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A Recertification Survey and an Abbreviated The filing of the Plan of Correction
S inve t[ aﬂn ARO# KY00014659 was dUBS not constitute an admission that
urvay nvestigating the deficiencies alleged did, in fact,

conducted 04/13/10 through 04/16/10. A Life
Safety Code Survey was conduoted 04/19/10.
Deficiencies were clted with the highest scope
and severity of a "E*. ARO #KY00014660 was

exist. This plan of correction is filed
as evidence of the facility’s intent to
comply with the requirements of
participation to provide quality

unsubstahtiated. id
F 308 483.26 PROVIDE CARE/SERVICES FOR F 300 fesident care.
= ING
88=D | HIGHEST WELL BE F309 483.25 PROVIDE CARE / #@q} fDL
Each resident must receive and the facility must SERVICES FOR HIGHEST
provide the necessary care and services fo attain WELL BEING
or maintain the highest practicable physical, . .
mantal, and psychosoclal well-being, in Rosedale Manor is committed to
accordance with the comprehensive assessment ensuring that each resident receives
and plan of care. the necessary care and services to
attain or maintain their highest
practicable physical, mental, and
psychosocial well-being, in
This REQUIREMENT is not met as svidenced accordance with the comprehensive
by: assessment and plan of care.
Based on observation, interview and record P
review, it was determined the facility failed to Therefore, with regards to resident
‘ensure residents were provided the necessary #1, the physician was notified by the
care and services for one “{ ;: thirty (30) Nurse Manager about the skin tear on
sampled residents (Resident #1). 4/14/10 and a treatment order was
) obtained. A skin assessment was
The findings include: completed and documented in the
, nurse’s notes by the Nurse Manager
Review of Resident #1's medicat record revealed on 4/14/10 which included

diagnoses which included Bipolar Disorder and
Rhemalold Arthritls. Review of the Quarterly
Minimum Data Set (MDS) dated 03/16/09 '
revealad the facllity assessed the resident as was completed by the cherge nurse
having no short or long term memory loss and as on 4/19/10which revealed an
requiring supervision and Jimited assistance with Improvement i the area on the left

most Activities of Daily Living, elbow,

documentation of the area on the left .
elbow, A follow up skin assessment

§ OR PROVIDER/SUPFLIER REPRESENTATIVE'S STONATURE L TILE

YN ‘L.‘_AA “{'\.A‘ 1 K

#€ficlapdy statement ending with an aslerisk (*) denoles a deficiency which the instilulion €0 ng providing it te detbrmindd that
other sefefjuards pravide eufficilent protestion to the patients. (See Instructions.) Excapt for nursing homes, the findings stated above are disclosable 90 days
following the date of survay whether or not a plan of corraction is provided. For nurelng homes, the above findings and plans of correction ere dlaciosable 14
days following the date these documents are made available to the faciity. i defigiencles are alted, an approved plan of correation is raquisite to continued

program particlpation.
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Reviaw of the Resfdent Resldent Assessment i';s;r\;gfosnogft?sh‘: (;lsfzs:‘f;f? g the
Protocol Summary (RAPS) dated 12/23/09 " 1;] includes. but i5 ot Tonived
revaaled the resldent had no-areas of skin Wwhich includes, but 15 not limited to,
breakdown, was able to propel the wheelchalr the proper way to complete and
throughout the bullding, and had & tendency to document a skin assessment will be
lightly bump objects. con;fpleted Ib_y the Nurse Managers,
) Staff Development Coordinators and
Reviaw of the Comprehensive Plan of Care dated the ADON for all nurses on 5/24/10.
1%!1&09 revealed a 'probcl'em of br;:'l‘s:nntg easly
when bumping hands and arms w. ervantions Insetvicin ;
to walch the resldent’s skin when asalsting with osrr s gf nurtﬁmg staff on ﬂfle
routine care every day for any early signs of po Yy Tegarcing Lie reporting o
roblems/breakdown ) newly acquired skin issues will be
P ’ completed by the Nurse Managers,
Observation of e skin seessment on 04/14/10 at Staff Development Coordinators and
0:50 AM by Licensed Practical Nurse (LPN) #1 the ADON on 5/24/10.
revenled the resident had an old dreesing on the
teft elbow which wes undated. LPN #1 removed An audit will be completed by the
i tha dressing which wae dried to the resident's charge nurses and nurse managers on
ekin using Normef Sallne. The soiled dressing 5/8/10 of all residents to insure that
was observed to have old dried biood, LPN #1 there were no other skin issues noted
described the area on the tsit eibow as that were not being treated. To date,
emacerated and one (1) cenfimeter {cm) in lenglh ther have been identified
and one-and a half {1~ 1/2) cm in width, with no flo other arcas have been identifted.
depth, o,
: Random audits will be completed on
[ Interview with the resident at the time of the ekin. - 6 residents per unit weekly x 4
assessment revealed the wound happened while weeks, then monthly x 2 months,
staff were transferring the resident; howsver the then quarterly x 2, then as needed as
rasident did not remember when the incldent determined by the Quality Assurance
occurted. Committee.
Interview with LPN #7 at the time she removed
the solled dressinp, revealed she was unaware
| the resident had any skin breakdown. LPN #1
reviewed the Physiclan's Ordars as well as the
Treatment Administration Record and stated
thera were ho orders relgfed to the wound.
| Further review of the medical record with LPN #1
FOHM CME-2667(02-80) Pravious Versions Ohdolale Event 10615011 Fecitity |D: Y0028 If canlinualicn shaet Page 2 of 15
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F 309 Continued From page 2

revealed the iast Skin Assessment was dated
04/12/10 and there was no mention of the area on
the loft elbow. Also, review of the Nurse's
Progress Notes revealed no mention of the left
elbow wound. LPN #1 stated she would notify the
Physiclan of the skin breakdown and obtain an
order for treatment,

Review of the Physiclan's Order dated 04/14/10
revealed orders to cleanse the area to the left
elbow with soap end water every day, and apply
Adaptic cover with guaze and Kerlix until clear.

Interview on 04/16/10 at 11:00 AM with Certified
Nursing Assistant (CNA) #4, revealed she was
assigned to the resident on 04/14/10 on the day
shift and she was unaware of the resident having
any skin breakdown or & dressing to the left
elhow.

