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Upon the death of a reskdent with a personat fund

'| deposited with the {acifity, the faciity must convey

within 30 days the residents funds, and a final
accounting of those funds, 1o the individual or
probale jurisdiciion administering the resident's
estata.

This REQUIREMENT s nol met as evidenced
by: ' '
Eased on intenvew, record review, and a review
of the faclily's policy, it was determiined the
faciity falled to convey the resident's funds, and a

* | final aceounting of those funds, to the individua?

or probate responslble for the resident's estate
within thirty days of death for two of sighieen
sampled Tesidents (Resideni #15 and Residant
#18}, Resident i#15 expired on 12/16/44,
howaever, the faciity failzd to convey tha
residents funds or account information until
D2404M2 (17 days after the acceptable timeframe

" | of 30 days). Residant #18 expired on 10/230/11,

howsver, the facility failed to convey the
regldent’s funds ¢r account information untl -
02/01/12 {63 days after the accaptable timeframe
of 30 days).

“Tha findings include:

A review of the fadility’s-polioy fitlad Resident

_care, contact obligation or position,

not constitute an admission regarding any
facts or circumnstances surrounding any
alieged deficiencies to which it regponds,
Nor is meant to estahlish any standan

civil or coimdpal' claim, action,
proceeding.  MNothing contained in
plan or comection should be considered as
a watver of any potentially applicable pper
review, quality assurance or selficritical
examination privileged which tin
County Health Care Facility offers| it
responses,” credible  allepations | of
compliance and plan of correction as gart

of its ongoing efforts to provide quality

care to our residents.
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F 000 | INITIAL COMMENTS Foog] Martin }Z‘ounty Health Care.Facility dpes
. - not beliéve and does not admit that any
. deficienci ot X s
A standaid health survey was conducted on -~ Ce_ zl;nc{?s e)fISt i Matr}im .C(LT tty He; Iﬂ:
01/31/12-02/03/12. Deficient practice was a_l ract lt-}.r TESErves the TSt 1o confes
Hientified with the highest scope and severity at | survey findings  through formal- dispute
I jevel. resolutions,  formal legal  appeal
F 180 | 483.10({c){E) CONVEYANCE OF PERSONAL F1ep| proceedings, or any administrative legal
=g | FUNDS UFON DEATH - ‘proceedings. This plan of correction does
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Any deficiency sinlernent ending with an asterisk {*) denotes 2 dsﬁupnq which the nsfitution may be excused from comecting providing H s delenmined that
oltar oafeguards provide sutficient protection 1o the pafients. {Ses inslruciions) Excepl for murslng homes, the findings siated ebove are disziosabls 90 days
follovdng the date of survay whelher or not & plen ef comeclion i provided. For nursing homes, tha abova ﬁrldlrigs and plans of comechion am disclosable 14
days following the daie these documents are mede avaable ko the facrl‘lty W defictencies ara «led, en eppraved ptan of cerrection Is requistte to continued

program paricipafion,
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Funds: Management of Personal Funds {dated - 1) It is and was on the day of the suryey

01/09/03) revealed I was the policy of the facility
1o manags the personal funds of a resident as
requested by the resident. There was no
timeframe reganding the conveyance of the funds
afler a resident’s death in ihe policy.

A review of ihe finardial record for Resident #15
revealed the resident expired on 12M6/11.
However, there was no ovidence the facllily had
conveyed the balance of Resident #15's account
1o the person responsible for the resident's estata
untfl C2/01412 (47 days afler ihe msident's death,
which was 17 days after the acceptable
timeframa),

A review of the Enantial record for Residant #18
reveaied the resident explired on 10/20/11.
However, there was no evidence {he facifily had
conveyed the balance of Resident #15's account
fo the parson responsible for the resident’s estale
untl 02/04/12 {93 days afler the resident’s death,
which was 63 days after (he acceptable
timeframe).

An interview conducted with the bookkeeper on
02/03112, &t 12:10 PM, revealed she had’
performed the duties of bookkeeper for six

months and was not aware of the requirement for

the resident's funds to be conveyed to the
individuat or probate responsible for the estate

" 1 within thiry days.

