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-F 000 | INITIAL COMMENTS Foool N
A Recerlifloation Surve_\l,r was Iﬁltlated on 12112111 ' IR/
and concluded on. 12/16/11. Deficlencles were Unsampled Residents A,B,C, and O were Iolga
cifed with the highes! Scope & Severlly belng an - - L
"E", In addition, an Abbreviated Survey ‘ assessed by the Director.of Nursing on
invesligaing ARO #CY00017478 was - ' o
Investigated, The complaint wae substantiated 12-15-11. to ensure there was no negativg

e with no deficlent practice ldentifled. , - : :

F 241 | 483.16(a) DIGNITY AND RESPECT OF F 241 5 utcome from being fed while employee

‘g5eE | INDIVIDUALITY outcome. g
The facility must promote care for residents In stood and not receiving a tray with others at.
manner and In an environment that maintains or :
enhancas each resident's dignity and respect in the table. No resident voiced any distress
full recognition of his or her Individusality. ' ’ '

' ' over the noted practice.
. - ‘ o o idants were noted to be affdcted
This REQUIREMENT is not met as evidanced No other reside )
by: . et ' L .
Based op obsarvation, Interview and record . by the specific actlons noted, bt all alerfand
review, It was determined the facility falled to N .
promote care for resldents In @ manner and In an oriented residents were interviewed one on
environment that maintains or anhances each o _
regitlent's dignity and respact In full recognltion of ona by tha Director of Nursing, Assistant Dir-
his or her Individuallty. Observallons of the ' ' '
evaning moal service, on 12/12/11, revealed staff it Coordinators fe-""
stood over two (2) unsampled resldents to feod. ﬁ .. ector of Nursing and Unit narers
them. In addition the facility falled to ensure frays &:“ Po g K .
wore served table by table in the maln dinlng {: ¥ ‘“’ (“"'_"-"’ F i “Lé?ﬁrg 812-15-11 arid continulng throug
room, Two residents walted ten (10) minutes 58 1A g Ler B Co
‘whils other residents at the same table wers | ../ 4261210 determine if there were any cpn-.
eating. i oy . .
o , . il carns related to-dignity and making surd the:
The findings Include: - emare . g tv ‘ f
'}, .Observation of the siupper meal, on 12/12/11 resident’s choices aré respected.
at 6:15 PM, revealed Unsampled Resident A '
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F 241, CoqﬁnuadFrDmpa'g§1 T EL e o | I R Y &
. | walted on higfner meal tray for eleven (11)-. "« 1Al residents with cognltive irhpainﬁéritmiere ’
-} minutes after other resldents atsametabls . || S Do e :
sating. Jiv addition, Unsarmpled Resldent B walted |- - * |assessed through record réview and
fourteen (14) finufes for his/her meal tray while LT e, T

olher resldents, wers edting at sarme fable. ..

| nterview wiiti Lice
| an 12412111 &t 6:46 PM, reveald each fable

| should be served one at a time with all residents-
.| recetving a tray prior fo moving to the next table.

Interview with LPN #4, on 122011 at G:50PM, - |
revaaled trays should coma on the food cart In

arder of table but did not always gomé@ cut that-. -
way. She revealed staff should corplete meal " .
" | service at ane table before

ard:60 AM, ravealed allresldents ata table .

should be served bafore s
: ngxt'table,.
2. '(')b_servatlaﬁ of the evening maalin thg'[nalri )
dining foom, on 1211241 at 6:30 PM, revealed
.| Ungampled Resident C and.Lnsamp
D wer fed by staff who were standing over the -
| the staif membets was standing between two (2)
. | residents with her hips at face lsvel to the .

bsifiént behind her.. -

Iniferview with Certified Nu
| #10,0n 1 21 .
1 not bean tralned regardin
the resldents: She stated
closs she was standing to

‘| her, or that her hips were a

g standing and feeding.
the fesident behind

" Intorview wilh the Dietary Manager, on 123 . |-

‘cad Practical Nurse (LPN)#3; |

moving on ta the next. .
arvars movedtoth_e _ s

led Resident |

" | residents, -Continued observation revealed one of|. .

rsing Assistant (CNA)
2111 at 7:20 PM, rovealed sho had . |

she did not realize how | "

tface level fothe - |

Family‘iritervie_ws"bv the Director of Nl_nr._sirig,. iy
 pssistant Director of Nursing ang the umt |-

Cocf;diqhtors beginning on12-15-11 and cop-

:inuing throuéh 1-6-12 to gnsq?g resident
ﬁlgnify and cholces are rgsﬁe.c.fed‘ No other -

ssues were it_:lentif_ied, . S

AL

} n-se-rvicin‘g_ for rl\.ursing an't'i‘ dlété;y. staf:f:' wa
| r?itli'atec_i on 12~..i.-_5:—11 and ppnciudgd b.-n |

g ..2_—27—11 by't'h.e [_)i're.c.tor"of Nu'fsin.g,:}!\sﬁls:p' .. .
ant D.lr.'e_ct.o.r of ﬁ,urélﬁé and bi;tqw' Maﬁéée
©an ;'rﬁy éass_'prpcedufgq aE:i'c.i_.‘uneal.sgrl\;ic';a“- |

" Yith emphasis on-maintaining the fesi_denfs

P
-

ignity and treating all residants iyith'respei‘ -

.

his education will be repeated moﬁihl\;_ fo;
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LR Contmued From page 7 . P F'?__41 ' L :
= |iesident. She acknowledged it was not. . 1 F 241 Contlnued o
) epproprlate to sl:end ln such 8 manner dunng a_ | R
R meal . . ' oL threel’:l} months then repeated no less
. Intewlew \mth Reglslened Nurse (RN) #1 on | " T
I ial 11 ot 6:46 PM, ravealed she did not know 1 i tuica 3,631 A" “eW'V hired e"‘P‘OVE S
she wag not to stand wnlle feedlng the resldenl:e L )
hl . : will be educated durmg orlentatlon The kll—'-

Interview with Regletered Nutee (RN) #1 on . - .

12112111 at 8:55 PM, revealed she had not been | chen staff will place trays in the carts ac-.

told ot Inserviced on order of serving meal trays ..

.. I thia dining roon. Furiher, RN #1 stated she had . leording ta reSIdents preferred seatlng ar~
| not been trained-on the process, of servingornof:| . N
Lo it;ndmg et{;ver resident when the resldent was 2 rangements The Dletarv ManagerlCook wll
" F200] 48 4)(3), 40310 GHT. - - 28 |
3 483, 20( )@3), 48 (k)(2) Rl : Fl2 0 monltor each calt dallv for 30 days then

) 880 PARTIC!PATE PLANN ING CARE—REVISE CP |

"1 he resident has the. cight, unless adjudged - week‘v to ensure travs ate placed appmpn .

