' PRINTED: 06/04£2032
DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
CENTERS - FORIMEDICARE & MEDICAID SERVICES : » OMB.NO. 09380391
TATEMENY OF DEFIGIENCIES | (X1), PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY 4
ND PLAN OF CORREETION IDENTIFICATION NUMBER: : COMPLETED
A BUILDING
_ 185295 B. WING . 05/18/2012.
NAME OF PROVIDER [OR SUPPLIER, | sTREET ADDRESS, CrrY, STATE, ZIP CODE '
MANO 112 DOVER DRIVE
DOVER R GEORGETOWN, KY 40324
) D SUMMARY STATEMENT OF DEFICIENCIES 0 PROMVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DERIGIENCY MUST BE PRECEDED &Y FULL, PREFEX (EACH CORRECTIVE ACTION S8HCULD BE COMPLETION
TG REGULATORY OR LC IDENTIFYING INFORMATION) TAG CROB3-REFERENGED TO THE APPROPRWTE . DATE
: _ DEFICIENCY)
F 000 | INITIAL. COMMENTS F 000
| A Recertification Survey was initiated on
05/16/12 and concluded on 05/18/12,
| Deficiencies were cited with the highsst scope
and seberity of an "F". .
F 372 483 3%i)(8) DISPOSE GARBAGE & REFUSE F 372
8s=r| PROPERLY
The fagility must dispase of garbags and refuse
properly. ’ ¥ 372 | The defective dumpster lid was replaced on
5/17112, by Veolia. A copy of their call log
and work order is attached.
This REQUIREMENT i3 not met as evidenced
by: - ) L The Dietary Manager has created a log for
Based on observation and interview, it was daily inspection of the dumpsters. The
-defermined the facility i-afled to store garbage and dumpsters will be inspected on a daily basis
refuse properly to prevent the harborage of and initialed by the Dietary Manager/Cook
insecty rodents, or othix wildlife. The facility completiug the inspection. Damage to lids
failed 9 ensure one (1} of two (2) dumpster g ia
inere | R or dumpsters will immediately be reported
contal ers were fully kaem. to the Maintenance Director.
The fintlings Inclue: Results of inspections and any nesded
Ay T ; : ' repairs shall be reported to the CQI
Obsenvation during the Environmental Tour, on repalts ,
06/16/12 at 1:15 PM, revealed the lid of one (1) of Committee on a weekly basis.
the dumpsters was only half present. | - )
. | Observation on 05/17/12, at 1:17 PM, ravealed Compliance shall be monitored by the CQ!
.| the dumpster lio was stilt missing. T Coromittee.
Interviéw with Dietary Aide #0, on 06/16/12at F372 Completed 5/j#y12 |
5:50 PM, revaaled the kitchen staff took the trash (] Mﬂ(
from the kitchen to the dumpsters outside s i\ b)'
surrgunpded by the white fence.  Further interview
revealad both dumpsters were used by the
kitchenjand they should havelids to keep insects >
! and other pests away.
Interview with Mainfenance Director, on 05/17/12
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DEPARTMENT [OF HEALTH AND HUMAN SERVICES

