealed an unsampled resident in the haliway.
The resident was visibly upset and informed RN
#1 another resident had soiled the bathroom. RN
#1 left the medication cart to assist the
unsampled resident. The MAR remained on top
of the medication cart with the resident's private
and personal information exposed.

F 164
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F 164 ; Continued From page 3 ' Figa ‘
! ] !
 Interview on March 18, 2011, at 11:00 a.m., with :
RN #1 revealed the RN was aware the MAR had I
been jeft open during the medication pass. The.
RN stated residents' medical information is
conﬁdenhalandhe@heshmﬂdhavekeptme
information covered,
A review of the facility's policy titled Safeguarding
and Storage of Protected Information, dated I
November 1, 2010, revealed medical records
should not be unattended in public areas and |
i should be closed when not in use. i S .
F 257 | 483.15(h)(6) COMFORTABLE & SAFE | F257 *  There is no corrective action to
SS=p! TEMPERATURE LEVELS be implemented for those
residents found to have been
The facility must provide comfortable and safe affected by the practice.
temperature (evels. Facilities inifiaily certified ’
after October 1, 1990 must maintain a
temperature rangeof 71 - 81° ¢ ®  Allresidents have the potentizal 1o ]
be affected by this practice, |
This REQUIREMENT is not met as evidenced
| by: ! ® A bid was received and accepted |
g' Based on observation, interview, and record on Monday, March 21,2011 to
‘ review, it was datermined the facliity failed to provide and insta]| g new 1250
| Provide comfortable temperature levels and i Wwalt ceiling mounted heater with
maintain a temperature range of seventy-one (71 Y line voltage thermostats. Heaters
to eighty-one (81) degrees Fahrenheit in the 200 were ordered op Wednesday,
-1 Hall shower room. March 23, 201] with expected
. . delivery within 10 days and
The findings include: installation completed by Friday,
_ April 8, 2071,
A group interview conducted with ten alent and
| oriented re.sider;ts on March 16, 2011, at 1:00 The Director of {l
' P-m., revealed the 200 Hall shower room was ! Maintenance wilf g onitor |
; :gidhaer;c: the 200 Hall shower room did not have 71! temperature levels in a ;
y ' i shower rooms weekly x 4 weeks !
L . J then monthly thereafier and |
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have a dressing applied o the right lower i
extremity without a physician's order or the
dressing. In addition, during medication
observation on March 16, 2014, an axtended

| release medication that shauld not be crushed

. was crushed and administered to resident #24.

0<8) 1D SUMMARY STATEMENT OF DEFICIENGIES [ 0| PROVIDER'S BLAN GF CORREGTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED By FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD e GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRQSS-REFERESESI&E% ggs APPROPRIATE [ paTE
F 257 | Continued From page4 CF 257’ maintan documentanon or i
 Observations of air temperatures of the 200 Ha)l | results. Any results found
shower room conductad on March 17, 2011, at outside of the  accepiable :
9:00 am. and 11:00 a.m., revealed the air range of 71-81 degrees {
temperature to be 68 degrees Fahrenheit Fahrenheit will be reported !
tothe  Executive Director.
An interview conducted with the facility All staff have been ;
Maintenance Director on March 17, 2011, at educated on the procedure :
1100 a.m., revealed the thermostat to contro| the for notifying maintenance
; air temperature in the shower room was located of work orders or ;
tin the hallway and made adjusting the environmental complaints.
( Ysmperature of the shower room difficult. Further In-service was completed ;
interview revealed the Maintenance Director was | by the Director of Clinical g
not aware of any residant compiaints regarding Education on 3-23-11. |
resident shower rooms being cold and had not ; There were § employees 3
received any work orders related to the shower identified as bein ¢ on leave
room temperatures, In addition, the Maintenance | at this time and have beeq
Director stated the ajr temperature in the facility ted via phone that
shower rooms was not monitored, ;O?mc " viap o?]im :‘
F 281, 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281 d° "‘5'] il ‘”‘:‘ e ; 31
$S=D| PROFESSIONAL STANDARDS eﬂaﬁx i e the
The services provided or arranged by the faciity | *  The Executive Director (ED) will
| must meet professional standards of quality. monitor the documented results
- ‘ ; of temperatures quarterly to
This REQUIREMENT s not met as evidenced ensure the facility provides =
' by: comforta!:le and sa_fe temperature,
| Based on observation, interview, and record levels, Findings will be ’
 review, it was determined the facility failed to presented during the monthly
follow professional standards of quality for two (2) Quality Assurance and
of twenty-four (24) sampled residents (residents | Assessment meeting,
#11 and #24). Resident #11 was observed to 3-25-1

| *  The dressing was removed

i from resident # ] on 3-16-
2011. A pew order was
received for resident #24 fora -

liquid medication,
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The findings inciude:

‘ 1. Resident #11 was ad mitted fo the facility on
i November 11, 2008, with medical diagnoses of
i Psoriasis, Peripheral Neuropathy, and

; Alzheimer's Disease.

| An observation of resident #11 conducted on

| March 15, 2011, at 3:40 b.m., and March 16,
12011, at B:40 a.m, and 2:45 p.m_, revealed the
| resident with a dressing on the right iower

| extremity.

An observation of a skin assessment for resident

#3, conducted on March 17, 2011, at 9:00 am.,
revealed the LPN removed 2 dressing from
resident #11's right lower extremity and applied
Cetophit Cream. An interview conducted on
March 17, 2011, with LPN #3 revealed he/she
was unsure why resident #14 had a dressing on
the right fower extremity and did not think the
resident needed dressing to the leg. The LPN
further revealed resident #11 had an order for
Cetophil Cream for a diagnosis of Psoriasis.

