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{F 000} | INITIAL COMMENTS {F 000}
Based upon the implementation of the
acceptable POC, the facility was deemed to be in
compliance, 08/25/15 as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the dale of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facllity. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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(X4 10 SUMMARY STATEMENT OF DEFICIENCIES {v] PROVIDER'S PLAN OF CORRECTION [T
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CoMPLETON
TAG 3 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERESE:[&E?‘C Tl;)E APPROPRIATE
Disclaimer: Preparation and execution of
F 000 B
F 000 | INITIAL COMMENTS 0001 ihis plan of correction does not canstitute
o admisslon or agreement by the provider of
A Recertification Survey was conducted on the truth of the facts alleged or conclusions
07/22/15 through 07/24/15 with deficiencies cited set forth in the statement of deficiency, This
at the highest Scope and Severity of an “F*, plan of comrection is prepared and executed
F 332 483 25(m)(1) FREE OF MEDICATION ERROR F332! solely because it i requlred by fedsral and
$8=D | RATES OF 5% OR MORE state law,
The facllity must ensure that it is free of F 332 MEDICATION ERRORS

medication error rales of five percent or greater, The fagility shall ensure that it is fiee of

medication error rates of 5% or greater:
Criteria # 1: Resident # A's altending MD was

. . videnced notified by the DON on 7/23115 of missed doses
ms REQUIREMENT is not met as evi of medicalions that occurred on 7122115, An
Based on observation, interview, record review order was obtained to give 7/2315 8am meds
and review of the facility's policy and procedures, when available. Depakole (obtained from the
it was determined the facility failed to ensure it EDK box) was administered af 9:30am;
was free of a medication error rate of five percent Synthroid and Namenda (oblained from the
{5%) or greater. Observation of a medication back up pharmacy were administered at 10:30
pass, revealed a tatal of thirty four (34) am on 7/23/t5. Resident's responsible party
apportunities with three (3) erors which resulted was also notified on 7/2315 of missed
in a medication emor rate of 8.00% medication doses on 7/22/{5 and lale

adminisiration of meds on 7/23/15. Resident #
Certified Medication Technician (CMT) was A's megications are available for administration
observed administering medications for in accordance wilth physician orders as
Unsampled Resident A and thers were three (3) determined by medication cart audils performed
medications not available for administration. by administrative nurses on  B/10/5, 8117115,
8/2415.,

The findings include: Criteria # 2: An audit of medicafion carls was

performed by the pharmacy consullant on the
afternoon of 7/23115 1o determine that ali
medications were available for administration in

Review of the facility’s policy and procedure titled,
"Medicaticn Administration - General guidelines”,
dated 12/18/12, revealed borrowing medications

from one resident for ancther resident when a accordance with physician orders,  Additional
medication is not available is not permitted. partial - audits of medication carts were
Nursing staff should contact the pharmacy as performed by administrative nurses on 81015,
so0n as possible for the medication or for further 8175, 812415 to determine that all

instructions. If Ws of a vital medicalions are available for adminisration in

LABORATORY DIRECTOR'S ROV ER REPRESENTATIVE'S SIGNATURE TITLE // {A8) CA
W“— JA&,.J,“ Y 4 ﬂ'{H i
L}

Any deficiency stnterne::;?(mith an astarisk (*) denotas a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide syficient protaction 1o the patanis, (See instructions.) Except for nursing homes, the findings stated above are disclosable B0 days
following the date of su, whather or not a plan of comrection s provided. For nursing hames, the above findings and plans of comrection are disciosable 14
days following the date these documents are made avallable to the facliity. It deficiencies are cited, an approved plan of correction is requisife to continued
program partizipation
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F 332 | Continued From page 1 Fa3p| Accardance with physician orders. The partial

medication are withheld or refused, the physician

should be notified.

1. Record review ravealed the facility readmitted

Unsamplad Rasident A on 07/06/15 after a
hospitalization for a Closed Fracture of the
intertrochanteric section of the femur.

Review of the July 2015 Physician Orders

revealed to administer Namenda (for dementia)
10 milligrams one (1) tablet by mouth twice daily,

Divalproex (Depakote) Sprinkies (for mood
stabilization) 125 mg by mouth twice daily and

Levothyroxine {a thyroid hormone) 0.05 mg one

{1) tablet by mouth once daily.

