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88=D | ABUSE/NEGLECT, ETC POLICIES

The facllity must develop and Implement written
policies and procedures that prohiblit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

g‘his REQUIREMENT lg not met as evidenced
y: .

Based on Interview and record review it was
determined the faclliity falled to report
migappropriation of @ resident's money as
required for one (1) of twenty-two (22) sampled
residents (Resldent #22).

The findings include:

Review of the facllity policy for identification of
actual or suspected abuse, neglect,
misappropriation of funds/property revealed the
Incident could be initially determined to be
"suspected" abuss within the definitions of the
facility policy a report was to be made to the
Department for Community Based Services and
to the Office of Inspactor General immediately.

Interview with Resident #22 during the group
session on 08/10/10 at 2:30pm revealed she had
sixty dollars (880.00) taken from her room. She
stated she had reparted the Inaident to the facliity
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F Q00| INITIAL COMMENTS F 000
A standard health survey was conducted 08/10 -
12/10 and a Life Safety Code survey was ,
conducted on 08/12/10. Deflclencles were clted ) ] P-25. /5
with the highest scope and severity of an "F" with The money was repaid to this resident.
the facility having the opportunity to correct befors The theft was internally reported appro-
remedies would be Imposed. priately and investigated internally appro~
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 priately by our staff. However, follow|ng

4. Areview of al] grievances and reports jof

our investigation, we falled to call and
notify OIG and APS of our findings.
All other allegations and grievances re;
lated to misappropriation will be reviewed
by the Social Service Director to ensur
they are investigated appropriately and|
the initial and final reports are sent to the
appropriate state agencies,

Staff was re~educated on Sept. 8th, re-| -
garding misappropriation of property. The
in-service was conducted by the ADM
and DON,

L1 g

misging items will be conducted by the
Social Service Director to ensure our pol-
icy on reporting misappropriation is fo|-
lowed. This report will be submitted t

the Administrator monthly. T
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" | money by the visltor's tamlly member.
Additionally, she stated a report should have been
made to the appropriate agencies and was not ?‘90 /6
dons. Resident # 4 now has & bariatric wheslr
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 246 chalr and lift.
58=D | OF NEEDS/PREFERENCES An audit wili be conducted by the 1st

A resident has the right to reside and receive
services In the facllity with reasonable
accommodatlons of Indlvidual needs and
preferences, except when the health or safety of
the Individual or other residents would be
andangered.

ghia REQUIREMENT is not met as evidenced

Y. '

Based on observation, record review, and
Interview it was determined the facility falled to
assure reasonable accommodations were made
to provide adaptive equipment for one (1) of
twanty-two (22) sampled residents, keeping
Resident #4 from reaching his/her highest lavel of
function. Three days of observation of Resldent
#4 revesled the resident was bedfast, not by
cholce or medical condition, but dus to the facility
not having the equipment to transfer Resident #4
from the bed to & wheeichalr, nor having a
wheelchalr that would serve the resident's needs.

The findings Include:

Observations on 08/10/10 at 12:10pm revealed
Resident #4 In bed eating lunch, At 2:40pm and
3:30pm Resldent #4 remained In the same
position In bed,

Interview with Reslident #4 on 08/10/10 at 3:30pm

shift charge nurses of all residents to ds
termine the need for special equipment,
The MDS staff will review all new physi-
cian orders dally. All orders for special-
ized equipment will be forwardéd to the
DON for ordeting, The Rehab Departd
ment will communicate in wrlting to the
DON ell recommmendations for speciaaze
equipment if the resident is in therapy.
Each resident will be assessed no less |
than quarterly by the MDS staff to ens
that all specialized equipment is preserL
and functional, any noted problems wi
be communicated to the DON in writis
The DON will maintain a log of all sp
cialized equipment for ordered for aud
pUrposes.

=
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F 000 | INITIAL COMMENTS F 000 1. The money was repaid to this

A standard health survey was conducted 08/10 - resident. The theft was re-

12/10 an% 8 Li‘f)e /Sff?t)’ Codfe ?urvley was : ported appropriately and in-
conducted on 08/12/10, Deficlencles were olted ' :
with the highest scope and severlty of an "F" with | vestigated appropriately by g.20-/
the facility having the opportunity to correct before our staff, .
remedies would be imposed. : ;

F 226 | 483.13(c) DEVELOP/IMPLMENT Foog| 2 All other allegations and

s8=D | ABUSE/NEGLECT, ETC POLICIES grievances related to misap-

: iati ill be reviewed
The facllity must develop and Implement written prop rlatlon. W e .
policles and procedurss that prohibit by the Social Service Director

mistreatment, neglect, and abuse of residents " to ensure they were reported
and misappropriation of resident propearty.

. appropriately.
3. Ate-education of staff re-

g'h.ls REQUIREMENT is not met as evidenced : / garding misappropriation of

y: : ‘ )
Based on Interview and record review it was A property will be conducted by
determined the facllity falled to report (e on Sentember
misappropriation of a resident's money as ,/ P
required for one (1) of twenty-two (22) sampled 8th.
resldents (Resldent #22). e 4. Areview of all grievances
The findings Ihcluds: e and reports of missing itemT

will be conducted to ensure

'),/
Review of the facllity policy for i%eﬁﬂ’ﬂcatlon of
Tect, '

aclual or suspected abuse, neg our policy on reporting misy
p

misappropriation of funds/préperty revealed the fation |

Incldent could be Inltia:l{vzgg!ermmed to be ap p rOpmauon.lS followeq.

;:uspected” abuss within the definltions orf1 the This report will be submitted
cliity policy a repott was to be mads to the i :

Department foyC%mmunlty Based Services and to the Administrator

to the Offlce.of Inspector General immediately.

with Resldent #22 during the group
gession on 08/10/10 at 2:30pm revealed she had
slxty dollars ($60.00) taken from her room, She
stated she had reported the lncldtho the facllity
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following the date of survey whether or not a plan of correction la provided, For nursing homes, the ebove findings and plans of correctlon are disciosable 14
days following the date thege documents are mads avallable to the faclllty, If deflclenclea are dlted, an approved plan of correction Is requisite to contihued

program partlclpatiun,
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Continued From page 1

administration. Resident #22 did not recall the
outcomes of the Investigation.