.| incompetent of o otherwlae found fo be

incapacitated under the laws ‘of fhe State, ta : atelv The nurse assngned to monltor the . '

' artlelpete in planning cara and treatment or . , _
: nhanges In care and treetment R . ’ dlmng room during meal servlce wlll ensur% g
Aedmprehenelve cere plan mUSt be developed . o Lo "

L within 7 days after the completion of the . th“t Staff are Seated while aSSIStinE a resi-
| comprehenalve assessment; prepared byan |- .
- " Hent with meals The staff le serve all reS|-_

interdisalplinary team, that Includes the attendlng
physlician, aragistered nurse with responsibilify .
| for the resident, and ather appropriate staff in ) ients at a table before servmg another tab
.. | disclplings a8 ‘determined by the residents needs,| . - . . _
| and, 1o the extent practicabls, the: participatior of R L L o
the lemdent the resident's famlfy o the resldent’s ' Lo :
lagal representative; and perindically reviewed ,
and revised by a feam of quallﬂed pereons after )
' eac,h aseessment D

®
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F 241 Continved
The nurse assigned to monitor the

dining room during meal service will

observe to ensure that all trays are

served at a table before serving another

table,
Social Services will interview each inter-

viewable resident and If possible the fam- _

ily of those non-interviewable residents \

quarterly regardir'\g resident choises,

resident dlgmty and stafl" treatment.

" The Assistant Dlrector of Nursmg wlll mon-

itor meal service three(3) times per week for

30 davs then daily for 14 days, then weekly -

" . to ensure trays are delivered by table and

that staff are seated whlle assistmg resudents

" with meals Non compliance will be ad~

" dressed immediataly and reported to the

Diyector of Nursing.

The Diractor of Nurslrig will report on com-

- pliance no less than quaﬁe;lv to the Quality

Assurance Committee. .
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by.
plan for one

Clostridium Diffiche, treated
Flagyl, a Urinary
antiblotic Keflex, and Shingles
antlylral Acyclovlr. The facillty
process and revise

Intarventions for staff to foflow
Clostridium Difficile and Shing

The findings Include:
| Review of the clinical record

#0 re-éntored the facllity, on

(UTl). Record (eview

| for the UFl; however, €
plan related to the Clostridium

of the abdoman to the
biisterd which wasg diagnosed
resident was placed on the an

This REQUIREMENT_ Is-not met a8 evidenced

Basad on interview and gecord review It wWas

| getermined the facllity failad to revige the care
(1) of nineteen (1 9) sampled
residents, (Resident #9). Restdent

(3) different Infections In October 2011
wilh the antlbiotic

Teaot Infacilon treated with the -

the cara plan with appropriate

revealed Resldent
: 10110111, after 4 '
| hoepitel stay with dlagnoses which included
Clostridium Difficlle and a Urlnary Tract Infeotion
| ravealed the resident was
belng freated with Flagyl for the Clostridium
| Difficlte-infection and treated with Keflex
UTL. Review of the care plan ravealed an acute
caré plan wilh Interventions created on 10/10/11
there was no acute care.

record review revealed on 10M17{11, the resident .
\was assessed to have & rash from tha right side
back; with scattered

as Shingles. The

troatment. Further review of the care plan
revealed documented evidence an acute care
| ptan wae created fof this infection. =

#9 had three

, treatad with it
falled {o follow their

related to the
les Infections.

far the

Infection, Further

tibiotic Acyclovir for

-

Residerit #9"5 ﬁlclute. care plan was

.. ‘ev.ised.on 12—15_—1} by,‘t.'he Unit Coc;r- .
Lynétor to Include Clostridum Difficile and
" bhingles. There wa§ no nega‘tiv.e.out.come 1

resident #9 from the cited deficiency.

A review of all residents with infections was

-

Fompleted by the Director.df Nursing on

12-17-11 to ensure acute care plans had

o

| cen completed and revised for all residents-

. with infedtlons.

L

An audit-of all care plans/acute care plans
lwas conducted on 12-15—11 and concluded
on 12-22-11 by the Unit Coordinators to

ensure all residents had care plans and
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R DEFICIENCY)
- 'F 280 Contlnuad From page4 . F280 c : .
- -, rpvisions in place with @ppropriate -
Intervlew on 12115111 at4: 45 PM, with Licensed o A
Practical Nuise (LPN) #3, Uniit Coordinator for the interventions for staff to follow. -
| D and E Halls, revealed when a resident was o
'.mMM%wMowmmmmmmmwwmr
infactions the facility's process was to create an : o
aclte care plan. She stated thare should have: . Mh-services for & "
been an acute care plan created for the In-services for al! nurses was initiated on
Clostridium Difficlie and Shingles Infections slnce
antibiotics were ordered for.both the Infections. 12-15-11 and concluded on 122711 bV
'| Continued Intervisw revealed the care plan fels. - -
staff know what kind of infectlon the resident has the Dlrector of Nursing and the Assustam
and what kind of precautlons may be appropriate :
to prevent transmisslon of the Infection. firector of Nursing refated to acute care
Interviéw, on 12/16/11 at:5:28 PM, with the S ST |
Diractor of Nursing (DON) revealed the facilty Flfmsand revisions -Of cdre plans w'th,
was supposad to create acute cdre plans when T C.
antibiotics were ordered. The DON confirmed the appropriate interventions. This in-service
| caré plan was not revised on 10/10/11 for the’ . T
Ctostridiumn Difficile infection, treated with the will be hetd monthly for three(s) months anfl
antiblotlo Flagyl, and on 10/17/11 for the Shingles
infection, treated with the antiviral Acyclovir. She 411 newly hired emplovees will recelve this
- | stated the care plan alerts staff of the infections.
Continued Interview revealed it was the Unit - :
Coordinators' resporsibility to revise the care in -sewlce dunng onentatlon The m—servlce
.. | ptans for infections.” _
£ 281 | 483.20(K)(3)(i) SERVICES PROVIDED MEET F 281ll be fepeated 0 less th,af! twice ?Yea".-
" §8=D .PROFESSIONAL STANDARDS o '
" |'the seivices provided o, arrangad by the facliity o C T g
must meet professlonal 5‘3"‘53“’5 of quallty Nurses assigned to each unit/hall will initiate -
This REQUIREMENT is not tmet as ewdenced The resident’s acuta care plan whena
by . o : : ‘ o -
Based on observation, Interview, record revlaw " fhysician's order has been recelved foran .
| and review of the facllitys policy and procedure, i ‘ IO
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F 280 Continued

antiblotic. The nurse will Include the appro-
priate lnfervention on the acute care plan.
The Unit Coordinators will review the
Physician’s orders daily to ensure the acute
care plans have been revised with
appropriate interventions. This is an ongoing

practice.

The Assistant Director of Nursing will ‘reviéw
the acute care plans each week for three(3)
months then weekly for one(1) month

then once monthly to ensure care plans have
been initiated/revised with appropriate
interventlons for staff to follow. Non-com-
pliance will be addressed immediately and

reported 1o the Director of Nursing.