Obsarvation of a medicalion pass performed by

CMT #1, on 07/23/15 at B:30 AM, revealed
Namenda 10 milligrams (mg), Depakote
Sprinkles 125 mg and Levothyroxine 0.05 mg

were nat administered to the Resident #1. There
ware empty boxas in the medication drawer for

each of the medications.

Reviaw of the list of medications available in the

Emergency Drug Kit (EDK} included Depakote
Sprinkles 125 mg.

Intarview with CMT #1, on 07/23/15 at 8:30 AM,

revealed the facility had not received the

medications from the pharmacy. She stated she

would follow up with the pharmacy after she
completed the medication pass,

Intervisw with the DON, on 07/24/15 at 10:15 AM,
revealed the staff should call the pharmacy if they
do not have a medication and the EDK box was
availabla and should be utilized by staff as
needed. She ravealed that she was unaware that

audits consisled of a 10% sample of residents.
An audit of July MAR's was completed by
administrative nurses on 7/23115 to determine if
any medication erors had occurred due to
ocmission of medication,

Criteria #3: The facility's protoco! for reviewing
phamnacy fax communications regarding
medication refills has been revised. The charge
nurse will be responsible for reviewing all
pharmacy fax communications and laking
necessary aclion fo obtain medications timely
(such as phoning the pharmacy, utilizing the
EDK or back up pharmacy, consuling with
attending MD).

Nurses and med techs received educational
training about the revised prolocol mentioned
above and pharmacy poficies regarding med
refills, EDK and back up pharmacy on 7/23-
712815 as provided by the pharmacy
consullant and DON/ADON. Education also
included  documenting the reason  for
medicalion not given on the back of the MAR,
Criterfa #4: The QA tool for the monitoring of
medication pass shall be utilized manthly X 3,
then quarterly as per established QA calendar
under the supervision of the DON. Results of
the audits will be reported to the QA Committee
by the DON or ADON each month it is
completed. If an accepled threshold of
compliance is not achieved, the DON or ADON
shall immedialely develop and oversee a
corrective plan. The defails of the cormective
plan will be reported to the QA Commillee, with

updaled audit resulls, at the next monthly
meeling.
Criteria #5: Target Date

812515
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§s=F | STORE/PREPARE/SERVE - SANITARY

The facility must -

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

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

I This REQUIREMENT is not met as avidenced

! Based on observation, interview and review of

| facility policy it was detenmined the facility failed
to ensure food was stored and distributed under

‘ sanitary conditions. Staff personal food from

home was stored in the rasident refrigerator and

a kitchen aide was observed to repeatedly touch

2 dirty and grimy doer and than handle resident

i trays, refrigerator handles and condiments during

the noon meal,

Review of the facility Cansus and Condition,
dated 07/22/15, revealed there were forty {40)
residents in the facility and all the residents

| received their meals from the kitchen.

approved or considered safisfaclory by Federal,
Stale or local authorities; and (2) Store,
prepare, distribute, and serve food under
sanitary conditions;

Criteria #1 and #2: The plastic container with
staff food wes removed from the resident
refrigerator on 07/22/15, The entry doar to the
kitchen was cleaned by the Dietary Manager
(DM) on 07/22/15.

Tray line observations were completed on
B/16/15, 8/19/15, 812115 by the DM and RD fo
verify that dietary staff are observing/praclicing
proper tray line hand sanitation. A kitchen
sanitation audit was completed on 8/16/15 by
the consultant Registered Dietician {RD) to
verify that the kiichen (including, but not fimited
t0: slorage of food in refrigerators, and
cleantiness of kilchen doors) meets sanitary
conditions in accordance with State and
Federal guidelines,

Criteria #3: The dietary cleaning schedule was
reviewed and revised on 8/14/15 by the DM, to
include routine cleaning the kitchen door,

All dietary stafl members received in-service
education on 812415 by the DM which
included, but was nof imited to: revisions to the
routine cleaning scheduls, storage of staff food
in breakroom, and ray fine hand sanitation,
Criterla #4: The QA toal for the monitoring of
dietary sanitation (which includes, but is not