Interview on 04/16/10 at 11:00 AM with a
non-certified Nursing Assistant, revealed she was
assigned to the resident an 04/11/10 when the
resident was scheduled for a bath. She stated
the resident had refused the bath on 04/11/10.
She stated she assisted tha resident with a bed
bath; however was unaware of any skin
breakdown or dressing on the resident. She
further stated, the aldes wére to tell the nurses
immediately if new skin breakdown was identifiad.

Interview on 04/16/10 at 9:50 AM with the Director
of Nursing (DON,) revesled If there was an injury
requiring attention the nurse should have notified

- | the Physlclan to oblain a treatment ard notified
the Reaponsible Party. Further interview revealed
the skin breakdown shouid have been
dooumented In the Nursee' Notes.

F 315 | 483.25(d) NO CATHETER, PREVENT UTI,

F 308

F 3186
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RESTORE BLADDER BLADDER

Based on the resldent's comprehensive
assessment, the facility must ensure that a
resident who enters the facllity without an
Indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterizatlon was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
Infetlions and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as svidenced
by:

Baset on observation, interview and record
reviaw, It was determined the facility failed to
provide appropriate treatment and services to
prevent Urinary Tract Infections (UTis) related to
improper infection control techniques during
peri-care and/or catheter care for two (2) of thirty
{30) sampled residents (Resident #4 and #10}.

The finding ihclude:

1. Review of Resldant #4's medical record
revealed dlagnoses which included Multiple
Sclarosis and Urinary Retention. Review of the
Significant Change Minimum data Set (MDS)
daled 10/268/09 revealed the facllity assessed the
resident as being totally Incantinent of bowel and
as having an indwelling "Foley” catheter.

Review of the Resldent Assessment Protocoj
Summary (RAPS) dated 10/20/00 revealed the

Rosedale Manor is committed to

ensuring that, based upon the

resident’s comprehensive

assessment, that each resident who

enters the facility without an

indwelling catheter is not
catheterized unless the resident’s
clinical condition demonstrates that
cetheterization was necessary; and a
resident who is incontinent of
bladder receives appropriate
treatment and services to prevent
urinary tract infections and to restore
as much normal bladder function as
possible.

Therefore, with regards to resident
#4, the physician was contacted on
4/30/10 by the charge nurse to
request orders for a urinalysis.

With regards to resident #10, the
physician was contacted on 4/30/10
by the charge nurse to request orders
for a urinalysis,

Other residents with indwelling
catheters were assessed on 4/30/10
by the charge murse and nurse
manager for outward signs and
symptoms of a urinary tract infection.
No other residents exhibited signs

resident was unable to recognize the "urge to go and symptoms at that time.

to the bathroom" related to the diagnosis of

Multiple Sclerosis. Further review of the RAPS &
FORM CMB-2667(02-09) Previous Vereions Obsosio Event 10: 616011 Faoifty ID: 100260 If contmuaticn aheat Page 4 of 16
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F 315 Gontinued From page 4 F 316 Rosedate Manor*s policy and
revealed (he resident wag not a candidate for procedure(s) on handwashing,
Intermittent catheterization due to a diagnosis of incontinence care, catheter care, and
Multiple Sclerosis. perineal care were updated on
irector of Nursing to
Review of the Gomprehensive Plan of Care dated g;fé t?e:irl;,h ﬁig::ff; (t);: pm;sr"fay
10/29/09 revealed the resident was incontinent of to comblete perineal care / catheter
boweis, and had an indwelling "Foley" catheter care w}fen al:esidcnt has had a bowel
related to immobility and Urinary Retention, movement; to include (1) the fecal
Further review of the Plan of Care revealed the A 5': Fould be removed orior to
resident had a history of UT!s with interventions materia’ hot Y ":h A P e, )
to use standard precautions with &ll pericare, initiating perineal / catheter care,
provide thorough pericare after all bowel Once the stool has bgen sufficiently
movements, and provide catheter care every shift removed, the nursing assistant should
per policy and as needed. remove the gloves, wash their hands,
' apply clean gloves, and then follow
Further review of the medical record revealed the ﬂfé’ procedure for completing the
resident was diagnosed with UTls and received perineal care / catheter care, (3)
orders for antiblotice related to the UTIs on Once perineal care / catheter care has
10/16/08, 01/18/10 and 03/04/10 been completed, if the gloves being
: isibly soiled, th
Observation of pericare on 04/14/10 at 4:25 PM ﬁf,‘:;’i;ga‘;;’i‘s;’;;;";,’;;?app; any
performed by Certified Nursing Assistant (CNA} protective barriers as indicated by the
| #9, revealed the CNA cleansed stool from the residents plan of care, and (4) If the
resident's anal area, changed wash ciothe and loves mp visibly soiied the gloves
with the seme gloves cieansed the peri area front fhoul 4 be removed. the }’mds
to back. The CNA then proceeded to cleanse the hed. clean Iov;g donned. and
oatheter tubing from vagina toward the urinary :;Zi e ;rztecfive barrior should be
dreinege bag with the same solled gloves. applied, (5) that it is not appropriate
There was no evidence the CNA washed her to wipe off soiled gloves and "
hands and changed gloves after cleansing the continue to use them when a change
stool from the resident's anal area and prior to of gloves and handwashing is
performing pericare and "Fpley" care. indicated, and (6) that they should
not be touching items such as call
interview on 04/14/10 at 4:30 PM with CNA #9 lights, door knobs, with sofled
revealed the CNA should have washed her hands gloves.
after cleansing the resident's anal area and prior
to performing pericare and "Foley” care to prevent
the spresd of infection.
FORM CMB-2507(02-99) Previoud Varsione Obaolete Event (D: 0LE011 Facilty {D; 100289 i continuation aheet Pags & of 15
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2. Revisw of Resldent #10's medical record
revealed diagnoses which includsd Senile
Demantia and a History of Urinary Tract
Infactions. Review of the Significant Change
Minimum Data Set (MDS) dated 03/11110
revealed the facility assessed the resident as
Incontinent of bowel once a week and as being
fraquently incontinent of bladder.

Review of the Resldent Assessment Protocol
Summary dated 03/11/40 revealad the resident
had functional Incontinence of bladder related to
Impaired mobility. The RAPS further revealed the
resident was hosplitalized from 01/17/10 through
01/19/10 with diagnoses including UTE.