An interview conducted on March 17, 201 1, at
8:10 a.m., with LPN #5 revealed he/she was
responsible for the wound care for resident #11
and was unaware of a physician's order for a
dressing to resident #11's right lower extremity.

why the resident had the dressing on the right
lower extremity.

An interview conducted on March 17, 2011, at
| 11:15 a.m., with the Administrator revealed the
i facility staff was required to have a physician's
| order to apply a dressing to a resigent.

#11 performed by Licensed Practical Nurse (LPN)

The LPN further revealed hefshe was unaware of

04) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN GF CORRECTION x5
PREFIX {EACK DEFICIENCY MUST BE PRECEDED By FuL. PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC 1DENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)
F 281 | Continved From page 5 F 281

® Al residents have the potential
to be affected by this practice. |

* A skin andit was completed on
3-21-11 for all residents, 3
residents were found to have a
dressing, All 3 dressings were
removed as there was no order
nor skin impairment noted,

An up-to-date listing of f
medications not to be crushed l
was placed in the MAR
books on 3-22-11. A Kst of all |
residents requiring crushed ,
medications was generated by |
the DNS and provided 1o the .
pharmacist for ;
recommendations. N
Recommendations were ’
received on 3-22.11 and |
forwarded to the attending i (
physicians on 3-23-11. [
Orders received and ‘
implemented as directed by
physicians on 3-24-11. Ap in.
service was conducted for a]]
licensed staff regarding the
necessity to obtain orders for

any type of dressing and the
procedure for crushing

medication. The in-service

was conducted by the Director

of Clinical Education. There

] were 2 licensed staff identified

as being on Jeave at this time
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064 1D SUMMARY STATEMENT OF DEFICIENGIES D i PRGVIDER'S PLAN OF GORREGTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED R muL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
' ‘ ; DEFICIENGY)
F 281 | Continued From page 6 F 281 and have been coptacted via
phone that before they can
Review of the physician's orders for resident #11 return to duty they must
dated March 2011 Ievealed there was not 3 receive the educationa] in-
current order for a dressing to the right lower service. Newly hired licensed
extremity, staff will recejye this education
during the orj i
2. Observation of a medication pass on March & the orientation process. }
16, 2011, at 8:50 a.m., revealed RN #1 prepared o . - é
ten medications to be administered to resident ég:::g:ﬁ;gigﬁ;ﬁl
#24. The medications were Ativan, Multvitamin, L '
Seroquel, Potassium Chloride, Glipizide, meqlcatlon administration
Lamictal, Metformin, Metoprolol, Ultram, and audits to include identifying if {
Ibuprafen, RN #1 crushed nine of the medications are administered
medications and mixed the madications with correctly to include the
applesauce. A whole tabiet (Multivitamin) was crushing of medications if
also administered with applesauce. Review of indicated for 2 licensed stafr
the monthly physician's orders directed staff to for each shift for 4 weeks, and i
I administer Potassium Chioride Extended Release present the findings to the
; tablets (Gen-L) 20 milliequivalents (meq) once . Director of Nursing Services
j daily. if for any actions required, The
o results of its wi !
 Inferview on March 16, 2011, at 11:00 a.m, with | presented ?ﬁ;?&ﬁf&
| RN #1 revealed the RN was knowledgeabla of the | Quality Assurance ang d
: 'ecommendation to not crush extended release Assessment meetin
: . . . . | 2. The 1
' medications. RN #1 checked the medication in ; Director of Clinjca] & ducari
the medication cart which revealed the j will conduct mediaapr. 02 :
medication box and individual medication packets ! dministnr dication
were labeled with 'ER’ to indicate extende : Femnistration audits on al]
release, ] Iicensed .staﬁ" twice yearly,
The findings of the audits will !
The facility provided a copy of the fist of be presented during the
medications that should not be crushed. Review monthly Quality Assurance
of the list revealsd Potassium Chioride should not a0d Assessment meatings !
be crushed which includes the medical ; .
F 323 | 483.25(h) FREE OF ACCIDENT "F 323 director. { 3.25.11
SS8=f HAZARDS/SUPERVISION/DEV#CES '

The facility must ensure that the resident
environment remains as free of accident hazards

L

*  There is no correction. No
residents were identified to have :
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SUMMARY STATEMENT OF DEFICIENCIES

EHID i LoD ! PROVIDER'S PLAN OF CORRECTION o5
PREFIX, (FACH DEFICIENCY MUST BE PRECEDED By FuL|. | PREFIX (BACH CORRECTIVE ACTION SHOULD B COMPLETION
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: i DEFICIENCY)
F 323 | Continued From page 7 F 323 been affected by this
as is possible; and each resident receives Praciice.
adequate supervision and assistance devices to )
prevent accidents. | * Allresidents have the potential tg
be affected by this practice, |
1
‘ ! *  On3-17-11 the hand sanitizer,
This REQUIREMENT is not met as evidenced f shampoo/body wash, peri.
by: : cleanse, aftershave and syringes
} Based on observation, interview, and record ; j were removed. The mechanieg]
| review, it was determined the facility failed 1o | room keys were secured by the
: ensure the residents' envirenment was as free Director of Maintenance and the
, from accident hazards as possible, Observations ! mechanical rooms are locked. A
i during the environmental tour from March 15.1 7, | locksmith is scheduled to replace
2011,‘ revealed hand sanitizer, gallon-s@zed locks by Frida s April Ist. Logks
containers of shampoolbody wash, per-cleanse, to utility rooms, lab room, ang
aftershave, and syringes, and a mechanica) room supply areas have been secured
on the 100 Hallway were not securedflocked and with a key pad lock which locks
were accessible to residents, In addition, an automatically completed op 3.
operational cooking stove in the resident dining 24-11. The stove in the 30(. ?
;ggizre?}?sme 300 Hall was available to wandering wing dining room was disabled
- on 3-21-11. The stove can be '
Lo . enabled upon request 1o ;
| The findings include: maintenance to provide
 Observation of the 300 Hall dining room on March supervised cooking activities to
18, 2011, from 4:40 pm. 10 8:00 p.m,, March 16, the residents. The Director of
£2011, from 11:30 a.m. to 12:30 p.m., and March Maintenance will monitor ayy
{17, 201 1, at 8:30 a.m,, revealed that an operating _ supply areas, mechanjca] rooms,
stove was available to wandering residents. I common areas weekly to ensnre
Residents were observed in the 300 Hal| dining | the facility remains as free of
room on March 15, 2011, at 4:30 pm. and on | accident hazards as is possib]e
March 18, 2011, at 8:30 am. and 4:00 p.m. which inchudes doors locked and
Further observations revealed the nursing station supplies stored in the DTOper area,
was adjacent to the dining room; however, the The Director of Clinical
stove was not in view of the 300 Hal nursing Education in-serviced g} staff
station. completed on 3-23-]) regarding
) the need ig store supplies in the |
: Observation of the Slpply closet on the 100 Hall Proper area and secured/locked
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on March 15-17, 2011, revealed the storage
closet to be unlocked and one 27-ounca container
of protection plus hand sanitizer and two
gaflon-sized containers of shampoolbody wash
were unsecured. Further observation revealed a
sign on the storage room door that stated to leave