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: AT COMPLETED
185436 B.WING 07/2412015
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WELLINGTON PARC OF OWENSBORQ 2096 NEW HARTFORD RO
OWENSBORO, KY 42303
%4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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DEFICIENCY)
|
F 332 Continued From page 2 F 332
there was a problem with geting medications.
interview with Physician #1, on 07/24/15 at 2.20
PM, revealed it was his expectation that
meadications would be available for administration
to the residents as ordered. $h37} s_‘_‘NlTARY CONDITIONS
F 371 | 483.35(i) FOOD PROCURE, Fa7q| The factity shall (1) procure food from sources
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F 371 | Continued From page 3 F371| limited to, cleanliness of door, food storage, and

The findings include:

Review of the undatad facility policy titled,
"Sanitation", revealed it was the policy of this
facility to maintain equipment, work surfacas, wall
and floors in sanitary condition through daily,
ongoing procedures. The policy also revealed
training was provided to appropriate personnel
regarding correct procedure, cleaning agents and
frequency of cleaning. Al dietary services
personnel will praclice safe hygiene food handling
technigues and will have and rnaintain clean
hands and fingernails,

1. Observation during the initia! tour of the
kitehen, on 07/22/15 at 7:40 AM, revealed a
plastic container of food was belng stored in the
resident refrigerator that belonged to a kitchen
staff. In addition, the entrance door to the kitchen
was observed with a thick build up of grey, sticky
grime around the door handle

2. Observalion, on 07/22/15 at 11.45 AM,
revealed ane (1) of four {4) sanitizer buckets
tested at 100 parts per million which was below
the acceptable manufacturer's recommendation
on two {2) consecutive tests. The acceptable
level was to be at 200 paris per million or above
according to the directions on ths sanitizer laba!.

3. Observation of the lunch tray line, on 07/22/15
at 11.55 AM, revealed a kitchen aide repeatediy
touched a grimy door while holding the grimy daor
open o push loaded food tray carts out of the
kitchen. The kitchen aide failed to wash her
hands after touching the grimy door multiple
times and continued to handle resident food trays
throughout the meal service and retrieve food
items from the resident refrigeralor.

tray line hand sanitation) shall be ulilized
weekly X 4, and then monthiy under the
supervision of the DM. Results of the audils wil
be reported to the QA Committes by the DM
each month it is completed. If an accepled
threshold of compliance is not achieved, the DM
shall immedialsly develop and oversee a
corective plan. The details of the corrective
plan will be reported ta the QA Committee, with
updated audil results, at the next manthly

meeling.
Criteria #5: Target Date:

82515
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55=p | ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biologicals 1o its residents, or obtain
them under an agreement described in
§483.75(h) of this part. The facility may permit
unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

A facility must provide pharmaceutical services
{including procedures that assure the accurate
acquiring, receiving, dispensing, and
adminisiering of all drugs and biologicals) to meet
the needs of each resident.

The facility must employ or oblain the services of
a licensed pharmacist who provides consultation
on all aspects of the provision of pharmacy
services in the facility

X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {s)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | Continued From page 4 F 371
intarview with the Dietary Manager, on 07/22/15
at 11:45 AM, reveaied the sanitation solution
should be at or abava 200 parts per million of
sanitizer solution. Additional interview at 12 30
PM revealed kitchen staff should be washing their
hands if and when they touch the door. She
stated no personal foad iterns were to be stored
in resident refrigerators.
Interview with the Director of Nursing (DON), on
07/22/15 at 2:40 PM, revealed she would expect F 425 PHARMACY SERVICES
the kitchen staff to wash lhe_ir_ hands after The facility shall provide routine and emergency
touching the door, keap sanitizer sclutions at drugs and biological to its residents, or obtain
acceplable levels and not stare personal foad in them under an agreement described in
resident refrigerators. §483.75(h} of this parl, The facilty may permit
F 425 | 483.60(a),(b) PHARMACEUTICAL SVC - F 425

unlicensed personnel fo administer drugs if
State law permits, but only under the general
supervision of a licensed nurse. The facility
shall provide pharmaceutical services (inciuding
procedures that assure the accurate acquiring,
receiving, dispensing, and administering of af
drugs and biologicat) to meet the needs of each
resident. The facility shall employ or oblain the
services of a licensed phamacist who provides
consultaion on all aspects of the provision of
pharmacy services in the facility.