Further review of the medical record revealed a
Urine Culture collected 01/11/10 revealed
Escherichia Coll. Physiclan’s Qrders were
received on 01/12/10 for Baclrim DS {antibiotic
medioatllon) by mouth twice a day for seven days
fora UTL.

Review of the Comprehensive Plan of Care dated
03/11/10 revealed the resident had a history of
UTis with interventions to continue with every two
hour incontinence checks and provide peri-care
as neaded,

Observation on 04/14/10 at 10:35 AM revealed
the CNA #4 assisted the resident off the bed pan,
used a wet wash cloth to cleanse stool from the
resident's anal area, then proceeded to pick up &
tube of Sensicare Ointmant with the solled
gloves and apply the Oiniment to the resident's
rectal area. CNA #4 then wiped off her soiled
gioves with a wet wash cloth and procesded to
cleanse the peri-area with the same soiled
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F 315 | Continued From page 5 F 3156

Nursing assistants #4 and #9 were
immediately educated by the Nurse
Manager during the survey, on
4/14/10, on the proper way to
complete perineal care / catheter
care, which included, but was not
limited to, that if a resident has had a
bowel movement, the fecal material
should be removed prior to initiating
perineal / catheter care. Once the
stool has been sufficiently removed,
the nursing assistant should remove
the gloves, wash their hands, apply
clean gloves, and then follow the
procedure for completing the perineal
care / catheter care. Once perineal
care/ catheter care has been
completed, if the gloves being used
are not visibly soiled, the nursing
assistant should apply any protective
barriers as indicated by the residents
plan of care. Ifthe gloves are visibly
soiled, the gloves should be removed,
the hands washed, clean gloves
donned, and then the protective
barrier should be applied.

Inservices will be completed on
5/24/10 for all nursing assistants by
the staff development coordinator
and nurse managers regarding the
proper way to complete perineal care
/ catheter care, which included, but
was not limited to, that if a resident
has had a bowel movement, the fecal
material should be removed prior to
initiating perineal / catheter care.
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F 315 | Gontinued From page 6 Fai5 Once the stool has been sufficiently
loves removed, the nursing assistant should
| . remove the gloves, wash their hands,
There was no evidence CNA #4 washed her a]fp]y clean gloves, and then follow
hands and changed gloves efter cleaning the the procedure for completing the
stool from the resident's anal area and prior to g::ﬁ::} 2::: 5 gztmh:::: g:: :Dha(sjrl;ce‘Zn
cleansing the pert-area. completed, if the gloves being used
Interview on 04/14/10 at 10:45 AM with CNA #4 are not visibly soiled, the nursing
revealed she should have washed her hands and assistant should apply any protective
changed gloves after cleansing stoot from the barriers as indicated by the residents
resident's anal area and prior to cleansing the plan of care. If the gloves are visibly
peri-area. soiled, the gloves should be removed,
. the hands washed, clean gloves
interview on 04/16/10 at 2:00 PM with the donned, and then the protective
{ Infaction Contro) Nurse revealed she had batrier should be applied.
identified an increass in UTis in the facllity in -
February 2010 and inservices were presented Inservices will be completed on
related to UTI prevention, Per-care and "Foley" 5/24/10 by the staff development
Catheter Care 03710 thorough 03/19/10. She coordinator and nurse managers for
further stated, the CNAs were observed t? all nursing staff educating that it is
demonstrate proper peri-care and "Foley" care not appropriate to Wwipe off soiled
following the inservices. Continued interview gloves and continue to use them
revealed UTis had decreased in 03/10 and she when a change of gloves and
was unaware staff were using improper infection handwashing is inc%icated Also. that
trol techniques related to the peri-care and & ;- 59, tha
El?ni " oare they should not be touching items
oley : such as call lights, door knobs, with f
Review of the facllity Incantinance Care Policy soiled gloves.
revesled; for a female resident wash perineal A . .
area wiping front to back, separate labia and s part of the inservicing process,
wash area downward from front to back, continue each nursing assistant willbe
to wash the perineum moving outward to and regulred 1o do a return demonstration
including thighs, rinse perineum thoroughly in the with the staff development rurse,
same direction using fresh water and a clean charge nurse, MDS / RAI nurse,
washcloth, instruct and assist the resldent to tum Nurse Manager or the ADON on the
on her side, rinse wash cloth and apply soap, proper way to complete perineal care
wash the rectal aren thoroughly wiping from the / catheter care, specifically to include
base of the labla and extending over the buttocks. the proper procedure to follow when
For a male resident wash perineal area starting the resident has had a bowel
A movement, All retarn
FORM CMS-2567{02-60) Pravious Verslons Obsclate Event ID: BLEOY Facility ID: 100208 If eontinuation sheet Page 7 of 16
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The facllity must -

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

{2) Store, prepars, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on cbhservation and interview, it was
detarmined the facility failed to store, prepare,
distribute and serve food under sanitary
conditions, Cbservation during the initial kitchen
tour revealed food not covered or dated in the
stand-up refrigerator.

The findings Include:

Observation during the Inltia} kitchen {our on
04/13/10 at 5:35 AM revaaled six (8) bowia of fruli
cooktail not covered or dated in the stand-up
refrigarator.

interview on 04/15/10 at 9:38 AM with the Director
of Dietary revealed the facility's policy was that all

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GDRREGTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuLL, PREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG GROSS-REFERENGED, TO THE APPROPRIATE DATE
DEFICIENCY)
F 315 | Continued From page 7 F 315 demonstrations will be completed on
with urethra and working outward, thoroughly 5724110
rinse perineal area In same order, using fresh .
water and clean washcloth, Instruct or assist the Quality Assurance audits will be
resident o turn on his side, rinse washcloth and completed on 3 nursing assistants
apply soap, wash and rines the rectal area weekly % 4 weeks, then monthly x 2
 thoroughly including the aree under the scrotum, months, then quarterly x 2, then as
the anus, and the buttocks. needed as determined by the Quality
F 371 | 453.35()) FOOD PROCURE, F a7 Assurance Committee.
STORE/PREPARE/SERVE - SANITARY '

F371 483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE ~
SANITARY

5}:7)113

Rosedale Manor is committed to
storing, preparing, distributing and
serving food under sanitary
conditions.