An interview conducted with the Administrator on
02/03/12, at 2:05 PM, revealed she was awara
the funds should have been sent {o the residents’
famiies within 30 days. The Administeator stated
bookkeeping records were monitored quarterly

2)

3)

4

5)

the policy of MCHCF that upon déath
of a resident that the facility must -
convey within 30 days the resident’s
funds; and a final accounting of thpse
fimds. The executor of the estaie OJ er
resident #18 and #15 were. mailed
cheeks on 2/3/12 for the amount the
résident had in ftheir account at the time

of their death,

Al residents who have expired hjive
had their personal funds account aud ed

by the administrator,

Bookkeeper will send

At the end of each monil fhe

a report fo fthe

Administrator defailing any resident
who died during the month and the

amount of the accounts.

As a part of the facilities ongoing CQI

program, the bookkeeper will review all

resident aceounts on a guarterty basig,

22012
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The resident hes the right o personal privacy and

confidentiality of his or her personal and clinical
fecords.

Personal privacy includes accommodations,
medical treaiment, written and {elephone
communications, personal care, visits, and
meelings of family and resident groups, but this
doas not reguire the facifity to provide a private
room for each resident.

Except as provided in paragraph (e}(3) of this
seedion, the resident may approve of refuse the
release of personal and clinical records to any
individual outside the faciity,

The resident's 1ight to refuse release of parsonal
and dlinical records does not apply when the
reeldent is transferred to ancther health care
institution; or record release is required by law.

The facility mus! keep confidential alf information
contained in the resident's records, regardless of
the form or storage methads, except when
release is raquired by iransfer to another
healthcare institution; Jaw, third party payment
contrack; of the resident.

Fhis REQUIREMENT is'not met as evidenced ‘

1'by:

Based on ohearvation, interview, and a review of
the facility policy, the fadllity falied fo provide
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F 180 | Continued From page 2 © F 180
for accuracy, howevar, these accounis had not ' . ‘
- been identified as an issoe, . .
F 164 | 483.10(c), 482.75(K{4) PERSONAL Fis4i 1} IUis and was on the day of the suryey
53=D | PRIVACY/CONFIDENTIALITY OF RECORDS the policy of MCHCE fo maintain the

residents rights to personnel privacy dnd
confidentiality of bis or her persopai
and clinical tecords. The residents| in
question were ~ examined  and
taterviewed and they were found nof to
have been adversely affected by fhe
deficient practice.

‘2) Al mursing assistants have bgen
educated on the facilities persopal
privacy ‘and confidentiality of records
policy. .

3) A [ull staff in-service on- 2/24/12
conducted by the Director of Nursing
on  educating the  staff on Ehe
requitement to pull privacy curtains

- while doing inconfinence care and using
sheet covers during med pass to enshre
confidentiality of the resident’s medigal
information. .

4} As a part of the facilities ongoing QI
program, the CQI Nurse will condhict
monthly audits with 5% of facitities

_ nurse aid staff during incontinence care

~to observe that resident privacy! is
maintained. After six months of
compliance the audits will be condacted
quarterly, :

EORM CMS-D557{02- 36} Previous Vecsions Obsoiets
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F 184 | Continued From page 3 )
personal privacy for one of 2ighteen sempled

F 164

- As a part of the facilities on going QI

1 residents {Resident #2). Qbservailon or

02/01#12, at 1:30 PM, mvealed two Certifled
Mursing Assistants {CNAs} failed to pull the
privacy curtain during incontinence care and as a

KMA’s staff during med pass to ensrr
that the confidentiality of the reside

progeam, the CQI Nurse will condhet
monthly audits with 5% of the facilities
e
t’s

result Resident #2 was exposed to the other
resident in the room. 1n addition, the fecility failed
{o ensure residenis' health information was
maintained in a private and confidential manner.
QObsarvations of the medication pass on the 100
Halfway on D1/34/12, from 3:05 PM through 3:20
P, revealad the Medication Administration”
Records (MARSs) ware left apened an the
medicaticn cart in the haflway and, as a resuk,
the residents’ personal heatth information on the
MAR was exposed 1o the public and other
residents that passed by the cart in the hallway.

medical information s maintaingd.
After six months of compliance the
audits will be conducted quarterly.