Interview with the Soclal Services Director on
08/11/10 at 3;25pm revealed she had bsen made
aware of the missing money by Resldent #22,
She stated she Immediately initlated an
investigation and reported this to the
Adminlstrator. It was determined a visitor to the
facility who was a family member to a staff had
taken the money. She stated the person was
banned from the facility although the person had
denled the allegation. The Soclal Services
Director stated the staff associated with the
facliity visitor repald the resident the $60,00, She
stated once her Investigation was completed she
turned It over to the Adminlstrator for her to
review and sign off on the resolution. Additionally
she stated once the report was returned to her
she would file it. She stated she did not khow Lf/
the allegation was reported to the approprlaggf

agencies or not. //
interview on 08/11/10 at 4:36pm wlthﬁjﬁ’é
& money

was miseing and not reported as stolsn, She
stated the Social Services Dlraep or initiated an
investigation end the facliity héd determined a
staff's family member had gépne into Resident:
#22's room and taken the'maney. She stated the
vigitor had been banned from the facliity and the
staff would be termindted If the famlly member
wae to return to the'facillty. She stated anyone
could report an aflegation of abuse, neglect, or
misappropriatjon of property to the appropriate
authorities grid the Soclal Service Director should
have reported the allegation. She stated she did
not repoft the allegation to the appropriate agency
because the resident was pald back the missing

Adminlstrator revesled she thoui;},(

F 228
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" 1 money by the visltor's famlly member, .

Addltionally, she stated a report should have been
made to the appropriate agencles and was not F246
done.

F 248 | 483,15(e)(1) REASONABLE ACCOMMODATION F248 1. Resident #4 will have a rented\bariatric

$=D | OF NEEDS/PREFERENCES wheelchair and lift by /2072010, | 7-0¢4

2. An audit will be condutted by the 1st
A resldent has the right to reside and receive shift charge nurses’of all residents to de-
services In the facllity with reasonable termine the 3}2 for special equipment
accommodations of Indlvidual neads and 3. Informationwill be relayed on a timely
preferences, except when the health or safety of basis b fﬂf charge nurses or reliab stafff
the Indlvidual or other residents would be to the'DON in regards to the necessary
endangered. ipment, The DON will ensure the
necessary equipment is available as
" needed.

This REQUIREMENT s not met as svidenced [ 4 The MDS nurses will monitor or specigl-

| agsure reasonable accommodations were made.”

by ,
Based on observation, record review, and
Interview It was determined the facllity falled to

to provide adaptive equipment for one (1) of
twenty-two (22) sampled residents, keepin
Resldent #4 from reaching his/her high
function, Three daye of observation of Resldent
#4 revealed the resldent was bedfast, not by
choice or medical condition, but-due to the facility
not having the equipment to transfer Resident #4
from the bed to & wheelchalr, nor having a
wheelchair that would sérve the resident's needs.

/
S

level of

v

Observatlons on 08/10/10 at 12:10pm revealed
Resldent#4 In bed eating lunch, At 2:40pm and
3:30pm Resident #4 remalned In the same
posttion In bed.

Interview with Resident #4 on 08/10/10 at 3:30pm |

ized equipment for availability and funj-
tionality.
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revealed the resldent had not been out of the bed | yd

due to the lack of necessary equipment to
transfer. Additlonal Interview wlth the resident on
08/11/10 at 8:45am revealsd the resident did not
like spending time in their room bacause he/she
cannot get out of bed. The facllity did not have &
wheslchair that could accommodale the
resldent's body welght. The resident stated
he/she had not attended any faclilty activities
although they bring him a calendar. The resident
stated the facllity did not have an approprigte Iift
to transfer him/her from the bed to a'wheelchair.
The resident has not baen out of the bed In more
than a year and was told by the Director of
Nurses (DON) the facllity could not afford a
wheelchalr or barlatric bed. The resident further
stated he/she would like to be out of his/her room
some during the daytime.

Record review on 08/11/10 revealsd Resldent #4
was admitted to the facility on 12/28/09 after
having a left sided stroke. Admitting dlagnoge
Included Selzures, High Blood Pressure,
Depresslon, Bipolar Disorder, Anxlety, G¢
Heart Fallure, Ischemic Heart Diseasey Obesity
(currentwelght 355 pounds), Insomprila, and

Hyper-coagulation.

Interview with the Soclal WopKer on 08/11/10 at
10:00am revealed the facliity did not have the
appropriate equipment te'transfer Resldent #4
from the bed to & chalr.

Interview on 08/1; ‘IO at 9:30am with CNA #2
revealed she wes unable to welgh Resldent #4 on
8/02/10 becgtse the Hoyer lift could not lift the
resldenﬂody off the bed.

Inteaw onh 08/12/10 at 10: SOam with the
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Continued From page 4

Director of Nursing (DON) revsaied the facliity
discussed the potential to ptfchase a wheelchalr
within the 2011 budggkb’fg It will have to be
custom made dugto Resident #4's weight, The
DON stated theif present lift was supposed to
welgh Indlylduals up to 440 pounds, The DON
further oonfirmed Resident #4 had been bedfast
notﬁjﬂi{ealth reasons, but due to the lack of
appropriate squipment,

483,20(k)(3)(l) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facllity
must meet professional standards of quallty,

This REQUIREMENT Is not met as evidenced
by

Based on record review and Interview It was
determined the facility falled to provide nursing
services to meet professlonal standards of quallty
of care by falling to recognize and report an error
In regards to pharmacy directions on an order for
Prozac 20mg (twenty milligrams) on a sixty (80)
day physiclan order eheet for five (8) and one-half
(1/2) months for one (1) of twenty-two (22)
sampled residents (Resident #2),

The findings Include:

Review of the facllity policy "CHANGE OVER
PROCESS" In regards to updating new Physiclan
Order Sheets from the contracted pharmacy
dated 12/28/08 revealed the "Charge Nurse
checks thirty (30) and sixty (80) day Physiclan
Order Sheets when they first arrive at the facliity
from the pharmacy for accuracy. A third shift
nurse |s responsible to complete & last check of
the Physiclan Order Sheets for accuracy and sign

F 248

F 281
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and date that they are accurate.”