The Director of Nursing will report on com-
pliance no less than quarterly to the Quality
Assurance Committee to ensure sustalned

compliance.
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F 281

was determined the faclllty falled to provide
professional standards of care for two (2} of
nineteen (19) sampled resldents (Resldent #9

and #6). The faclllty falled to ansure Physiclan's -

orders were followed for Rasident #8 relaied to
the administralion of sliding scale Insulin. Also,
the facility fallad to ensure Physician's ordars
related fo the agministration of oxygen were
followed & ordered for Residents # 6 and #0,

The findings Inslude:

1. Review of tha facllity's Policy and Procedure
fitled Adminlstration of Drugs, undated, revaaled
tha person who administered the drugs must
chart medlcations Immediately following the
adminlstration. The date, time adminlstersd,
dosage, eto., must be enterad In the medical

_| record and signed by the person entering the

data,

Racord revlew revealad Regident #0 was
re-admitted by the facility, on 11/28/11, with
dlagnoses which included Dlabetes Mellltus,
Acute Cerebrovascular Acoldent, and Systemlc
Inflammatory Response Syndrome, Review of
Resldent #9's Physiclan's Orders for 1111~
revealad orders for Finger Stiok Blood Sugar
(FSBS ) before meals and at bedtime. Continued
review revaaled the rasident was to recelve
Humalog (insulin), 100 Unlt/ Milliiter (ML) Viat,
Subcutaneous (SQ) before meals and al bedtime

| per sliding soala (SS), based on tha resident's

blood sugar level: 162-200=1 unit, 201-260=3
units, 2654-300=5 units, notify Medloal Doctor
(MD) It greater than 300. ‘

Revlew of Resldent #9's December 2011

(X1 1D SUMMARY STATEMENT OF DEFICIENGIES i) PROVIDER'S PLAN OF CORRECTION (18]
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CRO93-REFERENCED TO THE APPROPRIATE DATE
: . < DEFICIENCY)
Continusd From page 5 F 281

F 281

" Resident #6 and #O were assessed by the

- Diractor of Nursing on 12-15—'11. Oxygen se
Ings were appropriate, and residents in no
distress. l‘%esident #9's blood sugar was

thecked and insulin has been administered

|

per MD order. Physician for Resident #6 an

[=W

rg_were notified of the inaccurate Oxygen
sattings between 12-13-11 and 12-15-11, n
hew orders were received. Physician for
Resident #9 -was nc';tlﬁed of the ;'nedicatio'n
arror rélated to sliding scale insulin and no
new orders were .received.

' rEducation was provided immediately to

An audit of all physician orders was initiéte’d

[=]

nurse responsible by the Director of Nursing.

on 12-15-11 and concluded on 1-5-12 by the

rare
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Medication Administration Record (MAR)
revealed the following: on 12/01/11 at 6:00 AM
the resideni’s FSBS wes 180 withno
documentation Humalog was glven at that time,;
| on 12/02/11 at 8:00 AM the fesidant's FSBS was
200 with no documéntation Humalog was glven,
on 12/03/11 at 6:00 AM the residents FSBS was
164-with no documentation Humalog was given,
and on 12/05/11 at 6:00 AM the resldent's FSBS
was 182 with no dacumentation Humalog was

.| given.

Interview, on 12/16/11 at 4:25 PM, With Licensed
Practical Nursa (LPN) #3, Unit Coordinator for
Hall D and E, revealed based on review of
Resldent #9's Decomber 2011 MAR records of
FSBS recordad on 12/01/11, 12102111, 1200311
and 12/05/11 at 8:00 AM and Humalog sliding
scale inaulin glven on those dates revealsd the
resident should have gotten one (1) unit of
Humatog per Physiclan's orders at 6:00 AM on
thoss dates for those FSBS levels. LPN#3
glated the process was to document on the MAR
when.a medlcallon was given and if It was not
documented it was not given. She further stated
It was the Urit Coordinator's Job to perlodically
audit the current month's MAR 1o ensure
medications were consistently given as ordered.

Interview, on 12/186/11 at 5:28 PM, with the
Director of Nursing (DON) revealed the insulin
should have baen glven as ordered on those
detes and times, She stated the medication Just
got missed. Continued Interviaw ravealed the Unit
Coordinators were respongibla for checking the
MARs dally to ensure meadications were being
admiinistered as ordered.

(Ka) 1D SUMMARY STATEMENT OF DEFIQIENCIES o] PROVIDER'S PLAN OF CORRECTION L"‘E’ -
PREFIX (EACH DEFICIENCY MUST BE PRECEDED aY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD 6E COMPLETION
TAG -.REGULATORY OR 1.8C IDENTIFYING INFORMATION) TAG OROSS5-REFERENCED TO THE APPROPRIATE bATe
‘ DEFICIENCY)
F 2681 | Continued From page .. F 281

" ft 281 Continued

HJnit Coordinators to ensure all

rders were appropriately and accurately
ranscribed to the Medication and Treat'—
hent Administration Records. All Medica-
fion and Treatment Administration Records
vere reviewed to ensure all orders were
focumented as ad;nlnlstered as ordered.
Education was initl_ﬁted on12-15-11and
Loncluded on 12-27-11 for ali nurses and
vas conducted by the Director of Nursing
and Assistant Director of Nursing related’ -
ko following Ph‘ysician orders, documenta-
tion of such and included emphasis on
sliding scale insulin orders and oxygen of-

ders, This education will be repeated month-

f for three{3) months then repeated twicea

FORM CMB-26a7{02-00) Previous Vorslons Obsolate Event 10; JOLIY
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Resldent #9 revealed the resident also had a
Physiclan's grder for oxygen at two (2) litera per
minuta via nasal cannula,

Observations of Resldent #9, on 12/12111 at 5:36
PM, 12/13/11 al: 9:30 AM, 1:10 PM, and 6:10 PM,
12114 at 9:66 AM, and 12/16/11 at 4:25 PM
revealed the residenl did not have supplemental
oxygen via nasal cannula. Further observation of
Resident #9 on 12/14/11 at: 11:16 AM and at 2:00
PM revealed the residents oxygen concenirator
was st &l one (1) llter par minute. On 12/15/11
at 4:25'PM the oxygen concentrator was sel
between one (1) and two (2) liters. .

Interview, on 12/16/11 a1 4:26 PM, with LPN #3
revealsd the Physliclan’s order stated tha resident
was 10 have oxygen via nasal cannula at 2 liters
per minute at all times. LPN #3 slated she was
not aware the resident was not wearing the nasal
cannuta and Il was staff's responsibllily {o make
sure the resldent had tha oxygen as ordered by
the Physlclan,

2. Review of the clinical record revealed
Resldent #6 was admilted by the facllily on
06/03/06 with dlagnosas which included
Congestive Heart Fallure and Chronic Obstruotive
Pulmonary Diseasa. Review of the current aclive
Phyalclan's orders revealed the resldentwas to
have supplemental oxygen (02) at two (2) iters
per minute (LPM).