5) 2/25/12

The findings include:

A review of the policy Resident Rights {dated
01£09/03) reveaied the faciiity would "make every
effort possible to assist residents with histher
rights to be treated with respect, kindness, and
dlgnity.” ’

_Chservation on 02112, at 1:30 PM, revealed ) -
CNA #8 and GNA #11 were In Resident#2s | . T
room parforming incontinence care. The privacy T ) . :
curtain was not pulled closed between the beds H
of Resident #£2 and the roominate and as a result i
Resident #2 was exposed io the resident's . i
roommate. During the incontinence care, ‘ i
! icensed Praclical Nurse (LPN) #2 came into fhe . . ) .
roam, chserved the privacy curtain open, and - : !
pulled the curtain dosed between the two i )
resident beds whiie the twe CNAs continued fo
provide incontinence care for Resident #2.

Event ID:TERL11
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interview with CNA #8 and CNA #11 at 1:30 PM
- | on 02/01/12, reveaied both CNAS had been : . . o
trained by the facility to pull privacy curfains ) . . © o
betwean beds closed to ensure tesident privacy ’ ’
1 was prolecied. The CNAs stated they knew they : . ' - F

should have closed the curtain but failed to do so, : R ¢’
ieaving Resident #2 exposed. ' :

Interview with LPN #2 on 02/0912, at 3:00 PM,
revealed nurses conducled observations of CNAs
perfarming job duties periodically and any
problems identifiod were dealf with-at the time:
through in-services, counseting, or disciplinary
actions. The LPN stated privacy had not been an
issue,

Intenview with the Director of Nursing (DON) on
02/03/12, at 11:00 AM, revealed all siaff should
pull privacy curtains closed to provide privacy

"| during meonlinence care.

Obsarvation of medication administration on

1 01831412, on the 100 Hall of the facility revealed

-al 2:50 PM, Keniucky Madicaiion Assistant

{KMA) #1 administered medications to the

resident in resldent room 110-B. The KMA was
observed 1o take medicaliens from the

medication cari in the hallway, enter the

resident's room, and eave the resident's
Medication Administration Record (MAR] open on
the medication cart and in plain view of ]
individuals in the hallway, including ons resident
abserved in the hallway near the medication cart. -
The KMA was also observed al 3:05 PM, fo take
the medications from the cart inio resident room
102-B and as a resuit the resident's MAR was . ]
open and in plain view of two visitors observed in ) . !

FORM CMB-2567(D2-93) Praviolts Wattions Qbsolate Event ID: TBRL1T . FacTiy ID: ‘00551 ¥ wn‘lindaﬁnn shest Paps Sof 13
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1 ihe haikway near the carl. The KMA was
obeerved at 310 PM, o take medications from
ihe medication cartin the haifway, enter resident
s00m 104-A, and leave the MAR open andin ~
plain view of two visitors and one residentin the
hallway. The KMA was then chserved fo fake -
medications from the cart at 3:20 PM, o the
resident in room 108 and left the resident's MAR .
open antt in piain view of two residenis and two
visitars in the haliway.

e s ARk b b T B ATt

An interview conducted with KMA #1 on 01/31712,
at 3:45 PM, revealad the KMA had been .
instructed by the facility fo cover lhe MAR with a
plasiic cover while going into the resident rooms.
io proted the resident's privacy. The KMA stated
she had forgotian to vse the cover. .