ENTERS FOR MEDICARE & MEDICAID SERVICES _

PRINTED: 06/04/2012
FORM APPROVED

OMB NO, 0938-0391

JTATEMENT OF DEFICIENCIES - [(X1) PROVIDER/SUPPIUER/GLIA (X2) MULTIPLE CONSTRUCTION | 6x9) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
< A BUILDING !
: B. WING
165205 _ 05/18/2012
NAME OF PROVIDERIOR SUPPLIER ' STRECT ADORESS, CITY, STATE, ZiP CODE
112 DOVER ORIVE’
POVER MANOR | GEORGETOWN, KY .40324
" @D .| SUMMARY STATEMENT OF DEFICHENGES 1D PROVIDER'S PLAN OF GORRECTION o)
PREFIX &cﬂ DEFICEENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE c
e ULATORY OR LBC IDENTIFYING (NFORMATION) TAG ) cnoss-narenenc TO THE APPROPRIATE bATe
DEFIGIENGY)
F 372| Contirued From page 1 _Far2
at 1:17 PM; revealedmedumpsterwasthe -
resporsibility of the kitchen staff and that he was
e the lid was missing
bw with the Director of Nursing (DON), on
06/18/112, at 4:16 PM, revealed the dumpster with F 386 | Physician's Orders for resident #15 and
the rhizsing lid was an infection control issue. | #16 have been signed by thejr respective
Furthe IMW|TBVE£1BP the dumpster should Phiysicians. All Physician Orders in the
have g ful lid on.it et all imes | facility have been reviewed by the DON,
F 386 | 483.40(b) PHYSICIAN VISITS - REVIEW F 388| Jumie Pierce, 1PN, and Niki Jones
88D | CAREINOTES/ORDERS Medical Records on 5/21, 522, and 5/23/12.
The physician must review the resident's total ]?;L:dbﬁo:ial ‘;ﬁmﬂd Physician Orders
prog &0 of care, including medications and go
of il “""l :ar: mﬂ E "gfg::%‘;g mg"h (@} MDS Coordinators will monitor Physician's
no'é.es_ t each \tfiisit; ‘;r;dﬂslgn and r:iate all orders | Orders s aﬁ?{:g;“&:;’g::m;
w ax enza maococcs admiss} -
bolysacharive vaceines, which may bo. will be immediately identified and brought.
ampm stered per physician-approved M‘W to the at:enngn o.f Medmal Records who witl
fter an assessment for contraindications. insure the order is sigued.
Compliance will be monitored by the CQI
QUIREMENT is not met as evidenced Committee on a weekly basis.
Baseq on interview, record review and a review F 386 Completed 5/24//12
acility's policy, it was determined the
facility/failed to ensure Physician's admission .
ordersiwere signed and dated.
of the medical records revealed the
facility|failed fo ensure two (2) of seventeen (17)
samplipd residents (Residents #16's and #16's)
admisgion orders were signed and dated by the
Physicgan.
The findings include:
ORM CMS- 2567 (02-95) Previous Versions Obeciots Evert ) VMHO1 Faxiffty |D: 100460 _ nm&aﬂmmpm:ufa




' y : ' ‘ : PRINTED: 08/04/2012
DEPARTMENT| OF HEALTH AND HUMAN SERVICES : * FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ . OMB NO. 0938:0391
(X1) PROVIDERSUPPLIER/CLIA (K2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
(DENTIFICATION NUMBER: - : COMPLETED
. . | A. BURDING -
" |e.wine
185285 0511872012
NAME OF PROVIDER OR SUPPLIER o STREET ADDRESS, CITY, STATE, ZIP CODE
' 142 DOVER DRIVE
DOVER MANO | _ . GEORGETOWN, KY 40324
Y SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION o8
PREFIX (#« DEFIGIENGY MUST BE PREGEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
| TAG LATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE vame,
- . DEFIGIENCY) _
} :
" 'F 388 Conti ed Frompage2 = . F 386

Reviewr of the facility's policy entitled, "Physudan ‘
ders” (no date), revealad Physician's
igsion-orders for the resident's immediate
care were obtained from the aftending Physician
on adinission and should be signed and dated by
the Pilysician. ‘

..Review of the madical record for Resident #15
aled the facility admﬂied Reeident#‘lS en

ar Acoidsnt, history of two baok surgeries,
Diabefes Type 2, Hypertension, questionable
tis C from transfusion, Appendectomy,
Brady ardia and Anxiely. Review of the

e the orders were dated or signed bythe
admit§ng Physiclan.