Observalions on 12/13/11 at 10:17 AM, 11:15 AM,
12:16 PM, 3:05 PM, and 4:30 PM revealed
Resident #8 was receiving supplemental oxygen

by nasat cannula al four (4) LPM. Observalions

year, ‘All newly hi_réd employees wlll be

. the check,

iX4) (0 BUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORREGTION o)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREQTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION). TAG GROBS-REFERENCED YO THE APPROPRIATE DATE
- : - DEFICIENCY)
F 2061 | Continued From page 7 F281
Further revlew of the Medlcatlon Record for

" 281 Continued

hducated during crientation.
Dxygen orders are now on the resident
freatment record and a nurse will

Fheck liter flow each shift and document

The Unit Coordinators will check Medicatio

=)

and Treatment A‘dmlnlstration Records dally
o ensure insulin is administered per the sligl-
ng scale order, that the Oxygen checks are
being complated and that all physician

#rders are f;:)llomzd. This is an on-going prag-
tlce: The Unit Coordinators will conduct
walking rounds threfe(a) times per day for 30
dafs then twice a day for 14 days t-hen daily

o ensure residents receiving oxygen have

FORM CMS.2607(02-06) Previous Verslons Obsolsle

Event I0: JOLM11
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W
196277 B, WING - 12115201
NAME OF PROVIDER OR SUPPLIER GYREET AODRESS, OITY, STATE, 2P CODE
. ' : 231 SOUTH MAIN STREET
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‘w0 | SUMMARY GTATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CQRREQTION . g(ﬁ} )
PREFX (EACH DEFICIENGY MUBT BE PRECEDED BY FULL PREFIX EACH CORRECTIVE AGTION SHOULD BE CONPLETION
< TAG REGULATORY OR L9C IDENTIFYING INFORMATION} TAG CRO85-REFERENCED TO THE APPROPRIATE oATE
- _ _ DEFIGIENGY)
F 281 | Centinued From page 8 | F 281
on 12/14/11 at 9:30 AM, 10.30 AM, 12:15 PM, 281.C d
and 2:46 PM revesled the oxygen was balng - |F 281 Continue
dellvered at four {4) LPM. Ohgervation with the -
Unit Manager, on 12116111 at 11:10 AW, reveated The oxygen on and the liter flow is
Resident #6 was recelving supplemantal oxygen '
"at threa (3) LPM. . accurate. Nori-compliance will be ad-
During Interview, on 1216111 at 11:16 AM, the . .
Unit Manager confirmad the Physlcian's orgors dressed immediately.
.. :| directed the rastdent recalve oxygen therapy at . . .
two (2) LPM. She stated the nurse agslgned to The Assistant Director of Nursing will audit
the resldent was responsible for dialing in the .
corract oxygen flow on the cancentrator. She  |residents with sliding scale Insulin orders
further stated the nurse should check for the .
carrect flow every shift . [weekly for three(3) months then manthly
! i 1 .
Intarview wilh, LPN #1, on 12116/11 at 11:20 AN, thereafter to ensure compliance. The Assikt-

| revealed she was assigned to Resldent #6. She
otaled the nurse was supposed to chack for the
proper setting on the concentrator every shift but

ant Diractor of Nursing will make walking
she hag not yet checked the soliing for Resident Cot

|#8. Sha further stated she had also been rounds dally for 2 waeks then weekly to ef-
agsigned to Regldent #5-on 12/43/11 and she was .
sure the oxygen wes set at two (2) LPMas - }
ordered; however, she could not recall what time sitve oxygen orders are belng followed. Nop
¢ dey she had chacked It. Contlnued Intervi - o
of day she had ahaoked ontinved Intery St compliance wiil be addressed immediately

revealad LPN #1 had no |dea how the setting had
gotten changed as only the nurse was aulhorized i

to adjust the oxygen flow. _ |and reported to the Director of Nursing,

Interview with the DON, on 12116/14 at 5:25 PM, * |The pDirector of Nursing will report on comg
revealed tor any resident wilh an order fof oxygen 1 _ :
therapy, the siaff wes respansible for making pliance.no less then qua rterly to the Quality

aure the resldent was wearing {he nasal cannula
and the oxygen ¢ancentrator was got at the
correct flow, according to the Physiclan's order.
F 323 | 483.26(h) FREE OF ACCIDENT F 323
§§<E HAZARDSISUPERVISlONIDEVICES to ensure compliance.

["al

Assurance Committee for three(3} quarter

FORM CMB-2507(02-98) Previous Verslong Obsolele Evant D JOLM1Y fociity 10: 100431 if conlinuation shesl Page B of 14
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F3a23

&,

The facillty must ensure that the resldent
environment remaing as fres of acoldent hazards
as |5 possible; and each resldent recelves

- . | adedquate supervision and assistance devices to

prevent accldents. .

This REQUIREMENT is ot met as evidenced -
by: - - L .
Based on observation, interview and racord
review, it was defermined the facllity failed to
ensure the resident environment remained as
frae of accident hazards as s possible. A
Potasslum capsule was left on an unsampled
resident's bedsida table ovemnight, In addiion,

| razors ware accessible to rasidants when they -
‘wore observed Inan open trash can in the -

shower room. Fusther, a treatment carf was
observed to be unlocked and unatfended for fen

(10) minutes. - -

.| The findings Ini:lude:

1. Ravlew of the facility's “Containers for
Reusable Sharps’ policy, undated, revealed
contarinated sharps that are reusable are bo be-
placed Immediately, or as 8oon as posslble after
vse, info appropriate sharps containers.

During tour of the facllly’s Whi Pool Bahing
Room, on 12/12/11 at 6:26 PM, obseivation.
ravealad five (5) dlsposable razors, which

-appéarad to be used, In a frash can accessible to.

residents. . : . S

B & VE!

tainers and not accessible to residents and

 pial risks and hazards., No other environ-

2. falners,.

An audit of all resident rooms and -

resident care areas was conducted on

|12-1'._5-11 by thea Director of Nursing and

f&ssistant Director of Nursing to ensure aif

Eharps items and/or potentlal sharps items

vere secured in appropriate sharps con-.

that the environmeant was free from poten-

Lnemtal hazards were Identified during the.

budit.

Education was proyided to SRNA #9 regard-

[ng sharps and appropriate sharps con-

Ly SUMIMARY STATEMENT OF DEFICIENCIES CD PROVIDER'S FLAN OF CORRECTION o
FREFIX (EACH DEFICIENCY MUST BE PRECERED BY FULL PREFIX (EACH CORRECVIVEACTION BHOULD BE COMPLETION
™G REGULATORY OR LSC IDENTIFYING [NFORMATION) TAG - - DROSS-REFERENGED TO THEAPPROPRIATE DAYE
: . ) : . . DEFICIENCY) :
‘Coptinued From page € F 323
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of in the trash can.
1ssue for the residen
disposed of In

tnterview, on 12/16/11 at &
| Director of Nursing (DON}),
considered sharps and were
the sharps confalners, not In the ira
stated staff was responsible for disp
praperly. .

sh.
06

2. Observatio'n,.on 124

a Potasslum caps
Regldent E's beds
resident's. Madication Adminl
. Ire-vea!ed the
Potassium 10 mea,
not received the mo

two (2) U
rning dose. ’

Interview with LPN #2,.0n 1
revealed the P
medioation pass of thé night

medications an
complete.

_ FORM GMS-2567(02-08) Previo\s yersions Qbsatete

V™!

B HALL REALTH & REWABILITATION CENTER

She stated It was a safely.
nts and razors should be
the sharps containers. .