An interview with the DON on 02/03/42, at 1:40
PM, revealed staff was to place a plasiic cover on
fhe MARs when they sfepped away from he
medication carl. The DON stated the facility did
not rnonitor staff's complhiance with this
requirerent and she was not awars staff did not
uiilize the plastic covers fo cover the MARs in an
effort to malntain privacy and confidentiality of the
residents' medical information.
F 282 | 483.20{K)(2)F) SERVIGES BY QUALIFIED ' F 282
=D | PERSONS/PER CARE PLAN ’

1) It is and was on the day of the survey fhe
policy of MCHCF that scrvices provided; or
aranged by the facility are provided by

Ths senvices provided or arranged by the Tacility

mest be provided by quaiified persons in qualified persons in accordance with each
accordance with each resident’s written plan of residents written plan of care. The resident
care, in question was assessed by medical stpff

T and was found not 10 have been adversely
affecied by the deficient practice. 1
residents have been assessed and are using
appropriate assessed devices,

This REQUIREMENT is not met as evidenced
by: - R
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Based on observation, interview, record review,
and a revlew of fadilify policies, the facility failed
ta ensure services were provided o one of
eighleen sampied residents {Restdent #2) in
accordance with the resident's plan of care.
Documentation revealed tho facilfty had
developed a plan of care with interventions for
Resident #2 that incluczd a soft waist belt and 8
pressuse alanm while the resident was inthe
wheeichair. However, the soff waist belt and
pressure alanm were not in place on 11/28/11,
and Resident #2 sustained a fall with nc injuries.

The findings include:

Review of the facility pelicy Fall Program
{undated) reveated the faciiify would update and
follow the care plan related to interventions to
prevent avoidable falls.

A reviaw of Resident #2's medical record
raveaisd slaff had completed a pre-restraining
assessment on 11/07/11, with tha
recommendation for a soft waist halt to be utiized
while the resident was in a wheelchair due to the
"1 resident's dacrease in safety awareness, A
teview af the medical record revesled facility staff
had completed a comprehensiva gssessment of
"| Resident #2 on 11714/ 1, and had developed a
comprehensive care plan, dated 11704/11, that
indicated the resident hed been assessed to
require 8 parsonal alarm and & soft waist bell
whilg up in & wheelchair related to the resident's -
history of falls with injury prior to admission,
confusion, tha resident being oblivious fo safety
needs, and having falls since belng admitted io
the facility. According to the facility, the resident
was unzble fo remove the soft waist belt and

F 282

INEZ, KY 41224
o4y SUMIMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF GORRECTION sy,
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFLX [EATK GORREGTIVE ACTION SHOULD BE COMFLETION
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F 282 | Continued From page & 2} All residents -were assessed for proper

utilization of assistive devices and all were
found to be in accordance with edach
residents written plan of care.

N A full staff in service on 2/24{11
conducted by the Divector of Nursing |on
following the facilities fal! program and the
ytilization of assistive devices.

4) As a part of the facilities ongoing CQI
program the CQI Nurse will do monthly
audits on 100% of the residents who reqlﬁe
assistive devices to ensure proper utilization.

5 2/25/12
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personal alatm. - ' : - : . ' :

A review of an accldentingident repont revealed
Resident #2 had bean sifing up in 2 wheelchair
and facility staff found the resident fying on the
floar of the resident’s room on 11/28/11. The
incident report revesled the resident did not tave
a soft waist belt or a personal alarm on when
hefshe fell from the wheelchair. Resident#2 was
sent to the local Emergency Room on 11/28/11,

| and returned to the facifily on the same day with
no Injuries noted from the fafl.

Observations of Resident #2 an 0201112, at
£1:00 AM, revealed ihe residentto beina
wheelchair with a soft waist bait and personal
alarm in place. The resident was in the physical
fherapy room and was sitting in the whesichair.
On 02/02/12, at 12:00 PM, Resident #2 was
self-pedaling down the hallway in the wheelchair
with the soft waist belt and perscenal alarm in
place.