Record review on'08/10/10 for Resldent #2
revealed the resident was admitted to the facllity
on 12/11/08 with diaghoses to Include, Left
Hemiplegia Resldual Status Post
Cerebrovascular Accldent, Diabetes Mellltus, and
Hypertenglon. Review of the Minimum Data
Shest assesement for cognition dated 06/01/10
revealed Resldent #2 was & score of zero (0)
Indicating the resldent was capable of dally
decision-making and indicating the resident was
interviewable. Review of the most current sixty
day Physiclan Order Sheset revealed an error on
the diractions for a medication (Prozac 20mg;)
order, specifically the order for Prozac
20mllilgrams read "Fluoxstine 20mg, capstile,
Prozac 20mg, pulvule, give 1 capsule orally, with
10mg=20mg every day for depression". This
order sheet was sighed and dated by a faclilty
nurse as having been verlfled as acourate,
Further record revlew revealed the original order
for thirty (30) milligrams of Proza¢ dally was
written on 02/19/10, The current Medication
Administration Record (MAR) (written per the
most current Physiclan Order Sheet) revealed the
same directions for the Prozac 20mg order,
Review of the current MAR also revealed multiple
nurses over the past § 1/2 months had
documented that one (1) 10mg plus one (1) 20mg
Prozac had been glvan per the origihal -
physiclan's order to equal 30mg dally.

Interview with LPN #7 on 08/10/10 at 6:00pm
revealed It was the responelbility of every nurse In
the facility to read ah entire medication order with
the pharmaocy directions on the MAR shest prlor
to medication administration to ensure accuracy,
She also stated she had always adminlistered the

F281
1.

3. A 20% chart audit will be completed by

" ROCKFORD MANOR
LOUISVILLE, KY 40218
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %6
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F 281 Continued From page 5 F 281

P.30-/0

Resident #2 did receive the correct dosage
of Prozac as ordered by the physician.
Error in pharmacy direction was corregted
immediately on 8/10/10 by the charge
nurse and pharmacy services was notified
of error in pharmacy direction,

A 100 % chart audit was completed on
8/30/2010 by the charge nurses to identify
and correct any errors prior to change
over.

the DON or her designee quarterly to re-
view 3/60 day physician order sheets with
previous 30/60 day physician order
sheets.

The DON will report all findings from
chart audits to the Facility QA meeting.

—
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correct dosage of Prozac to Resident #2.

Interview with LPN #6 on 08/10/10 at 5:18pm
reveeled she did see the error In the directions for
the Prozac 20mg order after sutveyor discussion.
She also stated she had always given the Prozac
10mg plus Prozac 20mg to equal 30mg per the
original physiclan's order and that Resldent #2
was not harmed, She did however state that she
should have read the directions for the Prozac
20mg more carefully, caught and reported the
arror to have It corrected. '

Interview with the Director of Nursing (DON) on
08/12/10 at 2:10pm revealed the nursing staff Is
tralned on the "CHANGE OVER PROCESS"
regarding Physiclan Order Sheets generated by
the pharmacy upon hire, annually, and as
needed, The DON stated this was an error in the
phermacy diractione for the Prozac 20mg
adminlistration and It should have been
recognized and reported prior to surveyor
dlscussion.

Interview with the consulting Pharmaglst on
08/12/10 at 2:30pm revealed the surveyor should
contact the PCA Pharmacy regarding any quality
checks they did In regards to review of thirty (30)
or sixty (80) day Physiclan Order Sheets
gaenerated for the facliity, The Pharmsclst stated
It Is her responsibility to review all of the residents'
Physiclan Order Shests monthly and report any
irregularlties to the attending physlclan end the
DON. The Pharmacist also stated it was her fault
for not "catching" the error In directions for the
Prozac 20mg for Resldent #2, However, her
monthly review for Resident #2's Iatest Physiclan
Order Sheet was after the facility nursing staff
had documented that the orders were accurate,
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| stated thers was no pharmacy quality check of

Continued From page 7

Interview with a PCA Pharmacy LPN on 08/12/10
at 3:00pm revealed the pharmecy received a
carbon copy of the resident's previous monthe'
orders and corrections were made on these
orders from physiclan orders faxed to the
pharmacy from the facility. She stated that once
the new order sheets wera printed, they were sent
to the facliity. The PCA Pharmacy L.PN also

the new Physiclan Order Sheet oncs it was
printed and prior to belng sent to the facllity.
483,35(]) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facillty must -

(1) Proeure food from sources approved or
consldered satisfactory by Federal, State or locgl
authoritles: and

(2) Store, prepare, distribute and serve food
under sanitary condltions

This REQUIREMENT le not met as avidenced
by:

Based on ohservation, Interview, and record
review the facility falled to store food under
sanitary conditions. Observation during the Initial
tour of the kitshen revealed the walk-in freezer
had a large lce formatlen on the celling near the
fan, multiple frozen products In the walk-in freezer
which were open to alr and unlabeled, multiple
expired food ltems, and one uncovered Itam In
the walk-In refrigerator, Observation during the
sanitation tour found the Inside and outside
temperature of the walk-In freezer to be ten (10)

F 281

F 371

9.2010

[, On 8/13/2010, the ice buildup In the lek
in freezer was addressed by the Maintet
nance Director,

2. The walk-in, freezer and reach in were fall
checked by F D Pierce Company on
8/19/2010. F D Pierce Company found
walk-in, freezer and reach in to be work
ing properly and no repairs were needed
and no food items were affected.

3. The Dietary Manager will re-educate h
staff regarding our policies on expired
food, labeling of food items and recording
of temperatures of equipment, 1

4, The Dietary Manager will do an audit for
4 weeks; checking the temperature log
labeling of food items and checking for
expired food items. Following the 4
weeks of audits, it will be the cook’s re
gponsibility to monitor these areas. The
dietician consultant will conduct a sanita-
tion inspection quarterly to ensure we
remain in compliance.

[4

r
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degrees Fahrenheit, while the reach-In
refrigerator temperature was fifty (50) degrees
Fahrenhelt outsids, and fifty-one (51) degress
Fahrenhelt Inslde.

The findings Include:

Upon record review, facliity policy 7.2 states that
foeds removed from orlginal contalners are to be
clearly marked with contents, dated, and wrapped
to exclude ag much alr as possible, Policy 7.2
also states that frozen foods ars to be held at a
temperature less than or equal to zero (0)
degrees Fahrenheit, while refrigerated foods are
malntained at a temperature of less than or equal
to forty-one (41) degrees Fahrenhelt. Facility
policy 8.14 Indicates that leftovers are to be
checked daily, and dlscarded after 3 days.

Observatlon during the Initlal tour of the Kitchen
revealed an lee formation on the cslling of the
walk-In freezer near the fan, approximatsly the
glze of a footbell. Multiple frozen products in the
walk-In freezer were found to bs open to alr and
unlabeled Including: a bag of six (8) pepperoni
plzzas, two (2) boxes of mixed vegetables, one
(1) box of carrots, four (4) boxes of cookie dough,
and one (1) box of unbreaded fish flilsts,
Observation of the walk-In refrigerator revealsd
one (1) gallon of grape drink unsealed and
unlabeled, and one (1) gallon container of
red-gkinned potato salad with an expiration date
of 07/21/10. Also the walk-in refrigerator
contalned left-over containers of pineapple dated
08/03/10, and green beans dated 08/06/10.