26 PM, with the
revealed razors were
to be digposed of In

131141 at 9:35 AM, revealed
ule was lying on Unsampled |
ide-table. Review of the -
stretion Record -
rasident was schaduled to recelve -
mes per day but had

2/13/11 at 9:36
otagslum capsule was fram the
bafore. She stated .

the nursas were {0 observe residents takeall -
d pot.leave the room untll -

. Event'|D:JolMH

e iy e ek eI VI P VI

331 SOUTH TAAIN BTREET

ERITAG
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o4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION “
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: : , B ‘ OEFICIENGY)
- ’ . . N " :
- F 323 | Continued From paQa 10. ' F 323
Interview, on 421211 at 6:26 P, with State An in-service for all facility staff was
.| Registerad Nurse Asslstant (SRNA} ¥ regavding | : I
the raxors observed In the trash can Were used . _ipitiated on 12-15-11 and concluded on
razors and should not have been In fhe trash can. 1 o o
he slated the razors could cut sOMEOAS and it 12-27-11 by the DI ectorof N :
was a safétyand infection control 1ssue. She . . V ITeE .r fNursing and
further stafed the razors ghould have been N L
disposed o In @ sharps cantalngr. | the Asmstan’F Director of Nurs.mg related to
| Interview, on 12112111 at 8:30 PM, with Licensed - gharp objects and maintalning an environ-
practical Nursa (LPN) #3, Unit Manager for D and : ‘ . :
E Halls, revealed razors should not be dlsposed hent free from hazards. This in-service will

e rapeated m

H

-

ewly hired employees will b

=~

She . - .
I_ng of them

year.

L
o

_ - the Unit Coordi
AM,

Faclity (D: 100434 ~ ‘ if

dnthly for thrég(:—)), months. lA

uring the orientation précess.l The in-

ervice will be rapeated no Jass than twice

uring walking roun;js three(3) timas a day --
' m;tors will observe all rest-

_~dént caré areas to ensur_e"tl-m sharps objects -
" gndfor potentia! shz;lrﬁs ol:;jects are .

" ipthe appropriata sharps container. This wi

P aiin

"~ PRINTED 0170412012
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.COMPLETED
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121182011 ___
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323 | Continued From page. 11

interview with LPN #6, on 12/14/11 at 2:00 PM,

| reveated during inedicition administration the
nurse was to stay with the resident until 2l
medications were givern. She stated the facility - _ : S ‘
currently had no residents with orders to take : ~ hozards identified will be addressed Immed

thelr medications independently.

be ah oNgoing practice. All qnvironme'ntal

" lately and reported to the Director of

- | Interview with the Assistant Director of Nursing, :
on 12/13/11 at 9:60 AM, revealed the pracedure , ‘
for giving medications was 10 stay with the = . NUTSIng.
resident untl medications were completely taken. ' ' :
n Nurse and a Certified Nursing Assistant will

She stated fa resident refused a medlcation, It .

ghould be removed from the room and discarded

appropriately. '

3) Observation revealed that on 1211411 : _
between 2:00 PM and 5:10 PM frie treatment cart I . . Ly
was unlooked and unattended by staff. Obsarved . he safety meeting to identify po.te"m' '
within the treatment cart were prescribed lotlons : T A &
and Creams; |lancets, and sanitary wipes carrying |’ #afety hazards and environmental risk3. Thi
a polson-control precautionary warning. . -

be randomly selected monthly to attend

| _ will be an ongoing practice.
Observation, o 12/14/11 between 2:00 PM and

2:10 PM revealed 8n unsampled resident Ina [he Asslstant Director of Nursing will . '
wheelchair holding 2 doll sltiing beside the , S . T
tregtmqnt vart, - o . L omplete walking rounds daily for 30 days
Infarview with Unit Manager #4, o0 12/1 411 at o : A

€ gz 1a hen daily for 14 days then once weeldy to

2:10 PM, revealed the cart was unlocked and
unaitended. The nurse assigned to tha freatment
cart was on break and off the unit.” S

o

. bnsure the environment Is free from hazard

| lhterview with the DON, on 12/46/11 af 5:25 P, ~ pand pot.entiai risks. All non'-co'm.pliénc'e will
revialed the facllity process Wes to ensure , . - _ S
resldent safety and tha treatment carts should ' : . \
remain locked when unattended by staff. . ' je_ addressgd lmmedg ately and reported to
372 483.356(1)(3) DISPOSE GL\RBAGE & REFUSE. - F 372 he Director of Ndrslng

$8:D PROPERLY i . .
E\gsntlo:_.luLMﬂ . faclﬂty lp:wot:-n . . _ _lfcontinuatlan ehase! Page 12 of 1
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F 323 Continued
On weekends the nurse aséigned {o eacﬁ
hallwel)v will compléte walking rour;ds twice
daily for three(Si rﬁonths to ensure the sharp
objects are secured and will observe for any
potential and environmental risks. All envi-
ronmental hazards will be reported to the
Director of Ndrsing/or designee Im-

' mediately.
The Director of Nursing wili report on com-
pliance related to environmental safetv'no
less than :quarterly to fhe facility Quality
Assurance Committee for three(sj quarters
then as directed by'theuualltv Assurance

Committee to ensure sustained comphiance.

Unsauﬁpled Rasident E was assessed by LPN #
5 and Director of Nursing on 12-13-11, MD

notified on 12-13-11 that resldent appears to
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F 323 Continued

have missed a dose of Potasslum on
12-12-11. No new orders were glven.

The Licensed Practical Nurse responsible

for administering the Unsampled Resident E
medication the-night before, was provided
education by the Director of Nursing on
12-14-11 on staying with the resident until
the medication was administered.

An audit of all resident rooms and resident
care areas was conducted on 12-13-11 and
12-14-11 by the Director of Nursing and the
Assistant Director of Nursing to ensure resi-
dents medicatlons were secured. No other
deficlencles were identified.

An in-service for all nursing staff was initlaf—
ed on 12-15-11 and concluded on 12-27-11
by the Director of Nursing and the Asslstant
Director of Nursing related to medication ad-
ministration and malintalning an environ-
ment free from hazards. This In-service will
be repeated monthly for three(3) months. All
newly hired employees wiil be in-serviced
during the orientation process. The in-service

will be repeated no less than twice a year.
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During walking rounds three{3) times a day
tha Unit Coordinators will observe all resi-

dent rooms and rasident care areas o en-

. sure the medications are secured. This will

be an ongoing practice. The Unit.Coordinator
will observe for any additlonal environmental
hazards during walking rouncjs.

On weekends the nurses assigned to each
hallway wl'l_l complete a daily walking round
at the beginning of their shift for three(3)
months to ensure the residents medications
are secured and will observe for any poten-
;clal environmental risk. Anv environmental
hazards or unsecured medications will be
reported to the Director of Nursing/or
dasignee immediately.

The Assistant Director of Nursing will observe
the nurses during medication admlnistratlonl
twice weekly until all nurses have been ob-
served, Any non-co_mplianée will be addres-
sed Immediately and reported to the
Dtrector of Nm_'slng. |

Th(;. Director of Nursing will report on com-

pliance related to medication administratian
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F 323 Continued
and environmental safety no less than
quarterly to the facllity Quality Assurance

Committee for three(3) quarters then as

- directed by the Quality Assurance Commit-

tee to ensure sustained compliance.