Dietary Food Storage Policy states
that food iterns that are not stored
following established procedure for
covering, labeling and dating wil be
discarded. During the moming
rounds made by the early Dietary
manager, 6 cups of fruit cocktail
were found to be stored improperly.
The manager disposed of the iterns
immediately on 4/13/10 at approx.
5:45 am.

All other items stored in refrigeration
units were observed by the dietary
manager on 4/13/10 to ensure that
they were properly covered, labeled,
and dated. No other items were
found to be out of compliance.
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F 371! Continued From page 8 F 371 All dietary staff were inserviced by
food in the refrigerator should be dated and the dietary manager on the
coverad, to ensure everybody knows how fong it departmental policy for covering,
hes baan in there, and to prevent something - labeling, and dating leftovers on
dripping on it causing contamination. "Somebody 5/6/10.
didn't follow our poficy”. . ‘
F 441 483.85 INFECTION CONTROL, PREVENT F 441 Specific positions will be assigned by
88=D | SPREAD, LINENS the dietary manager, as of 5/6/10, the

infection Control Program designed to

of disease and Infection.

{a) infection Control Program

The facillly must estabiish an Infection
Program under which it -

In the facility;

actions related to infectiona.
(b) Preventing Spread of infection

isolate the resident.

professional practice.

{c) Linens

The facility must establish and maintain an

safe, senitary and comfortabie environment and
.| to help prevent the development and transmission

(1) Investigates, controls, and pravents infections

{2) Decides what procedures, such as igolation,
should be applied to an individual resident; and
(3) Maintains a record of inckdents and corrective

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must

(2) The facllity must prohibit employees with a
communicable disease or infected skin {esions
from direct contact with residents or their food, if
direct cantact will transmit the disease,

(3) The facility must require staff to wash their
hands afier sach direct resident contaot for which
hand washing Is Indicated by accepted

provide a

Contro!

responsibility of checking
reftigeration units to ensure that
leftovers are being stored follg@wing
established procedures. Job
descriptions and time activity
schedules were revised and reviewed
with staff on 5/6/10 by the dietary
managet.

A daily Quality Assurance monitor

will be done by the dietary supervisor

for 30days, then weekly for 4 weeks,

then at least once per month for 6
months to ensure that the policy for
covering, labeling, and dating is
being followed. QA monitors wii}
begin on 5/17/10.

F441 483.65 INFECTION
CONTROL, PREVENT SPREAD,
LINENS

Rosedale Manor has an established
Infection Control Program and is
committed to maintaining the
Infection Control Program that is
designed to provide a safe, sanifary,
and comfortable environment and to
help prevent the development and

transmission of disease and infection.

Sjgy.])]bk
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F 441 | Continued From page 9 F 441 ,
Personnel must handle, store, process and Therefore, with regards to resident
transport finens go as to prevent the spread of #4, the physician was contacted on
infection. 4/30/10 by the charge nurse to
request orders for a urinalysis.
With regards to resident #10, the
This REQUIREMENT Is not met as evidenced physician was contacted on 4/30/10
by: - ‘ by the charge nurse to request orders
Based on observation, Interview, and record for a urinalysis.
review, it was determined the facility failed to
mainiain an effective Infection controt program in Othet residents with indwelling
order to prevent ihe davelopment and catheters were assessed on 4/30/10
tranemission of disease and infection within the by the charge nurse and nurse
facliity for two (2) of thirty (30} sampled residents manager for outward signs and
| (Resident#4 and #10). symptoms of a urinary tract infection.
No other residents exhibited signs
The findings include: and symptoms at that time.
1. Review of Resident #4’s medloal record . .
revealed diagnoses which included Urinary R““g’le Man"rhs pgl:cthnd
Retention, and a History of Urinary Tract procedure(s) on han horer oo and
Infections. Review of the Significant Change incontinence care, ca de e; care, an
Minimum data Set (MDS) dated 10/29/09 perineal care were updated on
revealed the facllity assessed the resident as 4/15/10 by the Director of Nursing to
being totally incontinent of howel, as having an more clearly identify the proper way
indwedling "Foley" catheter, and required total to complete perineal care / catheter
aselstance related to Activilles of Daily Living. care when a resident has had a bowel
movement; to include (1) the ﬁ.acal
Review of the Resident Assessment Protocol material should be removed prior to
Summary (RAPS) dated 10/28/09 revealed the initiating perineal / catheter care, 73]
resident was being treated for a UTI with Once the stool has been sufficiently
antibiotics. removed, the nursing assistant should
Review of the Comprehensive Pian of Care dated remove the gloves, wash their hands,
10/20/09 revealed the resident had a history of apply clean gloves, and then follow
UTIs with interventions to use standard the procedure for completing the
precautions with all pericare. perineal care / catheter care, 3)
: Once perineal care / catheter care has
Further review of the medical record Physician’s been completed, if the gloves being
Orders were received for antiblotics related to used are not visibly soiled, the
FOAM CMS-2587(02-89) Previoua Verelons Obstlele Event ID: L6011 Fagility ID: 100289 If continuation sheat Page 10 of 16
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F 441 nursing assistant should apply any

F 441 Continued From page 10 d .
protective barriers as indicated by the

diagnoses of UTis on 10/1 , 0171810 and .

Oga'ggﬂlg fU 6"_09 residents plan of care, and (4) If the
gloves are visibly soiled, the gloves

Observation of paricare on 04/44/10 at 4:25 PM should be removed, the hands
washed, clean gloves donned, and

performed by Certified Nursing Assistant (CNA)
#9, revenled the CNA cleansed stool from the
resident's anal area, changed wash cloths and
with the same solled gloves cleansed the peri
area front to back. The CNA then proceeded to
cleanse the catheler tubing from vagina towerd
the urinary dralnage bag with the same solled

then the protective barrier should be
applied, (5) that it is not appropriate
to wipe off soiled gloves and
continue to use them when a change
of gloves and handwashing is
indicated, and (6) that they should
not be touching items such as call

gloves,

: : lights, door knobs, with soiled
interview on 04/14/10 at 4:30 PM with CNA #9 gloves,
revealad the GNA should have washed her hands
after cleansing the resident's anal area and prior Nursing assistants #4 and #9 were
to performing pericare and "Foley" care to prevent immediately educated by the Nurse
the spread of infection, Further interview Manager during the survey, on -
revealed she was hired 01/10; however, did not 4/14/10, on the proper way,to
remember having ah inservica related to perl-care complete perineal care / catheter
or being observed to perform peri-care at the care, which included, but was not
faciiity. limited to, that if a resident has had a

bowel movement, the fecal material

should be removed prior to initiating
perineal / catheter care, Once the
stool has been sufficiently removed,