Criteria # 1: Resident # A's attending MD was
notified by the DON on 7/23/15 of missed doses
of medications that occurred on 7/22/15. An
order was obtained to give 7/2315 8am meds
when available. Depakole (obtained from the
EDK box} was administered at 9:30am;
Synthrold and Namenda {oblained from the
back up pharmacy were administered at 10:30
am on 7/23/15. Resident's responsible party
was also nofified on 7/2315 of missed
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This REQUIREMENT is not met as avidenced
by:

Based on observation, interview, record review
and a review of the facility policy, it was
determined the facilily failed to provide
pharmaceutical services to meet the needs of
one (1) unsamplad resident {Resident A) related
1o the failure to ensure Unsampled ResidentA's
medication was available for administration

The findings include:

Review of the facility's policy and procedures,
litled Ordering and Receiving Medications From
the Dispensing Pharmacy, undated, revealed
medications and related products are received
from the dispensing pharmacy on a timely basis.
The facility maintains accurate records of
medication order and recaipt. If not automatically
refilled by the pharmacy, repeat medications
{refills) are written on a medication order form, or
ordered by pesling the reorder labet from the
prescription label and placing it in the apropriate
area on the refill order form and ordered as
follows: reorder medications three to four days in
advance of need to assure an adequate supply is
on hand. The refill order is faxed, called in, or
otherwise transmitted to tha phamacy.,
Receiving medicalions from the phammacy, the
authorized staff raceiving the medication delivery
promptly reporis discrepancies and omissions to
the issuing pharmacy and the charge
nursefsupervisor. Stalf are to assure medications
are incorporated into the resident's specific
allocation priar to the next medication pass.

oD SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DERICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENCY)
F 425 | Gontinued From page 5 Faps| Medicaon doses on 7/22M5 and lale

administration of meds on 7/23115. Resident &
A's medications are avaitable for administration
in accordance with physician orders as
determined by medication cart audits performed
by administrative nurses on 8/10/15, 8175,
82415,

Criteria # 2: An audit of medication carls was
performed by the pharmacy consullant on the
aftemoon of 7/23/15 to delermine that al
medicalions were avallable for administraton in
accordance with physician orders, Additional
partial audits of medication carls were
performed by administrative nurses on 8/10/15,
8A7NS, Bi24/t5t0  determine  that  al)
medicalions are available for administration in
accordance with physician orders. The parlial
audits consisled of a 10 sample of residents,
An audit of July MAR's was completed by
administrative nurses on 7/23115 fo determine if
any medicalion errors had occurred due {o
omission of medication,

Criteria #3: The facility’s protocol for reviswing
pharmacy fax communications regarding
medication refilis has been revised, The charge
nurse will be responsible for reviewing all
pharmacy fax communications and taking
necessary action lo obtain medications timely
{such as phoning the pharmacy, ulilizing the
EDK or back up pharmacy, consulting with
altending MD).

Nurses and med lechs received educallonal
fraining about the revised protocol mentioned
above and phammacy policies regarding med
refilis, EDK and back up pharmacy on (insert
dates) as provided by the pharmacy consultant
and DON/ADON.  Education also included
documenting the reason for medication not
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F 425 | Continued From page 8 F 425 gvﬁ n an #"le ?;fk of the MAR. o
Record review revealed the facility readmitied bl ?]A“t‘l’)“' for the moniloring of
Unsampled Resident A on 07/06/15 afler a hen! auast g shall be utilized monthly X 3,
hospitalization for a Closed Fracture of the quariany aS.Eel‘ established QA calendar
intertrochanteric section of the femur. under the supervision of the DON. Resulls of
the audils will be reporled to the QA Committes
Review of the July 2015 Physician Orders by the DON or ADON each month it is
revealed to administer Namenda (for dementia) completed. If an accepted threshold of
10 milligrams one {1} tablet by mouth twica daily, compllgnce is not achieved, the DON or ADCN
Divalproex (Depakote) Sprinkles (for mood shall Immediately develop and overses a
stabilization) 125 mg by mouth twice daily and coneclllve plan. The delails of the corrective
Levothyroxine (a thyreid hormone) 0 05 mg one pian will be reporled to the QA Committee, with
(1) tablet by mouth once daily; however, updaled audit resulls, at the next monthly
observalion during a medication pass on, mealing,
07/2315 at 8:30 AM, revealed there was no Criteria #5: Target Date 8/25/15

Namenda, Levothyroxine, and Depakote in the
drawer for Unsamplad Resident A, there wera
emply boxes. Further review of the July 2015
MAR, revealed the resident had been out of the
Depakote, Levothyroxine and Namenda since
07/22/15 at 8:00 AM which meant the resident
had missed a total of three (3) doses of each
medication in two (2) days.