Interview with the Dietary Director on 08/10/10 at
10:00am regarding items open to alr In the
freezer and refrigerator which were unlabeled
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found that staff have been frained to reseal
opened Items and label with date opened. The
Distary Director was uUncertain of the policy on
storage of left-over's stating the rule changes
frequently. It was thought that the explired Item
went unidentified.

Interview with the Distary Director on 08/12/10 at
2.06pm regarding the ice formation on the ceiling
of the walk-in Indicated that she reported the Ice
bulld-up on 08/11/10. The Dietary Dlrector
agreed that the Ice was football-slze and created
a potential for cross-contamination. She
explained that the Maintenance department was
regponsible for repalr/maintenance of the freezer,
The Dietary Director had no explanation for the
elevated temperature In the freszer, but said she
would contdct Maintenance iImmediately. It was
revealed that afl the food In the reach-in
refrigerator wae moved to the walk-In the night
before hecause of elevated tempsratures. Upon
dlscusslon of the elevated temperatures In the
reach-In refrigerator, the Dletary Director moved
the food to the walk-In refrigerator and sald a -
request for service would be inltlated with a
contracted repalr company.

Interview with the Maintenance Director on
08/12/10 at 3:00pm regarding the ice formation
Indicated the request for service was recelved on
08/11/10 and the work would be completed on
08/13/10. He stated the Ice bulld-up oceurs "from
time to time, and It was not a problem.” He said
the maintenance Included turning off the freezer
and hosing off the colls to melt the Ice.

Regarding the temperature of the freszer, he
stated the temperature was coming down how,
483.60(c) DRUG REGIMEN REVIEW, REPORT
IRREGULAR, ACT ON

F 371

F 428
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reviewed at least once a month by a licensed
pharmacist.

The pharmaclst must report any irregularities to
the attanding physlcian, and the director of
hursing, and these reports must be acted upon,

This REQUIREMENT Is not met as evidenced
by :

Based on record review and interview, it was
determined the facllity Pharmacist failed to
recognize a medication order lrregularity and
report It to the attending physliclan and the
Director of Nursing (DON) for one (1) of
twenty-two (22) sampled residents, (Resldent #2)

The findings Include:

Record review on 08/10/10 for Resldent #2
revealed the resldent was admitted to the facllity
on 12/11/06 with dlagnoses to include, Left
Hemiplegla Resldual Status Post
Cerebrovagcular Aceldent, Diabetes Mellltus, and
Hypertension. Review of the Minimum Data
Sheet (MDS) assessment for cognlition dated
06/01/10 revealed Resldent #2 to have a score of
zero (0) indicating the resident was capable of
daily declslon-making and Indlcating the resldent
was Interviewable, Review of the most current
sixty day Physliclan Order Sheetl revealed an error
oh the directions for a medication (Proza¢ 20mg.)
order, specifically the order for Prozec
20milligrams read "Fiuoxetine 20mg. capsuls,

F428

1.

ROCKFORD MANOR LOUISVILLE, KY 40216
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF GORREGTION X8)
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The drug regimen of each resident must be f?'»?a-/ﬂ

Resident #2 did receive the correct dosp
of Prozac as ordered by the physician,
Pharmacy was notified on 8/10/10 and the
error in pharmacy direction was cor-
rected,

The pharmacy consultant started an audit
of all resident charts on 8/30/2010 with a
completion of all audits by 9/20/2010 dnd
will report all findings to the DON,

At least monthly, the pharmacist consult-
ant will review each resident's physician
orders Sheets and report any discrepancy
to the DON and pharmacy.

A 20 % chart audit will be completed
quarterly to compare current 30/60 da
physician order sheets to previous 30/60
day physician order sheets by the DON or
her designee. All audits will be reported
at the Facility QA committee meetingsfor
review.
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Prozac 20mg. pulvule, give 1 capsule orally, with
10mg=20mg every day for depression". This
order sheet was gigned and dated by & faclilty
nurge a8 having been verified as accurate.
Further record review revealed the original order
for thirty (30) milligrams of Prozac dally was
written on 02/19/10. The current Medlication
Administration Record (MAR) (written per the
most current Physlclan Order Sheet) revealed the
same directions for the Prozac 20mg order,
Review of the current Medication Administration
Record alzo revealed multiple nurses over the
past 6 1/2 months had documented that one (1)
10mg plus one (1) 20mg Prozac had been glven
per the original physiclan's order to equal 30mg
dally.

Interview with the DON on 08/12/10 at 2:10pm
revealed this was an error In the pharmacy
directions for the Prozac 20mg adminlstration and
It should have been recognized and repotted prior
to surveyor Intervention by nursing staff or the
consulting Pharmaclst.

Interview with the ¢onsulting Pharmaclst on
08/12/10 at 2:30pm revealed the surveyor should
contact the PCA Pharmacy regarding any quallty
checks they did in regards to review of thirty (30)
or sixty (80) day Physliclan Order Sheets
generated for the facliity. The Pharmacist stated
It I8 her responslibility to review all of the residents’
Physiclan Order Sheets monthly and report any
Irregularities to the attending physiclan and the
DON. The Pharmacist algo stated It was her fault
for not 'catching' the errar In directions for the
Prozac 20myg for Resldent #2.

Interview with a PCA Pharmacy LPN on 08/12/10
at 3:00pm revealed the pharmacy recelved a
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carbon copy of the resident's previous months'
orders &nd corrections were made on these
orders from phyalclan orders faxed to the:
pharmacy from the facllity. She stated that once
the new order sheets were printed, they wers sent
to the facllity. The PCA Pharmacy LPN also Vi
stated there was no pharmacy quallty chack of - %? 0
the new Physlclan Order 8heet once It was F 441
printed and prior to baing sent to the faclilty. 1. All residents identified had no ill effect
F 441 | 483,85 INFECTION CONTROL, PREVENT F 444 , related to staff handling food improper Y.
88=E | SPREAD, LINENS 2. No other residents became ill because of

The facllity must establish and malntalh an
Infection Control Program deslghed to provide a
safe, sanltary and comfortable environment and
to help prevent the development and transmisslon
of disease and Infection,

(a) Infection Control Program

The facliity must establish an Infection Control
Program under which It -

(1) Investigates, controls, and prevents lnfectlons
in the facllity;

(2) Decides what procedures, such as isolation,
should be applied to an Individual resident; and
(8) Malintains a record of Incldents and corrective
actions related to Infections,

(b) Preventing Spread of Infection

(1) When the [nfection Control Program
determines that a resident needs Isolation to
pravent the spread of Infection, the facliity must
isolate the resident,

(2) The facility must prohibit employess witha
communicable disease or infected skin leslons |
from direct contact with resldents or thelr food, If |
direct contact will transmit the dizease.