An'audit of all facility treatment and med)-
cation carts was conducted on 12-14-11 by
the Director of Nursing and the Assistant
Director of Nursing to eﬁsUre all madications,
treatments, sharps, objects or hazerds were
secured and out of reach o-f all residents,

No other deficiencles were ldentified.
Education was provided to the Nursé respon-
sible for the unlocked and unattended
treatment cart,

An in-service for all nursihg staff was initiat-
ed on 12-15-11 and concluded on 12-27-11
by the Director of Nursing and the Assistant
Director of Nursing related to unattended
medication and tréatment carts and rﬁain— .
talniné an environment free from hazards.
This In-service will be repeated monthly for

three(3) months. All newly hired employees
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F 323 Continued-

wili be in—ser\;riced turing the orientation
.process. The in-service will be repeated no
less than twice a year,

The Unit Cou'rdinators will do walking rounds
three(3) times a day to ensure all medica-
tio n and treatment carts are secured when
not in use. This will be an ongolng practice.
In addition, the Unit Coordinators will ob-
serve for any environmental. hazards or
potential risks. Any hazards or risks or un-
locked treatment carts or medication carts
will be addressed immedlatelyhand reported
to the Director of Nursing.

The Assistant Director of Nursing will do
walking rounds daily for 30 days then daily
for 14 days then once daily to ensure treat-
ment carts and medication carts are secured
when notin use. Any non-compliancé will
be addressed immedlately and re.ported 10
the Director of Nursing.

The Director of Nursing will report on com-
pliance related to medication adminlstrétiun
and énvironmental safety no less than quart-

arly to the facility Quality Assurance
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'F 323 Continued

Committee for three(3) quarters then as
directed by the Quality Assurance Com-

mittee to ensure sustained compliance.
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CENTERS FOR MEDIGARE & MEDICAID SERVICES _ . OMB NO, 08380391
STATEMENT OF DEFICIENCIES 1) PPOWDERIEUPPLIERICUA . (X2) MULTIPLE CONBTRUC;TION ) (X3) DATE BURUEY_ '
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLEYED
B i - A, BUILDING , .
. 186277 8. WiNG - - . 12115/2011

NAME OF EﬂO}ﬂDER OR SUPPLIER,

HERITAGE HALL HEALTH & REHABILITATION CENTER

STREETADDRESS, CITY, STATE, ZIF CODE
331 SOUTH MAIN 8TREET

‘ ‘ LAWRENCEBURG, KY 40342
(X4) 10 SUMMARY STATEMENT OF QEFICIENGIES 1o ~ PROVIDER'S PLAN OF CORRECTION x6)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX - {EAOH CORRECTIVE ACTION SHOULD BE- COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG _ CROGS-REFERENCED TO THR APPROPRIATE DATE
: : _ - DEFICIENGY) '
F 372 | Continued From page 12 | Fa72
o ' . - Fam2
| The facllity must dispose of garbage and fefuse N - :
property. - S I - [The lid and side door of the dump- - . - "Aag ”
This REQUIREMENT 1s not met as evidencad ster were immediately closed.
by: ] . ‘ . . . ) . ' . '
“Based on observation, interview and policy In-servicing for all employees was Initiated
review, It was datermined the facllity failed fo L
store garbage and refusa properly to prevent the by each department supervisor on
harborage of.Ingects, rodents, roaches, and ofher . :
Inseots. Observation of the facllity's three (3) ' ' '
dumpstsr containera on 1216111, revealed the 21641 and concluded on 12-27-11
dumpster clossst {o the faolllty contained mulliple Lo . ‘
bags of trash and both a side door and lid were to ensure all employees were aware of the .
open. . ' ‘ '
o o policy to keep dumpster lid and door secure-
1 The findfngs inélude: . . ! °, :
' : o : S g closed to prevent the harb of in-
Review of the facility's policy tifled Environmental ly close . prevent the harborage of In-
Sanltation / Infection Control revealed dumpster o roaches her i
lids ate to be closed after trash Is deposited. sects, rodents, roaches and other insects.
: O.bservatloﬁ, on 12/16/11 at 1:30 'PM, revealad Employees will be in-serviced on this policy .
the Jid to ona (1) of three (3) dumpster contalners o _ C
on tha facility grounds was open, the dumpster - upon hire In hew employee orientatfon anfl
closest to the facllity door. ‘A sacond observation, o - o
on 12/15/1 at 2:30' PM, of the same dumpster - '
revealed the Ild and the side door wera opsh. each month for the ne_xt 3 months and a5
Numerous bags of trash were observed In the - : o
dumpster, . . e ; ; deemed necessary by the Quality Assurange
- |Intérview, on 1 2HM6/11 at 2:30 PM, with , Committee thereafter but at least b)- '
| Maintenance Worker #1, revealed fhe dumpster S Ly
lid was supposad 1o be kept closed at all times. - | annually. -
Iﬁtefylew. on 12!15!.11 at 5:26 PM, with the - L . : . )
Director ¢f Nursing revealsd the facllty's garbage Malntenance Director and Maintenance

FORM OMB-2687(07-65) Previous Veralons Obsaiste . EvenlIO:JoLM

Fadily ID: 100434 ‘ if continualfon sheat Page 13 of 14
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DEPARTMENTDF HEALTH. AND HUMAN SEEVIGESW, e et e e e o FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES, o : - : - QMB-NO, 0238-0391
STATEMENT OF DEFICIENCIES . | (1) PROVIDER/SUPPLIERVCLIA (%2) MULTIPLE CONSTRUCYION  ° . |{X$) DAYE sURVEY
AND PLAN OF CORRECTION . {DENTIFICATION NUMBER: . ) COMPLETED
. . A. BUILDING
S C
8. WING
. 185277 = 1211612011
NASAE OF PROVIDER OR UPPLIER T STREETAODRESS, CITY, STATE, 2IPCODE - ™
' ot i k] 331 SOUTH MAIN BTREET o
HERITAGE HALL HEALTH ABIL CENT -
, L HEALTH & REHABILITATION CENTER LAWRENCEBURG, KY: 40342
(X6 o - BUMMARY STATEMENT OF DEFICIENCIES 1D PROVIOER'S PLAN OF CORRECTION o6 .
FREFIX, (EACH CEFICIENOY MUST BE PRECEDED BY FULL PREEIX - {EACH CORRECTIVEACTION SHOULD BE COMPLETION
TAQ REGULAYORY OR LSC IOENTIFYING INFORMATION) TAG - CROSS—REFERENcE'gIIE‘g T%EAPPROPRIATE . omve o)
] - R , : DEFICIENC
F 372 | Continuod From pags 13 S F 372

| llds were suppased to be closed. 1twas

| important for infestlon control purposes to keep

them closed. .. -
. - £ 372 Continued

-[Assistant will monitor the dbmpsters each’

day during envlronmental rounds.

)letary Super\ﬂsor wilk also monitor the
iumpster area each day durmg hls shift
o to assure that garbage is dl‘sposed of
‘properly and that the doors and the lid

S . | : to the dumpster are closed after each use.’