2. Review of Resident #10's medical record
revealed diagnoses which included Alzheimers
Dementia, Parkinson's Disease, and a History of
Urinary Tract Infeclions. Review of the Significant

Change Minimum Data Sét (MDS) dated 03/11/10 the nursing assistant should remove
revealed the facillly assessed the resident as the gloves, wash their hands, apply
incontinent of bowel once a week, as being clean gloves, and then follow the
frequently Incontinent of bladder, and as requiring procedure for completing the perineal
extensive assistance wilth Activities of Daily care / catheter care. Once perineal
Living, care / catheter care has been
completed, if the gloves being used
‘Review of the Resldent Assessmant Protocol are not visibly soiled, the nursing
dated 03/11/110 reverled the resldent was assistant should apply any protective
hospitalized from 01/47/10 through 01/18/10 with barriers as indicated by the residents
diagnoses Including UTI. plan of care, If the gloves are visibly

soiled, the gloves should be removed,
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Further review of the medical record revealed
Physiclan's Orders were recelved on 01/12/10 for

an antibiotic related to a UTI.

Review of the Comprehensive Plan of Care dated
03/11/10 revealed the resident had a history of
UTls with interventions to observe for signs and -
symptoms of a UT! and to provide peri-care as
needed.

Observation on 04/14/10 at 10:30 AM of peri-care
performed by Certified Nursing Assistant (CNA)
#4 revealed the CNA used a wet wash cloth to
cleanse stool from the resident's anal area, then
proceeded to open the door of the closet, and
open the drawer of the bedslide table to look for
Sensicare Ointment. She then assisted the
resident to the bedpan and handed the resident
the call bell with the same solled gloves.

Further observation on 04/14/10 at 10:35 AM
revealed the CNA assisled the resident off the

. | bed pan, used a wet wash ¢loth to cleanse stool

from the resident's anai area, then proceeded to
pick up a tube of Sensicare Oiniment with the
soiled gloves and apply the Ointment to the
resident’s rectal area. She then wiped off her
solled gloves with a wet wash cloth and
procseded to cleanse the peri-area with the same
solled gloves. .

Interview on 0414710 at 18:45 AM with CNA #4
revealed she should have washed her hands after
cleansing stoo! from the resident's anal area and
prior to touching objects In the room such as the
closst and bedside table to prevent cross
contamination. She further stated, she should
have washed hands and changed gloves after
cleansing stool from the resident's anel areas and

ROSEDALE MANOR :
. | COVINGTON,KY &1018
£64) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION )
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F 441 | Continued From page 11 F 441 the hands washed, clean gloves

donned, and then the protective
barrier should be applied.

Inservices will be completed on
5/24/10 for all nursing assistants by
the staff development coordinator
and nurse managers regarding the
proper way to complete perineal care
/ catheter care, which included, but
was not limited to, that if a resident
has had a bowel movement, the fecal
material should be removed prior to
initiating perineal / catheter care.
Once the stool has been sufficiently
removed, the nursing assistant should
remove the gloves, wash their hands,
apply clean gloves, and then follow
the procedure for completing the
perineal care / catheter care. Once
perineal care / catheter care has been
completed, if the gloves being used
are not visibly soiled, the nursing
assistant should apply any protective
barriers as indicated by the residents
plan of care. If the gloves are visibly
soiled, the gloves should be removed,
the hands washed, clean gloves
donned, and then the protective
barrier should be applied.

Inservices will be completed on
5/24/10 by the staff development
coordinator and nurse managers for
all nursing staff educating that it is
not appropriate to wipe off soiled
gloves and continue to use them
when a change of gloves and
handwashing is indicated. Also, that
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: ‘they should not be touching items
F 441 C?nhnued From page 12 F 441 such as call lights, door knobs, with
prior to cleansing the perl-area. soiled gloves.
Interview on 04/16/10 at 2:00 PM with the . .
Infection Contro! Nurge revealed she had As l’:m of the ’"?—emcmgnpmcess’
identified an increase in UTis in the faciiity in ) cach nursing assistant will be
February 2010 and inservices were presented required to do a return demonstration
related to UTI prevention, Pen-care and Folsy with the staff development nurse,
Catheter Care 03/10 thorough 03/18/10. She charge nurse, MDS / RAI nurse,
further stated, the CNAs were observed to Nurse Manager or the ADON on the
demonstrate proper peri-care and Foley care proper way to complete perineal care
following the inservices. Continued {nterview / catheter care, specifically to include
revealed the UTIs had decreased In 03/10 and the proper procedure to follow when
she was unaware staff were using improper the resident has had a bowel
infection contro! tachniques related to the movement, All return
peri-care and "Foley" care. demonstrations will be completed on
5/24/10,
Review of the facility Hand Washing/Hand
Hygiene Poticy revealed hands should be washed Quality Assurance audits will be
before and after significant contact with a completed on 3 nursing assistants
resident, etich as providing personal care. The weekly x 4 weeks, then monthly x 2
Policy further stated, to prevent cross months, then quarterly x 2, then as
contamination, do not handle any equipment such needed as determined by the Quality
:(?t : glgsg :nob or residents personal belongings Assurance Committee.
Review of the factiity Incontinence Care Policy
revealed; resident wash perineal area wiping front
to back, rinse psrineum thoroughly in the same
direction using fresh water and a clean washcloth,
instruct end assist the resident to tum on her side,
rinse wash cloth and apply soap, wash the rectal
F 502 | 483.75(})(1) PROVIDE/OBTAIN LABORATORY F502] OBTAIN LABORATORY SVC- ] m
§6=D | SVC-QUALITY/TIMELY QUALITY/TIMELY
The facliity must provide or obtain laboratory Rosedale Manor is committed to
services to mest the needs of lis resldents. The providing or obtaining laboratory
facliity is responeible for the quality and timelinegs services to meet the needs of its
of the services, residents,
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F 502 Qonﬂnued From page 13 F 602 Therefore, with regards to resident
' #15, the lab was contacted by the
Nurse Manager on 4/13/10for STAT
Em_Is REQUIREMENT is not met as evidenced completion of the ordered laboratory
Based on chservation, interview and record ;s(: ﬁfﬁ,ﬁz ?vt?:l;ié:})\,;a;f: tained
review, it was delermined the facility falled to forwarded to the physician on
obtain laboratory services to meet the needs of 4/13/10
one (1) of thirly (30) sampled residents (Resident )
#18). All other residents charts were
The findings include: reviewed on April 13, 2010 by the
gs include Nurse Managers to determine if all
Review of the clinical record revealed Resident ordered labs had been obtained. No
#15 was re-admitted to the faclity on 02/27/10 other omissions were noted.
after a hospital siay with diagnoses which . )
Included Included Anemia, Pneumonia and . The policy and procedure regarding
Urinary Tract Infection with Sepsis. laboratory tracking was updated on
4/15/2010 by the Director of Nursing
Review of the Physiclan's Orders dated 03/26/10 to more clearly explain that (1) once
revealed an order for a laboratory test of a an order is received for a lab draw,
Complete Biood Count {CBC) to be obtained on the nurse is responsible to transcribe
04/02/10. However, record review falled to reveal the order onto the TAR, (2) the nurse
documented evidence the laboratory test had is responsible to insure that the
been obtained. laboratory requisition is completed
and placed in the proper location (the
Interview on 04/13/10 at 10:05 AM with the Unit laboratory tickler file}, (3) that the
Manager/Reglstered Nurse (RN) #3 revealed the nurse is to initial the block on the
nurse was responsible to complefe a laboratory TAR when the lab has been drawn,
I‘equfsiﬂon ful‘m, p!ﬂce the form in the 'ﬂboratory and (4) that the purpose of their
*| file for the date of the order and write to order on initials on the TAR is to indicate that
the Tl'eatment Admlniatrauﬂn Record (TAR}- She they have verified that the lab has
indicated the nurses check the TAR daily for been drawn, (5) that the nurse should
completion of the laboratory results. Tha RN review the TAR each shift to ensure
indicated she was unaware Resident #15's CBC that all ordered labs were drawn, and
laboratory test had not been obtained. She stated (6) that the nurse should review the
.l:.":éabomtow order had not been piaced on the laboratory requisitions in the tickler
) ‘ file each shift to ensure that all
| Review of the faciiity policy entitied "Laboratory ordered labs were drawn.
FORM CMB-2567(02-99) Previous Versions Obsolate Event 10: 615011 Facillly ID; 100269 i continuatlon sheet Page 14 of 15
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Tests" dated 10/01/07 revealed Physician ordered
Isboratory testing wolld be completed limely.