Review of the list of medications available in the
Emergency Drug Kit (EDK) included Depakote
Sprinkles 125 mg.

Review of Refill Request Sheets revealed staff
had faxed reorder sheets o the pharmacy on
07/16/15 requesting Depakote 125 mg for
Unsampled Resident A; and on 07/20/15 and
07/22/15, staff had requested Depakote Sprinkles
125 mg, Levothyroxine 50 meg and Namenda 10
mg.

Interview with CMT #1, on 07/23/15 at 8:30 AM,
revealed the facility had not received the
medications from the pharmacy. She stated she
would follow up with the pharmacy after she

FORM CMS-2567(02-69) Pravious Versions Obaotele

Event ily 8DNZ11

Facllity ID: 100648

Il continuaticn shaet Page 7 of 9




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 0811/2015

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NO. 0538-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLICRICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A COMPLETED

BUILDING
185436 e 07/24/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE
2885 NEW HARTFORD RD
WELLINGTON PARC OF QWENSBORO
OWENSBORO, KY 42302
4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IBENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE oATE
DEFICIENCY)
F 425 Continued From paga 7 F 425

completed the medication pass.

Interview with CMT #2, on 07/24/15 at 1:34 PM,
revealed she had circled medications for
Unsampled Resident A the night of 07/22/15 as
they were not available and the phannacy had
been faxed. She stated she did not even think to
look for them In the EDK box. The process for
reardering medications was fo pull the sticker
when the resident was down to a three (3) day
supply and fax it to the pharmacy for refill

Intenview with Licensed Practical Nurse (LPN) #1,
on 07/23/15 at 2:56 PM, revealed when a resident
resnters the facility, a telephone order is written to
continue previous orders and the order is faxed to
the phammacy. She stated she was working the
day Unsampled Resident A returnad to the faciiity
and faxed the orders to the pharmacy. She
stated she was off work by the time the pharmacy
delivered medication that night. She further
slated the physician wasn't necessarily notified
each time a resident misses a medication.

Interview with the Pharmacy Consuitant, an
07/23/15 at 1:19 PM, revealed the pharmacy did
receive a copy of the discharge summary from
the hospital prior to the resident's retum to the
facility. He stated after recaiving that document,
the pharmacy filled a one (1) day supply of
Unsampled Resident A's medications pending a
fax from the facility with the admission orders.

He revealed the pharmacy did not receive a copy
of the physician's orders until either 07/22/15 or
07/23/15 and the orders were dated 07/08/15 by
the physician. He stated when a resident's
medicalion supply is gelting low, down to a three
{3) day supply, the staff shou!d pull a sticker off of
the medication box and fax it to the pharmacy.

FORM CMS-2587{02-99) Pravious Versions Obsolele
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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185436 B.WING 07/2412015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2)P CODE
2885 NEwW R
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(X4 1D SUMMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUS T BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 425 | Continued From page 8 F 425

He said the facility staff should have made a
foliow up phone call to the pharmacy to ensure
the fax was received He also stated the
Depakote should have been ratrisved from the
EDK hox.

Interview with the Director of Nursing {DON}, on
07/24/15 at 10:15 AM, revealed the physician
orders should be faxed by staff to the pharmacy.
She stated the staff shouid have called the
phammacy if they did not have the medication and
the EDK box was available and should have been
utitized by staff as needed. She revealed that she
was unaware Lhat there was a problem with
getting medications,

FORM CMS-2587(02-88) Pravious Versions Obsolete Event D.6DN211 Facility D 100648 If conlinuation sheat Page 8 of 9
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X%) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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185436 B. WING 08/25/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
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{K 000} | INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
POC, the facility is deemed to be in compliance
on 08/25/15, as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.