| the storage room door Uniocked. |

; Observation on March 17, 2011, at 8:50 a.m., ‘
| revealed a soiled iinen room on the 100 Half was |
i not secured and an uniabeied bottle of aftershaye |
" | was not secured, In addition, a mechanical room
an the 100 Hallway with a hot water heater and an
air compressor was observed to be left
unsecured. Furiher observations revealed the
100 Hal faboratory room was not secured. The
foom contained 40 3cc medication syringes, 60
tce syringes, and five botties of peri-cleanser
labeled for external use only and unsecured.

| An interview with the Director of Nursing (DON) :

: on March 17, 2011, at 3:10 p.m., reveaied keys to
the closets and storage rooms were available
thraughout the facility, According to the DON,
nurses were required to check the closets twice a
day to ensure the closets were locked/secured,
Further interview revealed the DON was not
aware the closets and storage rooms were
unsecured.

|

LA revisw of the facility policy for Hazardous

: Chemicals, dated June 1995, revealed no
evidence of any guidance as to securing i
hazardous chemicals,
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" - i Y R N
F 323 | Continued From page 8 F 323! as indicated. There were §

s employees identified as on Jeave,
These employees were notified
via phone that they must receive
in-service prior to returning to
duty.

®  The Executive Director will
monitor Supply areas, mechanica)
Tooms, cOmMmon areas monthly to
ensure the facility remaing as free J
of accident hazards as is possible
which includes dooys locked and
supplies stored in the proper area.
The results of the Executjve
Director's findings will be
Yeported during the monthly
Quality Assurance and
Assessment meeting which
includes the medical director.

3-25-11

There is no corrective action to

F 431 483.60(b), (d}, (¢} DRUG RECORDS, F431; @ .
= | be implemented for those
§5=D | LABEL/STORE DRUGS & BIOLOGICALS residents found to bave been
The facility must employ or obtain the services of affected by the pracuce.
L a licensed pharmacist who establishes a system j
H !
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| records are in order and
' reconciled,
labeied in accordance
professional principles, and incluge the
appropriate accessory and cautionary
instructions, and the
applicable.
In accordance with
locked compartments

have access to the keys.

: controlled drugs listed in
Controi Act of 1976 and
abuse, except when the

be readily detected.

This REQUIREMENT
by: '

Observation on March

L

Prugs and biclogicals used in the facility must be
with currently accepted

of records of receipt and disposition of all
controlied drugs in sufficient detail to enable an
| @ccurate reconciliation: and determines that drug
that an account of af
| controlled drugs is maintained and periodically

expiration date when '

State and Federal laws, the
facility must store ai) drugs and biologicals in
under proper temperature
controls, and permit only authorized personnej to

| The facility must provide separately locked,

| permanently affixed compartments for storage of

' Schedule Ii of the

| Comprehensive Drug Abuse Prevention and

other drugs subject to -
facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can

i
i
i

is not met as evidenced

! Based on observation, interview, and record
 review, it was determined the facility failed to

: store all drugs and biologicals in accordance with
L cu mently accepted professional principles.

16, 2011, of 5 Morming

® Al residents have the potential to

be affected by this deficient
practice.

¢ All medications roems and
medication refrigerators were

auditt?d on 3-21-11 to ensure drugs .
4nd biologicals used in the facility

were labeled in accordance with
owrrently accepted professional
Principles, and include the
appropriate accessory and
cautionary instructiong and the
expiration date when applicable,
Medications foung to be stored
i improperly or not dated were
i destroyed and reordered on 3-27.
11. The Director of Clinical
i Education provided in-seryijce
education regarding the labeling
and storage of drugs, i.e. date of
opening Mmedication, importance of
medication remaining jp original

package and locking the medication

cart if it is out of site 1o a] licenge
staff on 3-23-1] Two licensed
Staff are on leave at this time anq
have been contacted via phone thet
before they can returp to duty they
must receive the education.