Inservices will be completed on
5/24/10 by the nurse managers, shift
supervisors, staff development nurses
and charge nurses for all nurses
regarding the proper procedure to
follow to insure that laboratory tasts
that have been ordered by the
physician have been obtained. The
inservice will also include that the
nurses are to check the laboratory
requisitions, as well as the Treatment
Administration Record (TAR)on a
daily basis to insure that the ordered
labs have been drawn,

Quality Assurance Monitoring will
be completed by the MDS / RAI
nurse or Nurse Managers weekly x 4
weeks, then monthly x 2 months,
then quarterly x 2, then as needed as
determined by the Quality Assurance
Committee. The QA review will
include a review of at least 5
telephone orders for laboratory tests
per unit. The MDS / RAI nurse or
Nurse Manager will (1) review the
telephone order, (2) will verify that a
requisition has been completed and
placed in the laboratory tickler file,
(3) will verify that the lab order was
properly transcribed to the TAR, (4)
will mark their calendars indicating
the date the lab was due, and (5) on

_ the date the lab was due, will verify

that the lab was completed as ordered
and that the nurse initialed the TAR
as per policy,
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{#4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENOY MUST BE PRECEDED BY FULL PREFIX {BACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-REFEREggﬁglEg gy)e APPROPRIATE DATE
- K000 INITIAL COMMENTS K 000 PLAN OF CORRECTION:
A Life Safely Code survey was initiated and : :
completed on 04/19/2010. The facility was found (I:‘he filing of this Plan of
not to meet the minimal requirements with 42 orrection does not constitute an
Code of the Federal Regulations, Part 483.70. admission that the deficiencies
The highest scope and severity deficlency alleged, did in fact, exist. This
identified was a "D", ol
plan of correction is filed as
K . iye .
ngg NFPA 101 LIFE SAFETY CODE STANDARD K 025 evidence of the facility’s intent to
Smoke barriers are constructed to provide at comply with the requirements of
least a one half hour fire resistance rating in participation to provide quality
accordance with 8.3. Smoke barriers may resident care.
terminate at an atrium wall. Windows are
proteciad by fire-rated glazing or by wired glass .
| panels and steel frames. A minimum of two K 025 NFPA 101 LIFE SAFETY
separale compartments are provided on each CODE STANDARD
floor. Dampers are not required [n duct
penetrations of snoke barriers In fully ducted . .
heating, ventilating, and alr condjtioning systems. Rosedale Manor is committed to
10.3.7.3, 10.3.7.5, 16.1.6.3, 19.1.6.4 comply with the NFPA standard,
which states smoke barriers shall
be continuous through all
concealed spaces.
This STANDARD ig not met as evidenced by: N L )
Based on observation and interview, it was The ¥ inch hole in the smoke
determined the facllity failed to maintain smoke barrier observed above the
barrlars with at least a one half hour fire ceiling on th
reslstance rating. Thie condition affected one (1) East g o d ¢ second floor South
smoke compartment, . ast Corni or was scaled on
4/19/2010, with approved sealant !
The findings Include: per NFPA guidelines.
Unsealed penetration was observed in facllity -
smoke barrier wali in the following area; On tf;n aud_1 t will be comp let.Cd by
04/19/2010 at 12:00 PM, an unsealed penetration € Maintenance Staff prior to
was observed in the smoke barrier above the 5/14/2010 to ensure that all
celliing on the second floor South East Corridor, A smoke barriers continue to be
hole, approximately one half inch in size, was sealed with no penetrations
LABORATORY| DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ' X&) DAT
.)?(\DM& ) l/mDD_D DAQAA, Adm. oY 52‘(‘0 ‘}ﬂf S/ /D

Any deﬁciécy/slalement ending with an asterisk (*) denotes a deficlency which the institution may be excused from carrecting providing it is detefmined that
other safeguards provide sufficlent proteotion to the pallents. (Ses instruclions.) Except for nursing homaes, the findings statad above are disclosable 90 days
following the date of survey whethar or not a plan of cotrection ia provided. For nurging homes, the albove findings and plans of correation are disclosable 14
daya following the date theae doouments ere made avallable lo the facllity. If deficlancles are cited, an approved plen of correction Is requisite to continued

pregram participstion.
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observed to be where conduit had been run
through the smoke barrier above the ceiling.