(3) The facllity must require staff to wash thelr
hands efter sach direct resldent contact for which

alleged non-compliance.
3, Staff will be re-educated on 9/8/2010 by
the DON regarding infection control and
food handling. An in-service regarding
infection control and safe food handh'ng
will be conducted every six months x 3
and then annuglly. The Dietary Manager
or her designee) will observe one meal
every week for 4 woeks, then one mea
every 2 weeks X 4 and then one meal
every month for proper food handling and
infaction control.
4, The Dietary Manger will turn in the report
for the above scheduled observation peri-
ods to the Facility QA committee.
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hand washing Is indicated by accepted
professional practice.

(¢) Linens

Personnel must handle, store, process and
{ransport linens so as to prevent the sproad of
infection.

This REQUIREMENT I8 not met as avidenced
by:

Based on observation, Interview, and record
review, It was determined the facllity falled to
malntain sanlitary conditions In food handling as
evidenced by observatlon of six (6) staff handling
residents' food with bare hands on one or more
oocasions.

The findings Inolude:

Reocord review of facility's Infection Control policy
- | mandates employses with communicable disease
or infacted skin leslons are prohibited from
contact with reslidents' or thelr food, and that
employses with direct resldent contact are
required to wash thelr hands in accordance with
Infection control/universal precautions guldelines,

1. Observation on 08/10/10 at 12:26pm raveaied
CNA #2 asslisted the resident in room C08 with
lunch and removed a ham sandwich from the
wrapper with bare hands, The CNA aigo asglsted
the resident In room A04 by ploking up
red-skinned potatoes with bare hands to remove
the skins, Additional observation at 12:40pm
found CNA #2 assisted the resldent In room C08
With lunch and removed two peanut butter
sandwiches from the wrappers with bare hands.
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Observation on 08/11/06 at 8:15am revealed
CNA #4 asslsted Resident #15 with breakfast by
spreading the butter on the bread with her bare
hands,

Observation on 08/11/10 at 8:25am revesled
CNA #3 asglstad the rasldent In room AD4 with
breakfast by buttering toast with bare hands.

Interview on 08/11/10 at 8:16am with CNA #4
regarding handling of food revealed they were
trained to wash thelr hands and It was acceptable
to touch food with clean hands,

Interview with CNA #2 on 08/11/10 at 8:45am
revealed the CNA was trained to use
hand-sanitizer between delivery of each resldent's
food tray and that It was acceptable to touch food
with bare hands as long as the hands.were clean.

Interview with CNA #3 on 08/11/10 at :00am
regarding handling of food Indlcated the CNA was
trained to keep hands off the resident's food as
much as possible, but that it was acceptable to
touch the food with bare hands if contact was
unavoldable,

Interview with the Infection Control Nurse on
8/12/10 at 11:40am regarding the policy on
handiing of ready to eat foods indicated the staff
were not to touch the food at all even to butter the
bread, but if it Is necessary to touch the food,
gloves should be worn,

Interview with the Director of Nursing (DON) on
08/12/10 at 3:36pm regarding handling of food
revealed that staff were Instructed to use gloves If
It was necessary to handle food, and that it would

F 441
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not be accsptable to touch ready to seat food with
bare hands.

2, Obsatvation on 08/11/10 at 8:15am revealed ‘
CNA #1 had straightened the bed covers and
repositioned the resident In room D14, The CNA
then set up the breakfast tray and spread jam on
toast with her bare hands. In addition, further
observation revealed the CNA had algo spread
Jam on toast with her bare hands for the residsnt
In room De.

Interview on 08/11/10 at 8:35am with CNA #1
revealed she thought It was "OK" to pick up food
with her bare hands as long as she had washed
them prior to and after handling the food. She
stated she was told something new about wearlng
gloves with handling food: however, It was not
enforced,

3, Observation on 08/11/10 at 8:15am revealed
CNA #4 touched Resldent #15's bread with bare
hands. !

Observation on 08/11/10 at 8:20am revealed
CNA #5 touched several whole toratoes for
Resident #10 with her bare hands.

Interview with CNA #4 on 08/11/10 at 8:16am
revealed she had been tralhed on the faclilty
infaction control practice and It was her
understanding that If she weshed her hands first it
would be okay to touch the residents' food with
her bare hands,

Interview with CNA #6 on 08/11/10 at 8:20am
revealed she also had been trained on the facliity
Infection control practice and It was her
understanding that if she washed her handsg first it
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would be okay to touch the residents' food with
her bare hands.
F 458 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 466
ss=& | OPERATING CONDITION 72000
The facllity must maintain all segentlal F 436
mechanical, elestrical, and patient care 1. Replacement arm rests have been ordeted
equipment In safe operating condition. and are being placed on wheelchairs with
torn or frayed arm rests by the Asgst.
' ; Maintenance Director, -
g;:‘s REQUIREMENT s not met as evidenced 2. An audit of all wheelchairs currently in
Based on observation and Interview it was use was conducted by the nursing staff
determined the facliity failed to malntaln essential and the therapy staff during the week of
resident equipment in safe operating condition for August 3 1st-Sept.3, 2010. this audit was
ten (10) unsampled residents, speclfically, in given to the DON and Asst. Maintenance
regards to torn and frayed wheelchalr and cardlac Director to replace torn/frayed arm rests.
chair armrasts. 3, A quarterly audit will be conducted byjthe
Maintenance Director or Asst. Mainte-
The findings Include: nance Dirgctor of all wheelchairs in use
: . and repairs will be made by the Mainte-
Observation on 08/10/10 from 9:00am to 5:30pm nance Department.
and on 08/11/10 from 7.45am to 6:30pm revealed 4, The monthly sudit of wheelchairs in ude
wheelchairs for nine (8) unsampled residents and will be glven to the administrator for r¢-
one (1) cardiac chalr for an unsampled resldent view on & monthly basis.
had torn and frayed armrests with sharp edges to
the covering of the armrests,
Interview with the Maintenance Director on
08/12/10 at 7:30am revealed the Therapy
Department [s responslble to order armrests for
the facllity wheelchalrs and the Therapy
Department personnel would replace those
armrests when frayed. He stated he did net know
. | Ifthis was done only for the residents recelving
therapy services. He further stated he sometimes
recelved work orders to replace wheslichalr
armrests and If he dld he would go to the Therapy
Department to get the armrests or have the
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Therapy Department order the needed parts,