tew of the medical record for Regident #16
revealed the facliity admitted Resident 16 on
01/10412 with diagnoses which included a
nan-hpaling ulcer and Celllitis of the right lowar
axire ity, Peripheral Vascular Disease, history of
Deep Mein Thrombus, history of Iron Deficiency,
Anem a, Diabetic Type 2, Hypertension,
pesophageal Reflux Disease, History of
yalgia, Rheumatic Weakness, Depression
Ag rﬁcAneurysm. Review of the admiesion

-- the admitting Physician.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 444
S8=t | SPREAD, LINENS
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N ' ' . PRINTED: 08042012 |
DEPARTMENT OF HEALTH AND HUMAN SERVICES | . . FORMAPPROVED :

CENTERS FOR MEDICARE & MEDICAID SERVICES _ _ ____OMB NO. 09380381
STATEMENT OF ENCIES 01} PROVIDER/SUPPLIERICLIA (=) MULTIPLE CONSTRUCTION {%8) DATE SURVEY
AND PLAN OF TION . " IDENTIFICATION MUMBER: - ) COMPLETED
- A BUILDING
186296 B NG ' 05/18/2012
NAME OF PROVIOER OR SUPPLIER ' ' STREET ADORESS, CITY, STATE, ZIP CODE '
MANOF ‘ 112 DOVER DRIVE
DOVER l . ) GEORGETOWN KY 40324
0 1D SUMMARY STATEMENT OF DEFICIENCIES n S PROVIDR OF CORRECTION o5}
PREFDX | - (BACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH 'AGTION 8HOUWD BE COMPLETYON
. TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OAvE
DEFICIENCY)
F 441 | Contipued From page 3 - F 441

sanitary and comforiable environment and
prevent the development and transmission

fection CO"UOI Program
acility must establish an Infechon Control
am undervmlch It~

be applied to an lndlvtdual resident; and
Aintains a record of incidents and comective

{b) Prpventing Spread of Infection
& the infection Contro} Prggram

FORM mswmﬂ Previous Versione'Cbsolete Event [:VMHOM ~ Fociily ID: 100480 If continuation sheet Page 4 of 8




| - PRINTED; 08/04/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPRDVED

CENTERS FOR MEDICARE & MEDICAID SERVICES : . : L OMB NO. 0938:0391
STATEMENT OF DE| ENCIES - X1) PROVIDERISUPPUER/CLIA O@) MULTIPLE CONSTRUCTION : (X3) DATE SURVEY.
AND PLAN OF ﬁcno_u ) ' COMPLETED

meunmgrm NUMBER: A BUILDING
_ _ 185295 B. WING 05/18/2012
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZP CODE .
. 112 DOVER DRIVE
DOVER MANOS N GEORGETOWN, KY 40324
o) iD SURBIMARY STATEMENT OF DEFICIENCIES D PROVIDER' PLAN OF CORRECTION s)
PREFIX {HACH DEFICIENCY MUST BE PREGEDED BY FULL. PREFIX | .  (EACH CORRECTIVEACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IENTIEYING INFORMATION) TAG  CROSS-REFERENCED TO THE APPROPRIATE DATE
; _ - DEFICIENCY) '
F 441 Contiued From pags 4 F 441
EQUIREMENT is not met as evidenced
b!ﬁ
Based on observation, interview and review of . o
the faglity’s policy, it was determined the facility F441 | Inservices have been held with all Dietary
Tailed fo establish and maintain an infection staff and Nursing staff on 5/22, 5/23, and
contrd! program designed to provide a safe, 6/5/12, which were conducted by fhe
sanitayy, and cornforiable environment and to Dietary Manager, and on 6/6/12, which was
help_ s revant the development and fransmission conducted by the RD, covering bare hand
of disgase and infection. contact with food, dumpster lid and
- ding area housakeeping, food service
Obeefvation during meal service, an 06/16/12 at igfh“:mef& and rmm;eg?ﬁg.;yiards_
8:20 AM, revealed staffs' hands were coming into '
directicontact with the residents’ food. Bread is delivered in a wax paper bag and
. an additional piece of waxed paper is now
The fipdings include available on the food service carts to assist
eios . those employees who feel it is helpful for
of the faciiity's policy entitled, “Feeding . e ey
saled under section “General Infection Control  reaking comtact.
ines”, staff should wash hands before and :
after gll procedures, end should wear gluves The DON and Charge Nurses bave
when pppropriate maonitered meal service and have continwed
w0 Instruct as necessary.
Interview, on 06/18/12 at 3:35 PM, with Licensed ) . .
Practipal Nurse (LPN) #1, revealed she thougit Compliance will be monitored by the CQI
the fagility's process for apptymg butter or jam to Committes in weekly meetings.
a resient’s toast was not to touch the toast. She
tated staff should leave it on the plate or use a F 441 Completed 6/7/12
giove.|She stated this was t0 ensure organisms ‘ ‘
hands did not get fransfesred to the bread
ation of the breakfast meal, on 05/16/12 at
8:27 AM, revealed Stale Registerad Nurse Aide
{SRNA) #2's hands, not wearing gloves, came
into direct contact with Unsampled Resident A's
food, while apptying butter and jam fo the
resident's toast.
IR CMSE-2567 (02-00) Pravious ereions Cbaoiats " Event ID-VAHO11 Facity ID: 100480 If continuation sheet Page 5 of 6