Interview with Maintenance on 04/19/2010 at
12:00 PM revealed he was unaware of the smoke
penetration in this location.

Actual NFPA Standard: Smoke barriers shall be
continuous from an outside wall to an outside
wall. Such barriers shall be continuous through all
concealed spaces, such as those found above a
ceiling, including interstitial spaces per NFPA
101, 8.3.2. When pipes, conduits, cables, wires,
air ducts and similar building service equipment
pass through smoke barriers, the space between
the penetrating item and the smoke barrier shall
be filled with a material that is capable of
maintaining the smoke resistance of the smoke
barrier or protected by an Underwriters
Laboratory approved device that is designed for
the specific purpose per NFPA 101, 8.3.6.1.

K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
58=D
Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA
25,9756

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to maintain sprinkler
heads according to NFPA standards. This could
effect the entire building

The findings Include:
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Observation on 04/19/10 at 10:45 AM revealed
the facility was found to have three (3) sprinkler
heads which needed to be cleaned, related to a
build up grease. These sprinkler heads were
located in Kitchen area.

Interview with Maintenance on 04/19/2010 at
10:54 AM revealed he was aware of the
requirements for sprinkler heads and that
cleaning of the heads was performed at intervals
according to the standards. He stated this area
would get closer attention.

Actual NFPA Standard:

NFPA 101 Life Safety Code: 4.6.12.1

Whenever or wherever any device, equipment,
system, condition, arrangement, level of
protection, or any other feature is required for
compliance with the provisions of this Code, such
device, equipment, system, condition,
arrangement, level of protection, or other feature
shall thereafter be continuously maintained in
accordance with applicable NFPA requirements
or as directed by the authority having jurisdiction.

NFPA 25 Standard for the Inspection, Testing,
and Maintenance of Water-Based Fire Protection:
2-2.1.1* Sprinklers shall be inspected from the
floor level annually; Sprinklers shall be free of
corrosion, foreign materials, paint, and physical
damage and shall be installed in the proper
orientation (e.g., upright, pendant, or sidewall).
Any sprinkler shall be replaced that is painted,
corroded, damaged, loaded, or in the improper
orientation.

Exception No. 1:*Sprinklers installed in concealed
spaces such as ahove suspended ceilings shall
not require inspection.
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Exception No. 2: Sprinklers installed in area that
are inaccessible for safety considerations due to
process operations shall be inspected during
each scheduled shutdown.

K 069 | NFPA 101 LIFE SAFETY CODE STANDARD K 069
SS=D
Cooking facilities are protected in accordance
with 9.2.3.  19.3.2.6, NFPA 96

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to protect cooking
facilities according to NFPA standards.

The findings Include:

Observation on $4/19/10 at 10:50 AM revealed
the facility failed to maintain a shield and/or space
between the deep fryer and an open flame stove
{gas stove).

Interview with Maintenance on 04/19/2010 at
10:50 AM revealed he was unaware of the
requirements related to the use of a shield or
space between the deep fryer and an open flame
stove.

Actual NFPA Standard:
NFPA 101 Life Safety Code:

19.3.2.6 Cooking facilities shall be protected in
accordance with 9.2.3.

Exception*. Where domestic cooking equipment
is used for food-warming or limited cooking,
protection or segregation of food preparation
facilities shall not be required.

FORM CMS-2567{(2-99) Previous Versions Obsolste Event ID: 8L5021 Facliity ID: 100269 If continuation sheet Page 4 of 8




PRINTED: 04/28/2010

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 CORRECTICON IDENTIFICATION NUMBER; : COMPLETED.
A. BUILDING 01 - MAIN BUILDING 01
B. WING :
185225 o 04/19/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
’ 4250 GLENN AVENUE
ROSEDALE MANOR
COVINGTON, KY 41015
(X4) tD SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
. TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 069 | Continued From page 4 K 069

9.2.3 Commercial Cooking Equipment.
Commercial cooking equipment shall be in
accordance with NFPA 96, Standard for p
Ventilation Control and Fire Protection of '
Commercial Cooking Operations, unless existing -
installations, which shall be permitted to be
continued in service, subject to approval by the
authority having jurisdiction.

NFPA 96 Standard for Ventilation Control and
Fire Protection of Commercial Cooking
Operations '

K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144
88=D '
Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA 99. 3.4.4.1.

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to maintain records
related to the generator according to NFPA
standards.

The findings Include:

Observation on 04/16/10 at 1,30 PM revealed the
facility had no documented evidence that a record
was maintained related to where the generator
was ran 30 minutes a month under load.
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Interview with the Maintenance Director on
04/19/2010 at 1:30 PM revealed the records were
only maintained quarterly. He stated the facility
ran the generator monthly under load but only
maintained quarterly records.

Actual N FPA Standard:

NFPA 99 3-4.4.1.1 Maintenance and Testing of
Alternate Power Source and Transfer Switches.
(a) Maintenance of Alternate Power Source. The
generator set or other alternate power

source and associated equipment, including all
appurtenant parts, shall be so maintained as to
be

capable of supplying service within the shortest
time practicable and within the 10-second

interval specified in 3-4.1.1.8 and 3-4.3.1,
Maintenance shall be performed in accordance
with

NFPA 110, Standard for Emergency and Standby
Power Systems, Chapter 6.

(b) Inspection and Testing.

1. * Test Criteria. Generator sets shall be tested
twelve (12) times a year with testing

intervals between nct less than 20 days or
exceeding 40 days. Generator sets serving
emergency and equipment systems shall be in
accordance with NFPA 110, Standard

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD
88=D
Electrical wiring and equipment is in accordance
with NFPA 70, Naticnal Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:

K144

K147
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‘Based on observation and interview, it was
determined the facility was using a extension cord
instead of permanent wiring as called for in NFPA
70.