Interview with the Therapy Department Manager
on 08/12/10 at 1:25pm revealed the Therapy
Pepartment Is not responsible to monltor
wheelchalrs for the condition of the armrests but If
a resident Is recelving services In the Therapy
Department the staff there would try to flx the
armrests,

Interview with the Occupational Therapy Assistant
on 08/12/10 at 1:30pm revesled the Therapy
Department kept no stock of wheelchalr armrests
to use as replacements for torn, frayed armrests.
She stated if any of the Therapy Department staff
notioed wheelchalrs for resldents not recelving
thelr services needing repairs those would be
referrad to the Maintenance Department. The
Occupational Therapy Asslstant also stated that
there used to be a staff person at the facllity who
was responsible for wheelchair maintenance but
he had left about & year ago and no one was
responglble for wheelchair repairs after that staff
person had left.

[nterview with the Adminlstrator on 08/12/10 at
3:30pm revealed wheelchalt repalrs had not been
Included In the monthly quality assurance meeting
and she was aware there were wheslchairs In the
facility which needed repairs to include
replacement armrests. She stated she had
racelved a purchase request from the therapy.
department for replacement wheelchalr parts but
thet request had not been fllled by survey date.

ROCKFORD MANOR
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K 000 | INITIAL COMMENTS K000

A Life Safety Code survey was Initlated and
concluded on 08/12/10. The facllity was found
not to meet the minimal requirements with 42
Code of the Federal Regulations, Part 483.70.
The highest scope and severity deficlency
ldentified was an "F",

K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025
88=D
Smoks barrlers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3, Smoke barriers may
terminate at en atrlum wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steal frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not required in duct
penetrations of smoke barriers In fully ducted
heating, ventliating, and air conditioning systems.
10.3.7.3, 18,3.7.5, 18.1.6.3, 18.1.6.4

This STANDARD l& not met as evidenced by:
Based oh observation and interview, It was
determined that the facillty falled to malntain
smoke barrler walls according to NFPA
standards.

The findlngs Include:

Observation on 08/12/10 at 8:05am revealed that
the smoke barrier wall above the cross corridor -
doors for the Main Hall had a hole in which metal
condult was running through. Further observation
revealed that the smoke barrler wall In the A Mall
above room 3 had a (1) Inch size hole that had a
telephone line running through it. The

LABORATORY PIRECTQR'G OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

/ w Ap KE 2 &

Any deflclenatemont endlng with an aaterl&/ danotes u daficlancy which the Inatitution m/ay be exaused from oorrecting providing R 18 determined that
other safegudrds provide sufficient protectlon te ths patiants. (Sea Instructions.) Exocept for nursing homes, the findings stated above are disclosable 80 days
following the date of aurvay whether or not a plan of correstion ja provided. For nursing homes, the above findings and plano of correct(on are dlacloaable 14
days following the date these documents are made avallabls lo the faclity. if deficlencles are clted, an approved PlaH6 : ‘

program partiolpation, %
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' K082 | Continued From page 2 K 062 G/
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA : 1. The painted sprinkler head in the Dietary :

25, 8,75 Department will be replaced by Ken-
tuckiana Sprinkler Company.
2. All sprinkler heads will be inspected b
’ the Maintenance Department, All dim
This STANDARD s not met as evidenced by: sprinkler heads will be cleaned.

=

Based oh observation and Interview, It was 3, All sprinkler heads will be inspected
detarmined the facllity falled to ensure sprinkier . monthly by the Maintenance Director pr
heads were meintained according to NFPA his Assistant. The monthly QA form if-
standards. cludes checking sprinkler heads.

‘ , 4, A report will be provided and reviewef at
The findings Include: the monthly Safety Committee meeting

Observation on 08/12/10 at 8:40am, revealed that and at the Facllity QA meeting.

(8) sprinkler heads In the Kitchen area were dirty
from & bulldup of grease. Further obsarvation
revealed (1) sprinkler head In the kitchen area
had paint on the deflector and struts, The
observation was confirmed with the Maintenance
Director.

Interview on 08/12/10 at 8:40am, with the
Maintenance Director, revealed that he was
unaware of the sprinkier heads being dirty.

Refsrance: NFPA 25 (1998 Edltion)..

2-2.1.1" Sprinklers shall be Inspected from the
floor level annually. Sprinklers shall be free of
corroslon, forelgh materlals, paint, and physlcal
damage and shall be Installed In the proper
orientation (2.9, upright, pandant, or sidewall).
Any sprinkler shall be replaced that is painted,
corroded, damaged, loaded, or In the Improper
orientation. . :
K072 | NFPA 101 LIFE SAFETY CODE STANDARD K072
88=F ' .

Means of egress are continuously malntained free

|
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K144 | Continued From page 4 ' K 144 automatically runs under load for 30 mjn-
utes every Thursday. ;
2. Our generator is fully functional and ?v?/"g

meets the requirements per state regul
tions, In the event of a generator failur,
we have arrangements to obtain portable
generators for our facility.

3. The Maintenance Director monitors th

This STANDARD s not met as evidenced by: generator and results are recorded weekly
Based on record review and Interview, It was on the Maintenance Security form.
determined that the fa_cmty failed to ensure that 4. Any irregularities will be reported immje-
the emergenoy generator was maintalned diately to the Administrator and Regiofal
acoording to NFPA standards. Maintenance Director.

The findings inciude:

Record review on 08/12/2010 at 10:00 AM,
revealed that from 08/06/10 to 08/08/2010 the
facility was using portable generators due to the
meain emergency generator belng down for
repalrs.

Interview on 08/12/2010 at 10:00 AM, with the
Malntenance Directot, revealed that the poriable
generators was not hook directly to the building,
and if the building would have had to use the
portable gensrators he would have had to hook
the portable generators up to the building. Further
interview revealed that the Maintenance Director
was the only person during that time perlod that
could hook the portable generators up for
emergency power and that after hours If he was
called In it would take him approximately 20
minutes to reach the facility.

Reference: NFPA 99 (1899 edltion)

3-6.4.1.1 Maintenance and Testing of Alternate

FPower Source and Transfer Switches.