The Director of Clinicaj Educatjon

will conduct medication
administration audits to inciude
identifying if 4 medication cart jy
left Lmatiended op 2 licensed staff

i
I

A BUILDING
B, WING ‘
185244 T 03/17/2011
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, STATE, ZIP CODE
105 HARMON HEIGHTS
GOLDEN LIVINGC TER-STANFORD
L EN STANFORD, KY 40484
X4) D e a SUMMARY STATEMENT OF DERIGIENGIES [ } PROVIDER'S PLAN OF GORREGTION (x5
PREFIX [EACH DEFICIENCY MUST BE PRECEDED By FuLL PREFiX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG | CROSS-REFERENCED 10 THe APPROPRIATE DATE
; DEFICIENCY)
!
F 431

FORM ChMSE-2567(02-29) Pravious Versions Obsotete

R‘eceived Time Mar. 25, 2011 7:37AM

Evert I CX5311

No. 7376

Fadilify 1D: 104290

if continuation sheet Page 10 of 14




GOLDEN LIVING

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

07:52:18a.m.

a3-25-2011

15/17m

PRINTED: 03/23/2011
FORM APPROVED
OMB NO. 0938-0391

lock/secure the medication cart. Upon returning

to the medication cart, a resident (visibly upset)
approached RN #1 and voiced concem of the
resident's bathroom being soiled by a resident in

: the adjoining room. RN #1 left the uniocked

| medication cart that was positioned in the i
halhway, near the doorway of resident room 208, I:

STATEMENT OF DEFICIENGIES P} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
| 185244 8. vanG 03/17/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
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XHp SUMMARY STATEMENT OF DEFIGIENGIES oo PROVIDER'S PLAN OF CORREGTION (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED By Fuy( PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
: II DEFICIENCY) I
F 431 Confinued From page 10 F 434 for each shift for 4 weeks, aI}d
medication pass revealsd staff failed to ensure g present the findings to the D trector
i medication cart was securedfiocked when notin | of Nursing Services for any actions
|use. Additionally, the facility failed to ensure : required. The results of the audits |
| multi-dose medication vials were dated as to the | will be presented during the .
date opened. On March 17, 2011, two vials of monthly Quality Assurance and |
injectable medication were stared opened and not Assessment meeting. The Director
dated as fo date opaned in the 300 Hall of Clinical Education will conduct
medication room. medication administration audits on
l The findings include:
‘ ; ¢ Medicati ication
1 1. Prior to medication pass observation on March reﬁigz:;zl:sR‘:i?ﬁ;aig o on
/ . : nitored
18, 2011, at 8:35 a.m., RN #1 was observed to be | monthly by Assistant
in & resident's room and administering | Director of Nursip N
" ) 2 Services to
medications to an unsampled resident. ensure drugs and biojoe;
Observation revealed the medication cant was inthe - fag ) ‘ologrcals useq ;
positioned near the entryway of the resident's s < ty are labeled in
room. Further observation revealed the accordance Wwith current accepteq
medication cart was not locked. pr ofess;ona_! principles, including
3 the appropriate accessory and
- Observation of the medication pass reveaied RN caullonary instructions, and the
#1 prepared four medications for an unsampled | sXPiration date when applicable,
resident in room 207. RN #1 entered the : The Director of Nursing Seryices
resident's room and administered the oraj will inspect the medication roomg
medications to the resident; however, RN #1 and medication refrigeratorg |
failed to ensure the medication cart/drawers were Quarterly and report the results of E
locked. the inspections to the monthly |
| Quality Assurance and Assessment
- Further observation revealed RN #1 prepared ‘ten meeting which includes the
medications for an unsampled resident in room f medical director,
206. RN #1 entered the resident's room, : :
administered tha oraf medications, but failed to 3-25-11
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and entered resident room 202 (two doors down i
from where the medication cart was positioned).
RN #1 checked the bathroom which adjoined

resident roorn 200, the room of the resident that
: had voiced the complaint. RN #1 failed to ensure ;
: the medication cart was locked while unafttended |
in the haliway.

Interview on March 18, 2011, at 11:00 a.m_, with
RN #1 revealed the RN was knowledgeable of the
requirement ta keep the medication carts locked
when not in direct view. RN #3 stated the RN did
rot pass medications on 3 regutar basis and just
failed fo ensure the medication cart was Jocked.

interview on March 16, 201 1, at 2:30 p.m., with
the House Supervisor revealad medication carts
: should be locked when entering a resident's

“ room.

Review of the facility's policy titled Storage of
Medication, dated September 2010, revealed
medications should only be atcessible to icensed
nursing personnel, pharmacy personnel, or staff
members lawfully authorized to administer
medications. Further review revealed the policy
directed staff to keep medication supplies locked
when not in use or attended by authorized
persons.

| 2. Observation of the 300 Hall medication room
: conducted on March 17,2014, at 3:30 p.m.,
revealed a Sm| vial of Fiu vaccine and a 1 mi vial
of Apillsol Protein Purified Derivative {PPD)
stored in the refrigerator, open and not dated as
to when opened, available for resident use.

‘ An interview conducied with LPN #5 on March 17,
L 2011, at 3:30 p.m., revealed LPN #6 was not

| - :
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aware of when the vials of medication had been
: opened and that the medications were required to
| be dated when opened.
A review of the facility poiicy titled Storage of
Medication, dated December 2008, revealed no
guidance for dating open vials of injectable
medication. According o the palicy, only insulin
vials were required to be dated when opened,
F 465 | 483.70(h) ' F 485 ®  There is no corrective action 1o
SS8=F SAFE/FUNCTIONAL{SANITARWCOMFORTABL be implemented for those
E ENVIRON residents found to have been
. ) _ affected by th i i
The facllity must provide a safe, functional, Y the deficient practice.
sanitary, and comfortable environment for . :
IHary, ! Al residents have the otential &
lic. P al to
residents, staff and the public be affected by this practice
This REQUIREMENT s rot met as evidenced ® A contractor with AllState
by: i Construction has been secured on

3-23-11 to repair/replace any torn
aor loose wallpaper to the 10g-
hall. Repair the hole to the wall
in the 100-dining room,
Replace/repair fire doors o the