Any non-compliance will be immedately

[~%

addressed and resolved and wiit be reporte
to the Administrator. Any'non;_complian.ce
will be monitored by the Quality Assurance|

Committea.

L
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- DEPARTMENT OFHEALTH.AND-HUMAN. SERVICES. o= §

B

_CENTERSFOR MEDICARE & MEDIGAID SERVICES

(X1} PROVIDER/SUPPIIERICLIA

S TATEMENT OF DEFICIENCIES
(DENTIFIGATION NUMBER:

ANDY PLAN OF CORRECTION'

B. WING

(X2) MULTIPLE CONBTRUCTION
A BUILDING

| e) nATE SURVEY
. COMPLETED"
01 -MAIN BUILDING 01 - e

186277

1211481201

WAME OF PROVIDER OR SUPPLIER
HERITAGE HALL HEALTH & REHABILITATION CENTER

STREET ADDRESS, OITY, 6TATE, ZIP GODE
531 BOUTH MAIN STRBET

LAWRENCEBURG, KY 40342

D
PREFD
TAG

SUMMARY STATEMENY OF DEFICIENCIES
© {EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATIDN)

D |
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECYIVE ACTION SROULD BE
CROBB-REFERENCED TO THE APPROPRIATE

; DEFICIENCY)

DATE

(X6}
COMPLETION

K 000

K000 | INITIAL COMMENTS

CFR: 42 CFR §483.70 (8)

"|'BUILDING: 01

PILAN APPROVAL: 19673 Original Construction
Date 1986 Addition - '

SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE:, One (1) Story, Type fif
{000) Unprotected -

SMOKE COMPARTMENTS:  Five (5) smoke
compartments. :

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM ‘ :

FULLY SPRINKLED, SUPERVISED (Dry "
|sysTEm - A

EMERGENGY ROWER: Type Il LP Genorator.

A life safety code survey was Iniflated and
concladed on 12/14/11. The findings thet foltow
.| demonstrate noncompliance with Title 42, Code

of Fadera Regulatians, 483.70 (a) et seq (Life
Safety from Flre). The facllity was found notin -
substantial compiiance with the Requirements for
Participation for Medlcare and Medicald. The
facliity is llcansed for ong hundred twelve (112)
beds and the census was one hundred elght ~ ~
(108) the day of the survey. '

No Residents were affected by the

clted Life Safety Code Deficiencies.

LABORA;l'ORY IRECTOR'S OR FROVIDEFUSEPPBER REFREQENT: TIVE'S SIGNATURE .

(X&) DATE

J0-

THE |

Admm ?}W’W‘(‘.' /

Any defidancy statement ending with an

¢

asteslek (%) denolas a dénclgnuy which th Instution may be excused from
other safeguards provide eufficlent protactian to the patlonts, {508 Welructions,) Except for nuralng homes,
fallowing the dale of eurvey whether of not a plan of corcecilon |s provided. For nuralng homes, the b

ting providing It l# determined that
the findinga stated above
ave findings and plans of comection are dizclogablé 14

daya following (he date these dotuments are mede available lo the faclllly. i defiloncies are clfed, an approved pian of comaction is requisits to continuad

program prirticipation.

are disclosable 80 days

T Coraht 10 00 DAL

Faplity 10; 100431

_ Jfcontlnuatlon sheet Page 1 of 5
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CENTERS FOR MEDICARE & MERICAID SERVICES : - OMBNO, 0938-0391.
STATEMENT OF DEFICIENCIEG | (1) PROVIDER/SUPPLIER/CLIA {¥2) MULYIPLE CONBTRUCTION (X3} DATE SURVEY .
ANCI PLAN OF CORRECTION _ IDENTIFICATION NUMBER: e COMPLETED

_ _ o A BUILOING 01 - MAIR BLILOING 01 .
B. WING : ‘ .
106277 - _ e _ -  1211412011
NAME OF PROVIDER OR SUPPLIER . : "BTREET ADDRESS, CITY, STATE, ZIP CODE
\ - 331 SOUTH MAIN STREET
E HA A BILI CENTE:
HEBITA(_?- LL HEALTH & REHABIL TAT[_O_N. R -_ LAWRENCEBURG, KY 40342

04} 10 BUMMARY STATEMENT OF DEFICIENCIER D PROVIDER'S PLAN OF CORRECTION (x5) :
PREFIX . -EACH DEFICIENCY MUST BE PRECEQRD BY FULL PREFI (EACH CORRECTIVE ACTION.SHOULD BE COMPLETION |-

TAG REGULATORY OR LSC J0ENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE

- , : DEFICIENGY) ' :
K 000 | Continued From page 1 : _ K000
" | Deficiencles wera-clted with tha highest _ ‘ K029 ¥

' deficiency identified at "D" level.. o : :

f, 029 NFPA 101 LIFE SAFETY CODE STANDARD K028{0n 12-17-11 a self closing device for

- . ] . .

One hour fire rated construction (with % hour
fire-rated doors) or an approved automatlc fire
extinguishing sysfem in accordance with 8.4.1- -
andfor 19.3.5.4 protects hazardous areas. When {
the approved automatic fire extingulshing system }

 |the food storage area door in the kit-

chen was pprchased. On 12-22-11 the

option Is used, the areas are separated from , self closing device was installed. Thor- .
other spaces by smoke rasisting partitions and j ;
doors. Doors are self-closing and non-rated or : '

‘ : - ough rounds were made on 12-20-
field-applied protecilve plates that do not exceed gh rounds ml adeo 20-11 bL
48 Inohes from the bottorn of the door are - . , . ,

- the Maintenance Assistant and no other

permitted.  19.3.2.1
door was Identified as be.ing in need of a

self closing device. The fécillty‘ utllizes a

This STANDARD Is hot met as evidenced by: B -
Based on observatian and interview, it was computerized program (-TEF'S) to assist us
-determined the facility failled to ensure hazardoue
areas wers protected according to National Fire
Protoction Assoclation (NFPA) standards,

in maintaining a preventatlve maintenance

—_T
]

. . 7 program. We have added checking the sel

The findings Include: - Lo
. ‘ ' closing door devices to the program to be

Observation, on 12/14/11 at 10:?'11» AM, wilh t:\e o :

Maintenance Director revealed the door leadin ' '

into the food storage in the kitchen area did ncﬁfJ checked quarterly.

have a self closing device installed per NFPA Lifs

Safety Code. ' _ ‘

Interview, on 12/14/11 at 10:41 AM, with the
Malntenance Director revealed he was unaware
of this requirement,- This was also confirmed with
the Administrator during the exit interview.