Interview with the Occupational Therapy Assisiant
{OTA) on 02/03/12, at 11:00 AM, revealed the
OTA iransported Resident #2 in a wheelchair to
the therapy room fof 2 one io one therapy

session on 11728711, at 3:30 AWM. The OTA did
_not place the persenal atarm or sofl waist belt on
Resident #2. The OTA stated that after the
tharapy sesafon the activity side transporied
Resident #2 by whaelchair out of the therapy
reom without the personal alarm or soff vaist belt
being in place. The OTA stated, "l thought the
Activity Aide was going to put Resident #8 back
into bed.” Based on inferview with the GTA, after . -
the resident was transported out of the therapy ‘ : :
room the residont sustained a fall from the

FORM CHIS-2567{02-09) Previous Yersions Obsolate Event iO; TERLTE " Fadity ID; 100851 "+ ¥ continuation sheet Paga 8 of 13
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wheelchair. The OTA received counseling about
safety interventions being pul inte place for 2l
residents. ' : :

Interview with the Activity Aide on 02/03/12, at
11:15 AM, revealed Resident #2 had complsted i
therapy on 11/28/11, at 10:00 AM, and she
rransporied the resident to the activity rcomin a
wheelchalr. The Aclivity Aide stated Resident #2
“atways" ware a sofi waist belt and alarm and she
had not “paid attention” and fafied fo determine i
the soft waist belt or alarm was in place. The '
-| Activity Aids said she took the resident fo the
aciivity room and then ieft $he roarn to gel another
-tesident for the aciivity. Accorgding to the Activity
Alde Resident #8 did not always stay in‘the
aciivity room and must have whested hisfher self
16 hisfher roora and fakien fram the wheslchair.
The Activity Alde stated the resident had fallen
from the wheelchair because the soft walst balt
and persona alarm were nat in place. The
Activity Aide statsd, "Now | check every resident -
for. ineir fafi interventions.”™

{nterview with the Director of Nursing {(DON} on
02/03112, revealed the fail Interventions were
appropHale for Resident #2 and should have
.| been in place for the resident to prevent the fall .
F 3231 483.25(h) FREE OF ACCIDENT F323
85=0 HAZARDSISUPERV]SIONIDEVICES T

1) i was and is the policy of MCHCF{on
the day of the survey that the facility
ensure that the resident emvironment

The facliity must ensure that the residsnt remains free of accident harards ag is
environment remains as free of accident hazards ' possible and each resident- receives
as is possible; and each resident recelves - _ adequate supervision . and assistance
adequate supervision and assistance devices fo devices to prevent accidents. he .
prevent accidents. S _ resident in question was assessed |by

medical staff and was found not to have
been affected by the deficient practice.

FORM GMB-56T{02-00) Previus Verstons Qhsolels Event i TBRLI1 Facily 1D 106551 ’ 1 confinuation sheet Page 9 of 13
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SUMMARY STATEMENT OF DEFICIENCIES

This REQUIREMENT i not met as evidenced
by: - :

Based on interview, record review, a review of
facility investigations, and a review of facility
policies, the facility failed to ensure adeguate
supeirvislon,arid assislive devices werg provided
for cne of eightean samipled residents {Resident
#2). Docurnentalion revealed that based on the
resident's comprehensive assessment Resident
#2 was at risk of {alls and required the uss of a

soft waist belt and a pressure alarm whenupina *

chair. However, on 11/28/11, staff failed to
implemeant the fall interventions and Resident #2
sustained a non-njuripus fafll from a wheelchair, -

The findings includa:

A review of the facility policy Fall Program
{undated) revealed all interventions for fafls would
be put into place and documented for 2ach
tesident. '

Review of the medical record for Resident #2
revealed a comprehensive care plan dated
11/04/11, and a comprehansive assessment
dated 11/14/11, that incicaled the resident was at
risk for falls and infervantions had been
recommended. A review of the comprehensive
care plan reveaiéd the recommendad fall
interventions included the use of a pressure
afarm and a soft waist belt when the resident was
up in & wheelchair. However, a review of an
accidentAnvestigation report reveated Resident
#2 sustained a fall on 11/28/11, after staff failed

Lo

2}

3)

.5) -

All residents were assessed for proper

utilization of assistive devices and

were found to be in accordance wiith

each residents written plan of care.