Based on observation, interview, and record |
review, the faciiity failed to provide a safe,
functional, sanitary, and comfortable enviranment
for residents, staff, and the public, A fan heater ;
for the 300 Hall shower room was not functioning. :

Tom, loose wallpaper was observed in the 100 i 100-hall. Replace the towel rack
 Hallway. A hole was observed in the wall in the ! to the 200-hall shower room, i
! 100 Hall dining room. Fire doors on the 100 Halt : Repair the fan-heater to the 300- |
; were observed with chipped ang splintered wing shower room completed 3-
- edges, A towel rack was obsarved to be loose 21-11. All staft have been ‘
- with a part missing in a 200 Hall shower room. educated on the procedure for
| o notifying maintenance of waork

The findings inciude: orders or environmental i

complaints or issyes, Wallpaper
TEPAirs are to be completed by
June 15, 2011, Other repairs wifl
be completed by Friday, April
15, 2011.

Observations conducted during an environmenta
tour with the Maintenance Director on March 17,

2011, at 10:45 a.m., revealed the following items
fn disrepair: :

. .i
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D

.| fesident rooms 108, 126, and 208.

An interview conducted with the facility
Maintenance Director on March 17, 2011, at

10:45 a.m,, revealed the Maintenance Director
was made aware of items in peed of repair by a
computerized work order system and by making
daily rounds of the faciiity. Additional intarview g
reveaied the Maintenance Director had been |
newly hired and was receiving help from another !
facility Maintenance Director to identify and repair i
ftens in need of repair, -
A review of uncompleted faciiity work orders
revealed no evidence the items In need of repair |
had been idenfified or scheduled for repair.

(X4) ID SUMMARY STATEMENT OF DEFICIENGIES PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY)
F 465 | Continued From page 13 ' F 465 . ) .
-A forced air fan heater was observed to not bs ! * The Executive Director will
functioning in the 300 Hall shower room, ' complete environmental nl
-Torn and oose wallpaper was observed in the ﬁ Inspection of the facility monthly
100 Hallway. f to ensure the facility is providing ;
-Scratched/scarred walls were ohserved in the a safe, functional, sanitary, and ;
100 Hallway. comfortable epvironment for .
-Chipped/splintered fire doors were cbserved on residents, staff and the public.
the 100 Hailway, ‘ The results of the environmental !
-A hole was observed in a wall in the 100 Hall inspection will be presented !
dining room., during the monthly Quality
-A towel rack was observed to be loose with Assurance and Assessment
missing parts in a 200 Hall shower room. meeting which includes the
-Toilet bolt covers were observed to be missing in medical director 3-25.13

!
i
b
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K000 HINITIAL COMMENTS K 000;
[

42CFR 48370 |

' K3 BUILDING: 0101

: K6 PLAN APPROVAL: 1988

! K7 SURVEY UNDER: 2000 EXISTING
| K8 SNF

) | TYPE OF STRUGTURE: 1091 One-story ‘
| Uunprotected frame Type 111(200) with a
. complete automatic sprinkier systemn throughout, | 5

{ A life safety code survey was initiated and

i concluded on March 16, 2011. The findings that |
| follow demonstrate noncompliance with Title 42, |
| Code of Federal Regulations, 483.70 (a) et seq |
| (Life Safety from Fire). Golden ]
i LivingCenter-Stanford was found not in I
! substantial compiiance with the Requirements for ;

| Participation for Medicare and Medicaid.

| Deficiencies were cited with the highest deficiency
| identified at "&" level,
K018 NFPA 101 LIFE SAFETY CODE STANDARD KOT8| 4 No residents were identified 1o

SS=E | b i i
Doors profecting corridor openings in other than have been affected by this

required enclosures of vertical openings, exits, or practice.

hazardous areas are substantial doors, such as

those consfructed of 1% inch solid-bonded core

wood, of capable of resisting fire for at least 20 * Al residents have the potential
i minutes. Doors in sprinklered buildings are only to be affected by this practice.
| required to resist the passage of smoke. There is
]J no impediment to the closing of the doors. Doors * Vending machines were
| are provided with a means suitable for keeping moved on 3-17-11 to ensure
i the door closed. Dutch doors meeting 19.36.36 the door could close, The door
| @ré permitted.  19.36.3 Jarb latching plate was

: ' cplaced on 3-18-11. Corrid
| Roller latches are prohlbited by CMS regulations Tepiaced on orridor

L { in all health care facilities. y

LABORATORY 'S e T ENTATIVE'S SIGNATUR? WD M : {X5) DATE
7 3"" —
| j blo L pasn  Cildpoe ) S 25 ~(/
", s gl

Any deficiency SEmsmgnt ending with cy which the institution rnay be excused from cairecting providing it is defermined that
other safeguarge prowide sUfficient structions.) Except for nursing homes, the findings stated above are disclosable 90 days
fotiowing the d clion is provided. For hursing homes, the above findings and plans of corraction are disclosable 14
days followin ents are made available to the facifity. I deficiencies ars cited, an approved pian of correction is requisite to continued
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K 018 | Continued From page 1 K018 door to resident room }03 was

This STANDARD is not met as evidenced by:
Based on observation ang interview, the facility
failed to ensure that comridor doors were |
maintained according to NFPA standargs. This |
deficient practice affected two (2) of five (5) '
! moke compartments, staff, ang approximately |
i twenty-seven (27) residents. The facility has the |
| capacity for 128 beds with a census of 113 on the |
| day of the survey. !

| The findings include:

During the Life Safety Code tour on March 16,
2011, from 10:00 am. to 10:45 a.m., with the
Director of Maintenance (DOM), a corridor door to
the vending machine foom would not close due tg
the vending maching blocking the door. The door
jamb was also observed to be missing a latching
plate. The corridor door to resident room 103
was observed not to fatch. Corridor doors must
close and latch to help resist the passage of
smoke in 2 fire situation,

| An interview on March 18, 2011, at 10:00 am,,

| with the DOM revealed the DOM was not aware
these doors were not operating correctly. [
AN interview with the DOM on March 15, 201 1,at |
L r 10:20 am,, revealed the DOM had been warking

repaired on 3-23-11 to Jagch,
All doors in the facility were
inspected on 3-23-11. There
were 24 doors identified in
need of repair. A contractor
has been secured to assist in
repair of doors or latches.
Repairs to be completed by
-Friday, April 29, 2011, Al
staff have been in-serviced
regarding the procedure to
notify the Director of
Maintenance of repairs and
that corridor doors must close
and latch to help resist the
Dassage of smoke in a fire
situation. The in-service was
completed on 3-24-11. The
Housekeeping and Laundry
Supervisor in-serviced this
department. The Rehab
Program Manager in-serviced
the therapy department. The
Director of Clinical Education
in-serviced dietary,

! administration and nursing,

_ There are 5 employees

i identified as being on leave.

! These employees have been
coniacted via phone that before
they can return to duty they
must recefve the educational
in-service.

|

_
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_ DEFICIENCY) :
1
K018 | Continued From page 2 ‘ K018 !
for the facility for three days. The DOM stated the *  The Director of Maintenance . |
DOM was not aware of the life safety code will inspect 10 doors per I
requirements. morith x 3 months to ensure
| intai din
| they are maintained accor g
Reference; NFPA 101 {2000 Edition), - } to NFPA standards to inclunfl]c
. j free of blockages, c_lose easily
18.3.6.3.0¢ ; ; i
j d latching mechanisms are
Doors shall be provided with a means suitable for ! anc laiching
keeping the door closeq that is acceptable to the in good repair. Results of
authority having jurisdiction, The device used f inspections will be presented
shall be capable of keeping the door fully closed i during the monthly Quality
a force of 5 Ibf.(22 N) is applied at the iatc_h edge Assurance and Assessment
of the door. Roller latches shalj be prohibited on meeting which includes the
corridor doors. medical director. The Director
of Maintenance wil] then
19.3.6.3.3% ;
Hold-open devices that release when the door is ;iﬁgtggyd:rﬁg: ;-to flg ;’0
pushed or pulled shall be permitted close easily and latching
A19.36.33 %echanisms are in gqod Tepair.
Doors should not be blocked open by furniture, ¢ results of the audit will be
j door siops, chocks, tie-backs, drop-down or presented during the monthiy
! piunger-type devices, or ofher devices that _Safet_y Meet_mg, any issues
| necessitate manua uniatching or releasing action , identified will be reported to
|10 close, Examples of hold-open devices that the monthly Quality Assurance
| release when the door s pushed or pulled are and Assessment meeting,
| friction catches or magnetic catches 3-25.11
K025 i NFFA 101 LIFE SAFETY cODE STANDARD K 025

|
}
!
SS=F | j
| Smoke barriers are constructed to provide at |
 least a one half hour fire resistance rating in !
- accordance with 8.3. Smoke barriers may !
. terminate at an atrium wall Windows are !
i protected by fire-rated glazing or by wired glass |
 panels and steel frames, A roinimum of two
separate compartments are provided on each

¢ Thereis no correction, No

®  Allresidents have the potential to

residents were identified to have
been affected by this Ppractice. ‘

floor. Dampers are not required in duct be affected by this practice.
penetrations of smoke barriers in fully ducted -
heating, veniilating, and air conditioning systemns. f l
I )
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K 025 : Continued From page 3 L K025
119.37.3,19.3.7.5,19.163, 19.1.6.4 " Abidhas been received and
: ' - i accepted for the repair to the
: i access doors in the rated
‘ fire/smoke barrier wall in the
; ! attic on 3-21-11. The doors were .
| This STANDARD is not met as evidenced by: | ordered on 3-24-11. Completion
. | Based on observation and interview, the faciity | of the repair is scheduled for
failed to utilize broper access doors and maintain ‘ Friday, April 15, 2011 or before,
the fire/smoke wall assembly in the attic area, ] |
This deficient practice affected fiva (5) of five (5) *  The Director of Maintenance will
smoke Compartments, staff, and approximately perform an inspection of the attic
fninety (90) residents. The facility has the capacity areas twice a year to ensure the
for 128 beds with a census of 113 on the day of smoke barriers in the attic are i
the survey. good repair to provide at Jeast a
. . one half hour fire resistapce
The findings include: rating in accordance with 8.3,
During the Life Safety Code survey on March 16, Tl.m results of the “uspections
2011, at 9:55 am., with the Director of il be presented during the
Maintenance (DOM), observation revealed the Safety Mecting twice a year
faciffty had an unapproved makeshift access door following the insp ection, April
in the rated fire/smoke barrier wall in the aftic and October which is conducted
area of the 200 corridor. This type of access door by the Executive Director of the
is required to be of an approved device that is ! facility. 3-25-11
designed for the specific purpose to help prevent |
fire/smoke from Spreading to other areas of the !
building in a fire situation. Ar interview with the
DOM on March 16, 2011, at 9:55 a.m., revealed !
| the DOM thought the makeshift doors in the ?
 fire/smoke barrier walls had been sealed or i
! replaced with approved access doors. During the
| Survey four other smoke barrier walls above the !
- corridor fire doors were observed to have gaps
. around wiring and electrical conduit, hoies, and
| missing rated panels. The facllity was cited for
this same deficient practice on Aprit 28, 2010.
An interview with the DOM on March 16, 2011, at |
10:2C a.m., revealed the DOM had been working [
| :
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for the facility for three days. The DOM stated the
: DOM was naot aware of the fifa safety code
requirements.