FORM CW3-2607(02-09) Previous Veretona Obsotels " EventiD:JolM2y Facllly1D: 100431 “: If continvatlen sheel Page 2 of §
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_CENTERS FOR MED|GARE & MEDICAID SERVICES o : OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPUER]CLIA (X2) MULTIPLE CONBTRUCTION jDATE SURVEY
AND PLAN OF GORRECTION IDENTIF[CATION NUMBER : : - COMPLETED -
: - - : ABUILOING 01 - MAIN BUILDING 01 4
186277 B.WING 1211412011

NAME OF ‘PROVIDER OR SUPPLIER -
HERITAGE HALL HEALTH & REHABILITATION CENTER

ETﬂEé'rADDRESS,'mTY. STAYE, i CODE ™
391 SOUTH MAIN STREET

LAWRENCEBURG, KY 40342

K029

-1 extinguishing shall be

{m2)

(4} Repalr shops

Reference: NFPA 101 {2000 adiltion)

18.3.2.1 Hazardous Areas. Any hazerdous areas
shall be safeguarded -

by a fire barder having a 1 hourﬂne resnstance
rating *

or shall be provided with an automatlc
exdingulshing aystem In

accordance with 8.4.1. The automatfc :

permitted o be in accordance with 19.3.5. 4
Where the sprinkiar

optlon is used, the areas shall be saparated from
other

spaces by smoke-resiating partitions and doors '
The doors

shall be selfclosing or automatlcncloslng
Hozardous areas

shall include, but shall not be reslrlcted to the
followlng: -

(1) Boller and fuel-fired heater rooms

(2) Ceniral/bulk laundries larger than 100 fi2 (9. 3

(3) Palnt shopa

(6} Solled Hinen rooms

(6) Trash collection rooms

{7) Rooms or spaces larger than 50 ft2 (4.6 m2},
including

repair shops, used for storage of combustible
supplles

and equipment in quantmes deemed haz::lrdous
by the

authorily having Jurisdiction

(8) Laboratorles employing flammable or
combusitble materlals '

In quantities less than those that would be
considered '

():4) 0, SUMMARY STATEMENT OF DEFICIENCIES 0] PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENGED TO THE APFROPRIATE DAYE
. : DEFICIENCY)
Continued From paga 2 'K 028
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DEPARTMENT OFE. HEALTHANDAHUMAN SERVFCES
CENTERS FOR MEDICARE: 8 MEDICAID SERVICES

T *’*’*PRINTEU’ 01042012
et o i et A FORMAPPROVED

OMB NO, 09380391

STATEMENT OF DEFICIENCIES (;(1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION e ggm Eé)%\r
OF GORRECTION ‘ IDENTIFICATION NUMBER:
AND PLAN EEE ¢ A . A BUILOING 01 - MAIN BUILDING 04
B wina_ 5 :
185277 T B 1211412011.

NAME OF PROVIDER OR SUPPLIER :
HERITAGE HALL HEALTH & REHABILITATION GENTER

STREET ADDRESS, CITY, STAfE: ZIP CODE
234 SOUTH MAIN STREEY

LAWRENCEBURQ, KY 40342

Required automatic sprinkler systoms are
continuousty maintained In reliable operating
condiflon and are inspected and tested
perlodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,
976

This STANDARD is not met as evidenced by:
Based on observation and intetview, it was
determined the facllity failed to ensure sprinkler

1 heads were malntained, accordlng to NFPA

standards

The ﬂndlngs include:.

Obsetvatton, on 12/14/11 at 10:02 AM, revealed a

sprinklsr head located above the Pink Slde Exit
doors was located too close fo the wall, less than
four (4) inches. The observation was confirmed
with the Maintenance Director..

Interview, on 12/14/11 af 10:02 AM, with tha
Malntenance Dhrector, revealed he was unaware
of !hese requirements.

Company was contacted by the Maintenance

Assistant on 12-16-11. The date the sprinkler

1-12-12. Thorough rounds were made on|
12-20-11 by the Maintenance Assistant an

no other sprinkler head was identified as i

=

- -

need of being relocated. All other sprinklg

heads met the 4 inch requirement.

(X410 - SUMMARY STAYEMENT OF DEFICIENCIES 10 ’ PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACI DBFICIENCY MUST BE PRECEDED BY FULL PREFIK {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGUlATORYOR LSE IDENTIFYING 1NFORMAI‘ION) TAG CROBS-REFERENCED YO THE APPROPRIATE - DATE -

. DEFICIENCY) .

I 028 | Continuéd Erom page 3 K029

a severs hazard.

Exception: Doors in rated enclosures shall be

perniitted to have nonrated,

factory- or fisld-applied protective plates

extending not more

than 481, (122 cm) above the bottom of the K062

door, - C _
K 052 | NEPA 101 LIFE SAFETY CODE STANDARD K 062{ Arepresentative from Kentucklana Sprinkler
§5=D ! L

head is on the schedule to be relocated is /,13—/)\%

FORM C48-2667{02-88) Previous Verslons Obsoléle -

Referance:
NFPA 13 (1900 edlﬂon)
5-6.3.3 Minlmum Distance from Walls. Sprlnklars
Facliy 10: 100431 | If continuellon sheet Page 4 of 6

Event 10; JOLM24
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| DEPARTMENY. OF HEALTHAND.HUMAN SERVICES..... ... ..;__.g."...w.«...,_,,,_M__.,.W.~._;.-__-.._._ o AFORMAPPROVED
~ CENTERS FOR MEDICARE & MEDICAID SERVICES ' : OMB NO, 0938-0391 -
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLER/ICLIA = * | (X2) MULTIPLE CONSTRUCTION” (X3) DATE SURVEY
AND PLAN OF GORREGTION . IDENTIFICATION NUMBER: - ' GOMPLETED
: - A BUIDING 04 - MAIN BUILDING D1
' o Wi . ' '
' : 185277 B. WING : 120141201
" NAME OF PROVIDER OR SUPPLIER : o STREEY ADDRESS, CITY, STATE, 2P CODE
. : . 331 SOUTH MAIN STREETY
ERITAGE HALL ABILITATION C .
H R - H HEALTH & REH } A ON CENTER ‘ _ LAWRENCEBURG, KY 40342
0410 SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION ()
PREFIX, (EACH DEFICIENCY MUST BE PREGEOED &Y FULL PREFIX {EACH CORRFCTIVE ACTION SHOULD Bg COMPLENON
YAG REGULATORY OR LBO IDENTIFYING INFORMATION) TRE (ACSY-REFERENGED TO THEAPPROPRIATE . |- DATE
. : . DEFICIENCY)
K 062 [ Conttnued From page 4 o K 082
shall be tocaled & minimum of4 in. (102 mm)
fromawall.
NFPA 26 {1098 edition) '
2-2.1.1* Sprinklers shall be inspected from the
floor tevel

annually, Sprinklers ghall be free of corros:on
foreign materials,

'paint and physlcal damage and shall be instailed
in the

proper orientation (a.g., upright, pendant, or
sidewall). Any :

sprinkler shall ba replaced that is painted,
corroded, damaged,

toadsd, or In the Improper oflentatlon.

B(ceptlon No. 1:* Sprinklers installed In
concealed spaces such as

above suspended cellings shall not require
inspection.

Excepilon No. 2! Sprinklers Installed in areas lhat
are Inaccessible :
for safely considerations due to process
operatlons shall be inspected :
during each scheduled shutdown,

FORM CMS5-2567(02-08) P ravious Verslons Obzolala Evant (D; JOLM21 * Faollity ID: 100431 If contluration shest Page 6 of 5