" PRINTED: .08/04/2012

DEPARTMENF OF HEALTH AND HUMAN SERVICES . FORM APPROVED
| ' - OMB NO, 09380391
0C2) MULTIPLE CONSTRUCTION %3) m
IDENTEIFICATION NUMBER: A BUILDING )
| 185295 B.wWina 05/18/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIiTY, BTATE, ZIP CODE
' : 12 DOVER DRIVE _
DOVER MA . GEORGETOWN, KY 40324
%) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX DEFICIENOY MUST BE PRECECED BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG r%gurom OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ' DATE
-DEFIGIENCY)
F 441 e inued From page 6 F 441
rvafion of the breakfast meal, on 05/16/12 at
AM, revealed SRNA #4's hands, not wearing
wme in direct contact with Unsampled
ent B's food, while applying butter and jam
esident's toast
Observation of the breakfast meal, on 06/16/12 at
8:34 AM, revealed SRNA#5's hands, not wearing
| glovés, came in direct confact with Unsampted
| Resiflent C's food, while applying butter and/or
i Jam & 8 residents toast.
\
? Interyiew; on 5H8/12 gt 240 PM, with SRNA #2
| ravegled she thought the facility’s: process for
‘ hfing butter or jam to a resident's toast would
wash hands/sanitize hands, use the plastic
B a8 a barrier while buttering the bread so
as foinot touch the bread. Interviaw further
revegied when asked if BRNA#” used this
00#ss at all-times, SRNA #2 said "oh wall |
esB not all of the time". Continued interview
avedled she should not have fouched the food
with her hands due to contamination and '
bacteria ) .
RO CMS-2567(02-08) Previous Versions Obsciete Evert D VIHO11 Faciiy 1Dz 100480  if continuation sheot Page 6 of 6
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_DEF’ARTMEN OF_ H_EALTH AND HUMAN SERVICES . _ . INTED; 06/04/2012

FORM APPROVED
ICES - - OMB NO. 09380391 _
STA DEf é'{:r";ocfs (xq_'mmﬁpﬁmm | 1X2) MIATIPLE GONSTRUGTION (x9) DATE SURVEY:
ND PLAN OF C It UMBER; o :
0 A R A BUILDING  O1- MAIN BUILDING 01 _ CommETED
: B WING___
. _ 185286 05/16/2012
NAME OF PROVIDER OR SUPPLIER _ | STREET ADDRESS, CITY. STATE, ZiP CODE
' 112 DOVER DRIVE .
DOVER MANOR .
. . ' GEORGETOWN, KY 40324 -
(X4) D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 05)
PREFIX DEFICIENCY MUST BE PRECEDED BY FULL PREFIX _ (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE . owe
. KO0O0D|INITIAL COMMENTS K 000