The findings Include:

Observation on 04/19/10 at 1:00 PM revealed the
facility had an extension cord plugged into an air
conditioning unit, which was located in the
satellite kitchen area.

Interview with a Dietary Aide on 04/19/2010 at
1:00 PM revealed the extension cord had been in
use since January 2010 and maintenance has not
installed a plug yet. The Main Director stated he
would install a receptacle for the air conditioner.

Actual NFPA Standard: NFPA 70.9.1.2

400-8. Uses Not Permitted

Unless specifically permitted in Section 400-7,
flexible cords and cables shall not be used for the
following:

1. As a substitute for the fixed wiring of a
structure

2. Where run through holes in walls, structural
ceilings suspended ceilings, dropped ceilings, or
floors

3. Where run through doorways, windows, or
similar openings

4. Where attached to building surfaces
Exception: Flexible cord and cable shall be
permitted to be attached to building surfaces in
accordance with the provisions of Section 364-8.
5. Where concealed behind building walls,
structural ceilings, suspended ceilings, dropped
ceilings, or floors :

6. Where installed in raceways, except as
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PLAN OF CORRECTION:

The filing of this Plan of
Correction does not constitute an
admission that the deficiencies
alleged, did in fact, exist. This
plan of correction is filed as -
evidence of the facility’s intent to
comply with the requirements of
participation to provide quality
resident care.

K 025 NFPA 101 LIFE SAFETY
CODE STANDARD

Rosedale Manor is committed to
comply with the NFPA standard,
which states smoke barriers shall
be continuous through all
concealed spaces.

The % inch hole in the smoke
barrier observed above the
ceiling on the second floor South
East Corridor was sealed on
4/19/2010, with approved sealant
per NFPA guidelines.

An audit will be completed by
the Maintenance Staff prior to
5/14/2010 to ensure that all
smoke barriers continue to be
sealed with no penetrations.

An inservice was given to all
maintenance staff by the
Director of Maintenance on
5/3/2010 related to the
regulations and NFPA guidelines
related to smoke barriers.



An inservice will be completed
prior to 5/14/2010 by the '
Maintenance Director with all
Department Directors to ensure
that any contractors completing
work in the facility have been
educated about the smoke barrier
requirements prior to beginning
work in the affected areas. Upon
completion of work in affected
areas, maintenance staff will
recheck areas to ensure that all
smoke barriers are free of
penetration.

Random audits will be completed
by the Maintenance Director or
Designee monthly for the 1%
quarter and then quarterly for the
remainder of the year, Then as
needed as determined by the
Quality Assurance Committee.

K 062 NFPA 101 LIFE
SAFETY CODE STANDARD

Rosedale Manor is committed to
ensuring that the required
automatic sprinkler system is
continuously maintained in
reliable operating condition and
inspected and tested periodically.

The three sprinkler heads located
in the kitchen area that were
identified were re-cleaned on
4/20/2010 and free of any grease
build up.

An audit will be completed by
the maintenance staff by
5/14/2010 to ensure that all
sprinkler heads are clean and free
of any corrosion, foreign
material, paint or physically
damaged.



While it is Rosedale Manor’s
procedure to clean all sprinkler
heads at least quarterly, the
sprinklers in the kitchen will be
cleaned at least monthly due to
the increased potential for
buildup of foreign material such
as grease.

The maintenance staff will be
inserviced by the Director of
Maintenance prior to 5/14/2010
regarding this new procedure.

A random audit will be
completed at least monthly for
the first quarter and then
quarterly for the remainder of the
year by the Maintenance Director
or Designee to ensure cleanliness
of all sprinkler heads within the
facility, however making sure
that the kitchen sprinklers are

. always part of this audit.

The Quality Assurance
committee will monitor for any
reoccurring trends or ongoing
concerns.

K 069 NFPA 101 LIFE SAFETY
CODE STANDARD

Rosedale Manor is committed to
ensuring that the cooking
facilities are protected in
accordance to the NFPA
standards.



Due to the space between the
deep fryer and the gas stove
being very minimal a stainless
steel shield was installed on
4/26/2010 in accordance to the
NFPA guidelines.

Any time new equipment is
installed, the maintenance
director will assure appropriate
shields/other protective
equipment is in place as required
by NFPA commercial cooking
equipment guidelines.

Maintenance staff were given
inservices regarding NFPA
guidelines for commercial
cooking equipment by the
Maintenance Director on
5/3/2010.

A safety audit will be completed
by the Maintenance Director
following any installation and/or
replacement of commercial
cooking equipment.

A random audit will also be
completed at least quarterly by
Maintenance Director or
designee to ensure compliance
with the regulations. Any
concerns will be addressed in the
Quality Assurance Committee
meetings for on-going
recommendations.

K 144 LIFE SAFETY CODE
STANDARD

Rosedale Manor is committed to
testing the emergency alternative
power source (generator) twelve
times per year in accordance with
NFPA 110 standards.



While the emergency generator is
inspected weekly as part of the
preventative maintenance
program, it was also exercised
under a full load for 30 minutes
on 4/26/2010 by the Maintenance
Director.

The generator test log was

-updated to include a column for
exercising a full load for 30
minutes each month, The
maintenance staff was inserviced
by the Maintenance Director on
5/3/2010 related to the
preventative maintenance
program and exercising the
generator under load at least
monthly,

The Maintenance Director will
audit the generator test log on a
monthly basis to ensure that the
testing is completed as required.
All trends and concerns will be
presented to the Quality
Assurance Committee for their
review and recommendations.



K 147 LIFE SAFETY CODE
STANDARD

Rosedale Manor is committed to
ensuring that flexible cords and
cables shall not be used unless
.specifically permitted in the
NFPA standards.

The Maintenance Director
removed the extension cord in
use in the satellite kitchen area
on 4/19/2010,

The dietary and maintenance
staff will be inserviced by the
Maintenance Director prior to
5/14/2010 on the inappropriate
. uses of extension cords per the
NFPA guidelines.

The maintenance staff will
complete an audit throughout the
facility prior to 5/21/2010 to
ensure there are not any other
inappropriate uses of extension
cords.

The maintenance director or
designee will complete random
monthly audits for the 1% quarter
and then on a quarterly basis to
ensure appropriate wiring as
called for in NFPA 70. These
audits will be shared with the -
Quality Assurance Committee to
review for any trends and
recommendations,