A full staff in service on 2/24/12
conducted by the Director of Nurs

and utilization of assistive devices.
As part of the facilities ongoing
program, the CQI nurse wili do mont

ail

(31

“on following the facilities fall progrim

I
ly

audits on 100% of the residents who
require assistive devices fo  ensire

proper utHization. -
2/25/12

[RE3E] o PROVIDER'S PLAN OF CORRECTION X5y
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFD " (EACH CORRECTIVE AGTION SHOULD BE _COMPETION
TAG REGULATORY OR LG IDENTIFYING JNFORMATION} - TAG CROSS REFERENCED TO THE ARPROPRIATE paTE
. DEFICIENCY)
F 323 | Continued From page § Fazs
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D .- PROMVIDER'S PLAN OF GORREGTION

sy
PREFRX . (EACH CORRECTIVE ACTION SHOULD BE CORPLETION
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© TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F323 | Continued From page 10

1o ensure the soft waist belt and the personat
alarm were in place for the resident. Resident #2
was sent to the local Emergency Room on
14/28/11, and retumed on the same day with no
injuries identified.

Intervievr with the Occupational Therapy Assistant
1 {OTA} and the Activity Aids on 02/03/12, at 11:00
-AM and 14:15 AM, revealed Resident #2 had
beer taken to the Tharapy Department on
11/28/11, in a wheslchalr for therapy. Continued
intarview revaaled after the resident complated
the therapy session the Activity Alde assisted
Resident #2 to the acivity room In & wheelchair,
The OTA and the Aclivity Aide stated they did not
ensure Resident #2's fall interventions of a soft
waist belt or personal alarm were in place, and
Resident #2 sustained a fall from the wheelchair,

Interview with the Director of Nursing (DON}) on
0RI02/12, al 500 PM, revealed staff was to.

' ensure all fall interventions were put into place for .
each resident that had been identified 1o be at
risk for falls, The DON acknowfedged the OTA
and the Activity Aide had failéd to implemeni fall

Interventions for Resident #2 at the time of the

“} resident's fall. .

F 365 | 483.35(d}(4} SUBSTITUTES OF SIMILAR

ss=0} NUTRITIVE VALUE

Ench resident receives and the facility provides
substitutes offered of sim!lar nuiritive value to
residents who refuse food sefved.

This REQUIREMENT is not met as evidencad
by: L
Based on observation, interview, record review,

F 323

F 365

to the résidents,

1) Itis and was on the day of the surjey
the policy of MCHCF to provide fpod
substitutes of similar nuiritive valug to
residents wio refuse food served, The
resident was assessed by staff and Was
found not to have been adverscly
affected by the deficient practice. No
other resident dislikes have been served

. FORM OMIS-2667{02.99) Previous Versiens Obsolele Event ID:TBRL14

Fecity I0; 40068t
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and policy review, it was detenmined ihe faciity
failed to onsure food preferences were honored
for one of eighfeen sampled residents {Resident
#10). Obiservation of the noon meal on 04/31M12,
at 1:10 PM, reveaied Resident #10 was served
cooked carrots; however, & review of the meal
card for Resident #10 revealed the resldent
disliked cairols.

 The findings include:

A review of the facility's policy iitied "Altermnaie
Foads* [no date) revealed subslitutions would be
provided for any focd dislikes of ihe resident.

A review of the-medical record for Resident #10

revealed the faciiity had admitied the residant on

11/20/08, with diagnoses that included End Stage
Raznzl Diseage with Dialysis, Hypertension,
Diabetos Mellitus, Depression, and Congestive
Heart Failure. In addition, the medical record
revealed a physician's order for the resident o
recaive a No Concentrated Sweets, No Added *
Saft, Low Potassium diet with chepped meats,

Based on the facliity's comprehensive
assessment Resident #10% cognition was
impairad. An interview with Resident ##10's
spousa on 01/31412, ai 1110 PM, revealed
Resident #10 did not like gravy. The resident's
sponse also stated he/she had taid the staff.
several imes of the resident's diskke for carrots
but the staff continued to send carols on the
resident’s fray.