CFR| 42 CFR 483.70(s)

BUILDING: 01

PLANAPPROVAL: 06/1 577 _
SURYEY UNDER: NFPA 101 2000 Existing
FACILITY TYPE: SNF/NF

TYPH OF STRUCTURE: One (1) story Type V
{111)

SMOKE COMPARTMENTS: Four {4) smoke
compartments . )

FIRE ALARM: Complete fire alarm system with
smoke and heat detectors

SPRINKLER SYSTEM: Complete (wet) sprinkier

sysle
GENERATOR: One (1) Type Il natural gas
genergtor.

A standard Life Safety Code survey was
condycted on 06/16/12. Dover Manor was found
not fo|be in compliance with the requirements for
participation in Medicare and Medicaid. The
facllity is licensed for eighty-five (85) beds with a
censue of eighty-five (85) on the day of the
survey. '

The findings: thet follow demonstrate
noncgmpliance with Title 42, Code of Federal
Regulations, 483,70(a) et seq. (Life Safety from

Fire) .
SEPRESENTATIVE'S SUGNATURE TTLE o
S . e >
ol AW Yy l et vrd —_— . r
pHris) (") denotes a deficlency which the Institution may be excused tom comecting providing i is d that

ds provide suff otactlc mﬂmpaﬂu@.@eeimhnﬂm&)ﬁmapthrnmslmm.memmsﬁhdabwal'edisdca ¥e-90 days
ollowing the date of sirvey whether of not a pian of cotreotion s provided. For nursing homes, the above findings and plans of cormection are disclosabic 14
inys following the dalp these documents are mada pvalfable to the facility. H deficioncies are citad, an approved plan of correation Is requisite to continued
yogreim participation ' ’ ) .

————
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o PRINTED: 06/04/2012
DEPARTMENT) OF HEALTH AND HUMAN SERVICES _ : : ' © '+ . FORMAPPROVED
E & MEDICAID SERVIGES . . : . OMB NQ. 0938-0391
STATEMENY OF DEF|Q (%1) PROVIDERISUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF IDENTIFICATION NUMBER: COMPLETED
‘ ‘ A BUILDING 01 ~ MAIN BUILLDING D1 .
_ | e oo — _ osnanor
NAME OF PRO' OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE -
MAN 112 DOVER DRIVE
DOVER GEORGETOWN, KY 40324
£%4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREOTION reE
PREFO {(HACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX _ {EACH CORRECTIVEACTION BHOULD BE COoMPLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREMNCED TO THE APPROPRIATE DATE
. : . DEFICIENGY)-

K 000 | Contigued From page 1 - K000

K 082 | NFPA/101 1IFE SAFETY CODE STANDARD - K 062
58=

ukred automatio sprinkler systems are K 062 |The sprinkler head Jocared in the exployee
conti sly maintained in reliable operating break room was re-positioned by Simples-
condifon and are mspected end tested Grinnell on 5/23/12. “The sprinklor hoad is
07, .

The Maintenance Director and Admin-
istrator inspected the entire facility on
5/21/12, and were unable 10 ideotify any

determined the facility falled to ensure sprinkier |meat requirements. .

headg were maintained, according fo National : ] . i .

Fire Pyevention Association (NFPA) standards. The Ma_amtenmce Director will continue to
supervise any fitture improvemenis to

The findings include: - ensure continied compliance.

Obse{vation, on 06/16/12 at 1:12 PM, revealeda | X 062 - Completed 524/12

sprinkder head located in the mechanical closst in

pioyee break room was {ocated too close

NFPA 13 (1999 edition)

5-6.3.8 Minimum Distance from Walls. Sprinkiers
shall he located a minimum of 4 in. (102 mm)
from g wall.

mmmﬁmmm Event i VMHO21 Facility f0: 100480 . If continuation shest Page 2 of 2