(a) Malntenancs of Alternate Power Source. The

generator set or other alternate power source and

assoglated equipment, Including all appurtenant
a8y
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K000 | INITIAL COMMENTS K 000
A Life Safety Code survey was Initiated and
concluded on 08/12/10. The facllity was found
not to meet the minimal requirements with 42 ?- 2./0
Code of the Federal Regulations, Part 483.70. K 025
The highest scope and severity deficlency '
identified was an "F", 1. The 2 small holes were repaired by the
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 026 Maintenance Director on September 3rd.
$8=0D 2. All smoke barrier walls have been in«
Smoke barrlers are constructed to provide at spected for openings by the Maintenange
least a one half hour fire resistance rating In Director on September 3rd.
accordance with 8.3, Smoke batrlers may 3, The Maintenance Director will do-
terminate at an atrium wall, Windows are monthly checks for holes in smoke bartier
protected by flre-rated glazing or by wired glass walls. This will.be added to his weekly
panels and steel frames. A minimum of two maintenance checklist. All subcontractkrs
soparate compartments are provided on each will be required to demonstrate to the
floor. Dampers are not required In duct Malntenance Director that any holes they
penetraﬂons of smoke barriers In fU”y ducted create are repalred prjor to comp]etion f
heating, ventllating, and air conditioning systems, job. f
18.3.7.3,18.3.7.5,10.1.8.3, 16.1.6.4 4, Results of the monthly checklist will bs
reviewed by the Administrator and a sum-
mary report will be presented at the
. * monthly safety committes meeting,
This STANDARD Is not met as evidenced by
Based an observation and Interview, It was
determined that the facility falled to maintain
smoke barrier walls according to NFPA
standards, :
The findings Include:
Observation on 08/12/10 at 8;06am revealed that
the smoke barrier wall above the cross corrldor
doors for the Maln Hall had a hole In which metal
candult was running through. Further observation
revealed that the smoke barrler wall in the A Hall
above room 3 had a (1) Inch slze hole that had a
telephone line running threugh It. The

'S OR PROVID UPPLIER REPRESENTAT/YE'S 8IGNATURE E (XQ) DATE
0 B A "'/ e

ending WIMn astarlsk (*) denofet deficlancy which the Inetitution m'ay be exouasd from correcting providing It le determined that
other safeguards préVide sufficlent protection te tha patlents. (Ses Inatrustions,) Excapt for nursing homes, the findings atated above are disclosable 90 days
fallowing the date of survey whether or not & plan of corraction I8 provided. For nursing homes, the above findings and plana of correction are disclosabls 14
days following the date these documents are mada availeble (o (he facllity. If deflclencles are clted, an approved plan of correctlon s requisite lo continued

pregram participation,
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K026

K082
§8=D

"| between the item and the slesve shall

Continued From page 1
observation was confirmed with the Maintenance
Director.

[nterview on 08/12/10 at 9:05am, with the
Malntenance Dirsctor, revealed that he was
unawarse of the holes In the smoke barrler walls,

Reference: NFPA 101 2000 edition

8.3.8.1 Pipss, conduits, bus ducts, cables, wires,
alr ducts, pneumatic tubes and ducts, and simllar
building service equipment that pass through
fioors and smoke barrlers shall be protacted as
foliows:

(@) The space between the penetrating Item and
the emoke bartler shall

1. Be filled with a material capable of maintalning
the smoke resistance of the smoke barrler, or

2, Be protected by an approved device desighed
for the spedific purposs.

(b) Where the penetrating tem uses a slesve to
penetrate the smoks barrler, the sleeve shall be
solldly set In the smoke barrier, and the space

1. Be fllled with & material capable of maintaining
the smoke resistance of the smoke barrler, or

2. Be protected by an approved device deslghed
for the epeclfic purpose.

(¢) Where designs take transmission of vibration
Into conslderation, any vibration Isolation shall

1. Be made on either sids of the smoke barrier, or
2, Be made by an approved device designed for
the specific purpose.

NFPA 101 LIFE SAFETY CODE E’I}WDARD
Reguired automatic sprin er’?i/&dgtems are
continuously maintained’in rellable operating
conditioynd Mpeotad and tested

K025

K082
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K062 | Continued From page 2 K082 '

‘2010
periodically. 18.7.8, 4.8.12, NFPA 13, NFPA : K 062 7’?0 '
25,0.7.6

1. The dirty /painted sprinkler heads noted
in the dietary department have been
cleaned by the Maintene;g/g;;Director.

This STANDARD Is not met as evidenced by: 2. All sprinklered heads will'be inspected| by

Based on observation and Interview, it was the Maintenance Q,iréétor by 9/20/2010.

determined the facllity falled to ensure sprinkler ~all dirty sprinklef heads will be cleaned.

heads were maintained according to NFPA 3. All sprinklef heads will be inspected

standards. monthly by the Malnsenance Director or

_his"Assistant. The monthly QA form in-
The findings Include: " cludes checking of sprinkler heads.
. , . ill id thly at t

Observation on 08/12/10 at 9:40am, revealed that| | 7 report will be provided monthly at the
- Safety Committee meeting and at the Fa-

(8) sprinkler heads in the Kitchen area were dirty cility QA meatin

from a bulldup of grease. Further observation |~ Y &

revealed (1) eprinkler head In the kitchen area/’

had palnt on the deflector and struts, The .~

observation was confirmed with the Malpténance

Director. /

Interview on 08/12/10 at ©:40arf, with the

Malntehance Director, revedled that he was

unaware of the sprinklerheads being dirty

Reference: N PA25 (1998 Edltion).

2-2.1.4 prinkiers shall be inspacted from the

floef Isvel annually. Sprinklers shall be free of

orrosion, foreign materlals, paint, and physical
- damage ‘and shall be installed In the proper

orientation (e.g., uptight, pendant, or sidewall).