Observation of the lunch meal on 04/31/42, at'
$:10 PM, revealed the resident was served
cooked carrots. A review of the resident’s fray-

2) Al resident dislikes have been reviey
. by the Dietary Manager and all dish

for easy identification for the nex
months, ‘ )

3) A Dietary staff in-service
conducted by the Dietary Manager
2/24/12 on following a residg
likes/dislikes when receiving -a m
tray and proper procedure an - f
subsfitutions,

4) As a part of the facilities ongoing G
program the Dietary Manager will
monthly audits on 50% of the m
trays to ensure that the resident i
receiving any foods that they do
prefer. After six months of complia

5) 2725712

the audits will be conducted quarterly
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card specified a dislike of carrots.

An interview condudted with State Registered

Nursing Assistant (SRNA} #12 on 02/03/12,.at -

11:20 AM, revealed the SRNA stated she was the

SRNA who delivered the iunch tray fo Resident

#10 on 01/31/12. The SRNA stated she had

baen instrucied to check the resident's tray card

prior fo delivering the tray. The SRNA also stated
she coukd not remember checking the resident's

| trey card prior to defivering the tray to Resident

#10. The SRNA stated, "l guess | forgot™

An interview congucied with the Rietary Manager
(DM) on 02/03/12, at 10:30 AM, revealed she
interviewed all residents, or their representatives,
| in the facility at least once every year and more

"] pften i thers was a resident complaint, for food
iikes and dislikes. ‘The DM stated she placed ihe
information on the resident's tray card for use by
the dietary staff during the tray fine. The DM also
stated Resident #10 shouid nof have recefved
carrots and the resident's food preferences
should have been honored. {n addition, the DM
stated she monitored the fray fine once every
wesk to ensure the accuracy of the food served
to residents and had not identified food
preferences as being a problem.
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D SUMMARY STATEMENT OF DEFICIENCIES o, . PROVIDER'S PLAN OF GORRECTICN ‘ 4
FREFIX (EACH DEFIGIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATICN) TAG CRD5S-REFERENGED TO THE APPROPRIATE DAY
) DEFICIENCY)
K 000 | INITYAL COMMENTS ‘ . K 0bo Martin County Health Care Facility dpes
. . - _ "~ ot believe and daes not admit that pny -
BUILDING: 01 7 dqﬂclen(:{e's exist. Martin Qounty Health
) _ : ' Care Facility reserves the right to conlest
PLAN APPROVAL: 199 o siwvey findings thirough formal disgule
- : . resolutions, formal  legal  apgeal
SURVEY UNDER: 2000 Existing proceedings, or any administrative lqgal

proceedings, This plan of comreciion does

FACILITY TYPE: SNF/NF not constitute an admission regarding hny

: : . fuclks or circumstances surrounding puy

E’;F,:;E OF STRUCTURE: Ona siory, Type V' alleged deficiencies to which it respornds.

. ' Nor is meant to establish any standard of

SMOKE COMPARTMENTS: Fiva - care, coutact obligation or position, and

: ) Martin County Health Care Facility

COMPLETE SUPERVISED AUTOMATIC FIRE reserves ail rights to raise all possible
ALARMSYSTEM i

contentions and defeuses in eny typd or

civil or criminal claim, action, { or
FLLLY SPRINKLED, SUPERVISED {BRY

proceeding.  Nothitg contained in this

SYSTEM) ' ] _ plan or correction should be considerad -as
EMERGENCY POWER: Type |f Diesel generator ~awaiver of any petentially applicable jeer
' : review, quality assurance or self-critjcal

A life safaty code survey was inffiated and examimation privileged which Martin
concluded on 02/01/12. The findings that foliow . . County Health Care Facility offery it
demonslrate noncompliance with Titls 42, Code responses, credible  allegations | of

-of Federal Regulations, 483,70 {a) et seq {Life
Safely from Fire). The facility was found notin
substaniial compliance with the Requirements for
Participation far Medicare and Medicaid.

compliance and plan of correction as part
of its ongoing efforts to provide qua%h‘ty
care to our residents.