Reference: NFPA 101 (2000 Edition).
8.23.23.1
! Every opening in a fire barrier shall be protected
to limit the spread of fire and restrict the
movement of smoke from one side of the fire
barrier to the other. The fire protection rating for
opening protectives shall be as follows:

(3} 1/2-hour fire barrier - 20-minute fire protection
rating

(1) 2-hour fire barrier - 11/2-hour fire protection
rating .

(2) 1-hour fire barrier - 1-hour fire protection
rating where used for vertical openings or exit
enclosures, or 3/4-hour fire proiection rating
where used for other than vertical openings or

i exit enclosures, unless a lesser fire protection

' rating is specified by Chapter 7 or Chapters 11
through 42

i

| 8.3.2* Continuity. ,

| Smoke barTiers required by this Cade shall be
| continuous from an outside wall to an outside
' wall, from a floor to a floor, or from a smoke

. barrier fo a smoke barrier Or & combinafion

' thereof. Such barriers shall be continuous
 through aft concealed spaces, such as those
found above a celling, including interstitial -

| spaces. .

8.3.6.1

Pipes, conduits, bus ducts, cables, wires, air
ducts, pneumatic tubes and ducts, and simiiar -
building service equipment that pass through

{Xd) I SUMMARY STATEMENT OF DEFICIENCIES s ] PROVIDER'S PLAN OF CORRECTION (X5)
PREFDX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMAT]ON) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) : :
K025 | Continued From page 4 K 025 . f
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i DEFICIENCY}

K025 | Continued From page 5 K 025: |
floors and smoke barriers shall be protected as . i
follows: {
(1} The space between the penetrating iterm and
the smoke barrier shall meet one of the following i
conditions:

a. it shall be filled with a materia! that is capable : :

of maintaining the smoke resistance of the smoke

barrier.

b. It shall be protected by an approved device

that is designed for the specific purpise,

(2) Where the penetrating item uses a sleeve to

penetrate the smoke barrier, the sleeve shall be

solidly set in the smoke barrier, and the space F

between the item and the sleave shall meetone
| of the following conditions:
{a. It shall be filied with a material that i capable |
| of maintaining the smoke resistance of the smoke |
| barrier. . ,

D. It shail be protected by an approved device

thatis designed for the specific purpose.

(3) Where designs take transmission of vibration

into consideration, any vibration isolation shal) i

meet one of the following conditions:

2. It shail be made on either side of the smoke

barrier, ,

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

designed for the specific purpose.

19.3.7 Subdivision of Building Spaces,

19.3.7.1

Smoke barriers shall be provided to divide every |

: story used for sleeping rooms for more than 30 | :

 patients into not less than two smoke ' |

| compartments. The size of any such smoke : i
compartment shall not excaad 22,500 ft2 (2100 !

mZ2), and the frave! distance from any point to

feach & door in the required smake barrier shall

not exceed 200 ft (60 m}.

Exception No. 1: Where neither the length nor

FORM CMS-2567(02-99) Previous Versions Obsolete Event 10: Cx5321 Facility I 100280 If continuation sheet Page 6 of 10
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[
K 025 | Continued From page 6 K 026 j
width of the smoke Compartment exceeds 150 ft
(45 m), the travel distance to.reach the smoke f
barrier door shali not be limited. | |
Exception No. 2: The area of an atrium | '
Separated in accordance with 8.2.5 .6 shall not be i [
limited in size. . I[
_ l;gfs NFPA 101 LIFE SAFETY CODE STANDARD K 029 e There is no carrection, No f
!One hour fire rated construction (with % hour Les’dems were identified to have
i fire-rated doors) or an approved automatic fire ! een _affected by this deficient
| extinguishing system in accordance with 8.4.1 practice '
f and/or 18.3.5.4 protects hazardous areas, When : . .
i the approved altomatic fire extinguishing system | ! * Allresidents have the potential to
' option is used, the areas are separated from f be affected by this practice.
other spaces by smoke resisting partitions and ;
| doors. Doors are self-closing and non-rated or | i * A closure was applied to the
field-applied protective plates that do not exceed | ! Medical Records Office on 3-24-
48 inches from the bottom of the door are ; I1. Inspection of doors requiring
permitted,  12.3.2.4 a door closing device were
; inspected on 3-24-11. 1] doors
were identified as peeding a
closing device. Devices were
obtained on 3-24-11, Repairs to
This STANDARD s not met as evidenced by: po ieted by Friday, April 3
Based on obsesvation ang interview, the facility '
tailed to ensure that 3 hazardous area door was . . ;
| equipped with a self-closing device, This * TheD rector of Maintenance will
I deficient practice affected pne (1) of five (5) perform an inspection of all door
| Smoke compartments, staff. and approximately twice a year to ensure the door
: sbteen (16) residents. The facility has the closing device is functional. The
| capacity for 128 beds with a census of 113 on the results of the inspections will be
day of the survey. presented during the Safety
Meeting, April and October
The findings include: ] which is conducted by the
! ! Executive Director of the facility, 3-25-11
During the Life Safety Code tour on March 16, |
2011, at 10:20 a.m., with the Director of J
J_ Maintenance (DOM), a corridor door to the J ;
FORM CMS-2567102-98) Pravious Versions Obsolate Event ID: CX5321 Fadifity i 100290 if continuation sheet Page 7 of10
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K029 | Continued From page 7 i Kpze *
Medical Records room was observed nat to have

a door closing device. Door ciosing devices are
required on doors to rooms deemed to be a
hazardous area. An interview with the DOM on .
March 16, 2011, at 10:20 a.m., revealed the DOM |
had been working for the facility for three days. ,
The DOM stated the DOM was not aware of the |
life safety code requirements,

Reference: NFPA 101 (2000 Edition). .