Any sprinkler shall be replaced that is painted, .

corroded, damaged, loaded, or In the improper

orlentation, . :

K072} NFPA 101 LIFE SAFETY CODE STANDARD K072
S$=F
Means of egress are continuously maintained free
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K072 | Continued From page 3 K072
of all obstructions or impediments to full instant K072 ?-Qﬂ«/d
use in the case of fire or other emergency. No - .
furnishings, decoratlons, or other objects obstruct 1. Rockford Manor will maintain safe and
exits, access to, egress from, or Visibliity of exits, clutter free corridors to allow full instant
7.1.10 use in accordance with NFPA require- !
ments, i
2. Linen carts will be stored of the halls i
the laundry room when not in use and
This STANDARD Is not met as evidenced by: g%emﬁlt ;eﬂ?l:efn?:l relocated ever
S bty s e e ol 5. Saitwibremiodo s o
free from obstructions to full Instant uss In the at our Septemoer Sth in-3ervice conaucts
case of fire or other emergsncy. by the DON, The facility environment
will be monitored by use of an Enviro
The findings include: mental Audit monthly to ensure continlied
compliance,
Observatlon on 08/12/10 at 8:56am revealed a 4. This plan of correction will be incorpoy
clean linen cart was noted to not be In use and rated into the QA and Safety programs
unattended In Hallway D, Further observation
revealed that In Hallways C, and B had clean
linen carts not In use and unattended, Coarridors
are Intended for means of egress, Internal traffic
and emergency use, not storage spaces. The
Life Safety Code has spscific requirements for
storage spaces. These ltems would also limlt the
use of the hand ralls by occupants of the bullding
when nesded.
Interview on 08/12/2010 at 8:45 AM, with the
Maintenance Director, revesled that the clean
lInens carts were routinely left In the hallways due
to lack of storage spacs.
K144 | NFPA 101 LIFE SAFETY CODE STANDARD K144
S8=F _
Generators are Inspected weekly and exerclsed
under load for 30 minutes paf month In
aceordance with NFP 3.4.4.1.
Faclilty 1D: 100459 : If continuation shest Page 4 of 7
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K 144 | Continued From page 4 K144|1.0ur emergency generator
automatilcally runs underx
load for 30 minutes every
. Thursday. F/-10
2.0n Thursday Augus;/%th
our generator did not kiick
on as normal. This is the
This STANDARD s not met as evidenced by: gégsﬁ aH‘:Z Sﬁeézgggztog £
Based on record review and Interview, It was { {solated incid '
determined that the faclilty falled to ensute that 8 an lsplated incldent,
the emergency generator was malntained We have e little contrgl
acoording to NFPA standards, over alfunc;tione and w
' canriot predict when any
The findings includs: ece of equlpment will
fall. A call was made
Record review on 08/12/2010 at 10:00 AM, /, immediately to have the

revealed that from 08/06/10 to 08/06/2010 the
facility was using portable generators duse to the
maln emergency generator being down for
repalrs,

Interview on 08/12/2010 at 10:00 AM, with the
Maintenance Director, revealed that the portéble
generatore was not hook directly to the
and If the bullding would have had to

ullding. Further
tenancs Director
at time perlod that
could hook the portable generators up for

the portable generators up to th
Interview revealed that the M

8 him approximately 20
the faclitty,

called In it would
minutes to re

Referance: NFPA 90 (1009 edltion)
3-6.4.4,1 Maintenance and Testing of Altarnate
Power Source and Transfer Switches,
(8) Maintenance of Alternate Power Source. The
generator set or other alternate power source and
asgoclated squipment, Including all appurtenant

i r'

generator inspected and
repalred. However, during
this time we took pre-
cautionary actions by
borrowing portable gen-
erators from another
facility in the event of
a power fallure. The gen-
erator has been repalred
and there i1s no need to
have portable generatori.
3.The Maintence Director
monitors the generator
and the results are re-
corded weekly on the
maintenance Security foxm,
4,Any ilrregularitles will
be reported the the Admin-
lstrator.
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electrical wiring was maintalned according to
NFPA standards.

Observation on 08/12/2010 at 9:49 AM, revealed
that the cover was missing from the slectrical wall
socket In room A2, The obssrvation was
confirmed with the Malntenance Diractor.

Intervisw on 08/12/2010 at 8:49 AM, with the
Malntenance Directer, revealed that he audits the
rooms once & month for problem such as the
missing cover from the electrical wall socket, and
nursing staff have a pollcy for reports
malntenance Issues, but that he was unawara of
the missing cover for the electrical wall sockat, |
Reference: NFPA 70 1968 edition

110.27 Guarding of Live Parts.

(A) Live Parts Guarded Agalnst Accidental
Contact. Except as slsewhere required or
permitted by this Code, live parts of electrical
aquipment operating at 50 volts or more shall be

guarded agalnst accidental contact by approved

ROCKFORD MANOR LOUISVILLE, KY 40216
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X&)
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4 DEFICIENCY)
K 144 | Continued From page 5 o~ K 144
parts, shall be 80 malntalned as %Q,,be/éapable of K 147 ? S0
supplying service within the shortest time %
practicable and within the-10-second Interval 1. The receptacle cover was replaced imme-
speclfied in 3-4.1,1.8 and 3-6.3.1. diately in Room A 2 by the Maintenange
K 147 | NFPA 101 LIFE'SAFETY CODE STANDARD K 147 Assistant,
88=D o 2. Acomplete audit of all rooms will be
Electrical wirlng and squipment s In sccordance completed by the Maintenance Depart-
with NFPA 70, Natlonal Electrical Code. 8.1.2 ment by 9/10/2010 to ensure no other
receptacle covers are missing, aLj
3, The nursing staff will be reminded to ad-
vise Maintenance Department of any
problems with any electrical wiring, ret
. ceptacle covers or other safety issues.
This STANDARD I8 not met as evidenced by: This will be addressed in the Septembel
Based on observation and Interview, It was 8th in-service by the ADM and/or DON
de - '
termined that the facllity failed to ensure 4. The department directors will make

rounds of resident’s rooms prior to our]
monthly safety committee, They will
check all receptacle cover to ensure the
are not missing from the sockets. Any
missing receptacle cover will be replaced
immediately. The Maintenance Direct
will report all electrical repairs at the
monthly safety committes,
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'| such damage,

anolosuras or by any of the following means!

(1) By location In & room, vault, or similar
anclosure that Is accessibie only to qualified
persons.

(2) By sultable permanent, substantlal partitions
or screens arranged so that only qualified
persons have accees to the space within resch of
the live parts. Any openings In such partltions or
screens shall be slzed and located so that
persong are not likely to come Into accidental
contact with the live parts or to bring conducting
objacts Into contact with them,

(3) By location on a sultable balcony, gallery, or
platform elevated and arranged so as to exclude
unqualified persons.

(4) By slavation of 2.6 m (8 ft) or more above the
floor or other working surface.

(B) Prevent Physical Damage. In locations where
electric equipment Is likely to be exposed to
physlcal damags, enclosures or guards shall be
so arranged and of such strength as to prevent

(C) Warning Signs. Entrances to rooms and other
guarded locatlons that contaln exposed llve patis
ghall be marked with conspicuous warning signs
forbldding unqualified persons to enter.
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