Deficlencies were cited with the highest
) deficlency identifiad at "E" level,

. K035 NFPA 101 LIFE SAFETY CODE STANDARD ) K025

=E

Smoks barriars are constructed to provide at
Inast a one half hour fire resistance rating in
accordance with 8.3, Smoke batriers may
terminate at an atrium wall. Windows are

LABORATORY BIRECTOR'S OR PROVIDER-’SUPPLIER REPRESENTATIVIZS BIGNATURE TITLE (X8) BATE

N Allmistiate 312

©Any deﬁc\ency statement ending with 2n asterlsk {7) demeies & daficiency which the Insbiution may be excusad from correcting providing i 1s determined ﬁmi

other safeguards pravide sufficiant protacton 1o the patients. (See nstruclions.) Excapt for nursing homes, the findings slaled above are disciosable 90 days
following the date of survey whether or not a plan of correcton Is provided. For nursing homes, the above findinps and plans of correction are distosabie 44

days foliowing the data these documants ara mada avajlable [o the fadiity. !fdaﬁcianclsa are cited, an appmvad Man of cometfion Is reguisite to conlinued
program particlpation.
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K025 | Continued From page 1 ‘Ko26{.
ed by fire-rated glazing or by wired giass : . . )
g;Or::ganditeal frameg. Anl?ninim:m of lw% 1) Itis anc! was on the day of tho suryey
-} separate compariments are provided on each the policy Of_ MCHCF to maintdin
floor. Dampers are no required in duct ) access doors in thﬂ ﬁre!Sl‘ﬂOke wiall ,
" penetrations of smoke barriers In fully ducted assembly in the attic area, A complgte
haating, ventiiating, and air conditioning systems, review of the area in question was mdde
19.3.7.3, 19.3.7.5, 18.1.6.3, 19,1.6.4 by the DOM and all the access doors|in
the attic arca were wmaintaingd.
" Addjtional attic access points were
established (in Hall 2 shower room). No
This STANDARD Is nét mef as evidenced by: residents werc harmed by the deficignt
Baged on obsarvalion and interview, the facility ) practice. ) L
fatled to maintain access doors in the firefsmoka 2). A tomiplete review of the altic was
wall assambly In the attic area, This deficient mads and no other fire/smoke violatigns
praclice affected four of five smoke were found.
comparimanls, staff, and approximately forly 3 After every vendor/contractor utilizes
residents. The fagilily has the capachty for 72 tho facilities attic space the DOM will
beds with a census of 66 on the day of the make a walk thru in the attic to ensgre
Survay. ' _ that the fire/smoke barrier has nof bden
- ) - compromised. .
Tha findings inctude: ' 4)- As a part of the facilities on poing CIQI
During the Life Safety Code survey on G2/01/12, the DOM *:w[l_ conduct a monthly aufit
at 10:40 AM, with the Diracior of Maintenance of the attic area fo ensure that Jhe
(DOM), an access doar located in a firefsmoke - fire/smoke  barrier has ' not bgen
barrier wall in the attic area of the 100 Wing was . compromised. :
obsarved fo be removed from the wall and lying 5) 3/01/12
ont top of the celling jolsts. This type of accass
door is designed for the specific purpose fo help
prevent fire/smoka from spreading to other areas
of lhe building in a fire situation, During the
survay an access door feading 1o the 400 Wing
was obsarved to be left open., This door would
not close and latch when tested. The 200 and
300 Wing firefsmoko barrier walls were not .
reasonably accessibla for inspection, Fire/smoke
barrier walls must be reasonably accessible for
FOAM CMS 2867(02-04) Praviaus Yersions Obsolale

Evenf ID: TERL21

Facity [0y 100064
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’ Inspoction and maintenance purposes. An
inlervisvs with the DOM on 02/31/12, at 10:40 AM,
revealed the faciiity recently had contractors in
tha atflc and the DOM did not check to see i the
fire/smoke barrier wall had been compromised.
Tha DOM staled it was hard {o meintain the attic
areas dus to the limited number of access points
Int the facliity.
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