18.3,2.1 Hazardous Areas.
Any hazardous areas shall be safeguarded by a
fire barrier having a 1-hour fire resistance rating
or shall be provided with an automatic
| extinguishing system in accordance with 8.4.1.
¢ The automatic extinguishing shall be permitted to ;
! be in accordance with 18.3.5.4. Where the
! sprinkler option is used, the areas shall be
i separated from other spaces by smoke-resisting /
partitions and doors. The doors shall be ,
self-closing or automatic-clasing. Hazardous , i
areas shall include, but shall not be restricted to,
the following: i
(1) Boiler and fuel-fired heater rooms ' _
(2} Centraltbutk laundries larger than 100 ft2 (9.3
mz)
(3} Paint shops
(4) Repair shops
(5) Soiled finen rooms
{8) Trash collectior: rooms .
(7) Rooms or spaces larger than 50 #2 (4.6 m2), |
including repair shops, used for storage of
| combustible supplies and equipment in quantities |
| deemed hazardous by the authority having ;
i jurisdiction ' i
:(8) Laboratories employing flammable or
| combustible materials in guantities less than
those that would be considered a severs hazard.
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K029 | Continued From page 8 ' K029

Exception: Doors in rated enciosures shall be
permitted to have nonrated, factory- or
field-applied protective plates exiending not more
than 48 in. (122 cm) above the bottomn of the
door.

19.3.6.34

Door-clesing devices shall not be required on
doors in corridor walt openings cther than those
serving required exits, smoke barriers, or
enclosures of vertical openings and hazardous
areas,

K147 |NFPA 101 LIFE SAFETY CODE STANDARD K147
58=D

*  The nebulizer was plugged
directly into the electrical socket
and the cover plate was replaced
for resident identified on 3-23-
11.

Electrical wiring and equipment is in accordance
with NFPA 70, National Ejectrica Code. 9.1.2

*  All resident who utilize medical
equipment requiring a power

This STANDARD is not met as evidenced by: source identified as having the
Based on observation and interview, the Facility potential to be affected by this
i failed to ensure that electrical power strips were practice, i
being used In an approved manner. This
deficient practice affected one (1) of five (5) *  Allresident rooms were }
| smoke compartments, staff, and one rasident inspected on 3-23-11 for the ’
| The facility has the capacily for 128 beds with a proper use of power strips. No
; census of 113 on the day of the survey. other residents were identified.

All residents rooms were

inspected for cracked or missing
cover plates on 3-22-11. Rooms t
were identified and cover plates ‘
were obtained on 3-23-11.
Anticipated completion of
replacements is Friday, April 8,
2011. All staff have been in-

i
i The findings incluge:

 During the Life Safety Code tour on March 15,
12011, at 10:15 a.m.. with the Direcior of

: Maintenance {DOM), a nebulizer was observed to
' be plugged into a multi-outiet adapter (power

¢ strip) in resident room 217. The receptacle cover
| piate was also observed to be missing resulting in
a potential shock hazard to the resident.
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K 147 Continued From page 9 K147 serviced regarding the yse of
' Generally, multipie-outlet adapters with surge POwer strips for non medijcaj
protection may be used for resident TVs, cquipment and the procedure for
computers, radios etc,, on an as-needed hasis Teporting maintenance repairs.
but not to be used with medical equipment to help The in-service was completed on
prevent against electrical shock. 3-24-11. Housek eeping and
An inferview with the DOM on March 18, 2011, at [ izrusizy tf,“&ﬂ;ﬁﬁﬂfﬁ:ﬁ;
10:15 a.m,, revealed the DOM was not aware of } Program Manager in-serviced the
the proper use of power strips. : therapy department, Director of
An interview with the DOM on March 18, 2011, at ghmca‘ Education in-serviceq
1 10:20 am,, revealed the DOM had been working ! rary, nursing and
for the facility for three days. The DOM stated fhe administration. 5 employees are
DOM was not aware of the jife safety code identified as being on a leave at
requirements. this time an_d have been
contacted via phone that before
| Referenca: NFPA g9 (1999 Edition). they can return to duty they must
‘ received the educational in-
3-3.212D i service.
2. Minimum Number of Receptacles. The ;‘
i number of receptacles shall be determined by the | The Director of Maintenance wijj
fintended use of the patient care area. There shall perform an inspection of a)]
be sufficient receptacies located 80 as fo gvoid Tooms for missing or cracked
the need for extension cords or multipie outiet electrical plates and the proper
adapters. use of power strips monthly for 3
months. The resylts of the !
inspections wil be presented i
during the monthly Safety
! : Meeting , which js conducted by
the Executive Director of the
facility. Inspections will then
continue Quarterly by the
Director of Maintenance and the
Tesults reviewed during the
Safety Meeting Quarterly, Any
Issues identified wij] be reported
| to the monthly Quality Assurance 3-25-11
L E ' and Assessment meeting,
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AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A-BULDING gz . BUILDING 02
185244 B WING 03/16/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S5TATE, ZIP CODE
105 HARMON HEIGHTS
GOLDEN LNINGCENTERSTANFORD STANFORD, KY 40484
(X4) ID SUMMARY STATEMENY OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION (x5)
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| A life safety code survey was inifiated and
i concluded on March 16, 2011. During this
survey, Building 2 of Goiden ' ! i
LivingCenter-Stanford was found to be in i ;
compliance with the Requirements for
Participation in Medicare and Medicaid in i
accordance with Title 42, Code of Federal ;
Regulations, 483.70 (a) et seq. (Life Safety from '
Fire).
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