Event 1D:60DNZ22

FORM CMS-2567(02-99) Previous Versions Obsolete Facility ID: 100648 If continuation sheet Page 1 of 1



Department of Health and Human Services Form Approved
Centers for Medicare & Medicald Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this callection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data neaded, and completing and reviewing the collection of information. Send comments regarding this burden estimale or any other aspect of this collection of information
including suggesticns for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project {0938-0390), Washington, D.C. 20503,

(Y1) Provider/ Supplier / CLIA/ (Y2) Multiple Construction (Y3} Date of Revisit
identification Number A, Building |
185436 B. Wing 01 - MAIN BUILDING 01 | 8/25/2015
Name of Facllity | Street Address, City, State, Zip Code
WELLINGTON PARC OF OWENSBORO | 2885 NEW HARTFORD RD

| OWENSBORO, KY 42303

This report is completed by a quallfied State surveyor for the Medicare, Medicald and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such comective action was accomplished, Each deficiency should be
fully Identified using elther the regulation or LSC provision number and the Identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on tha survey report form}.

(Y4) Item (YS) Date {Y4) ltem (YS) Date  (Y4) item (Y5)  Date
Correction Correction Correction
Completed Completed Completed
1D Prefix 08/25/2015 1D Prefix 08/25/2015 1D Prefix
Reg. # NFPA101 Reg. # NFPA1(1 Reg. #
LSC K0025 LSC KOD29 LSC
Correction | Correction Correction
Completed | Completed Complated
1D Prefix | ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prafix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
|
Correction Correction ! Correction
Completed Completed Completed
1D Prefix ID Prefix 1D Prefix
Reg. # Reg. # Reg. #
LsC LSC LSC
Carrection Correction Correction
Completed Completed | Completed
1D Prefix 1D Prefix 1D Prefix
|
Reg. # Reg. # Reg. #
LSC LSC LsC
ReviewedBy | Reviewed By Date: ature of Su r , Date:
l | e ] : .
State Agency P o { ;ﬁ = i (L)é: D& / J%’L’
_ (N _ g
Reviewed By — Reviewed By | Date: | Signature of Surveyor: IDaua:
CMS RO | |

Followup to Survey Completed on: k- — Check for any Uncorrected Deficiencies. Was a Summary of
7/22{2015 | Uncorrected Deficiencles (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 25678 (9-92) Page 1 of 1 Event ID: 6DNZ22




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/11/2015
FORM APFROVED

WELLINGTON PARC OF OWENSBORO

2885 NEW HARTFORD RD
OWENSBORO, KY 42303

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIFLE CONSTRUCTION {X3) DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
185436 B, WING 0712212015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE

CFR. 42 CFR 483.70(a)
BUILDING: 01.

PLAN AFPROVAL. 1990,
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNFINF.

TYPE OF STRUCTURE: One (1) story, Type Il
(211).

SMOKE COMPARTMENTS: Four (4) smake
compartments.

FIRE ALARM: Complete fire alarm system
installed in 1990 with B5 smoke detectors and 5
heat delectors,

SPRINKLER SYSTEM: Complete automatic dry
sprinkier system instafled in 1990

GENERATOR: Type Il generalor installed in
1890. Fuel source is Diesel.

A Recertification Life Safety Code Survey was
conducted on 07/22/15, The faclity was found not
to be in compliance with the requiremants for
participation in Medicare and Medicald. The
facility is certified for forty-four {44) bads with a
cansus of forty (40} on the day of the survey.

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal

Regulations, 483.70(a) et seq, {kfe Safety from
Fire). /7-“/"

(X4} 1D SUMMARY STATEMENT OF DEF. CIENCIES o PROVIDER'S PLAN OF CORRECTION 5}
PREFIX {EACH DEFICIENCY MUST BE PRECEBED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULG BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG LROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Disclalmer: Prepara
K 000 | INITIAL COMMENTS K 000 paration and execution of this

plan of correction does not constitute admission
ar agresment by the provider of the truth of the
facts alleged or conclusions set forth in the
statement of deficiency. This plan of correction
Is prepared and executed solely because It s
required by federal and state law,

LABORATORY D) e%aﬂoemsupp_lm REPRESENTATIVE'S SIGNATURE

@...,3,’ L é’%

otrer safeguards prévide sufficient protection to the patients, (See instructions } Except for nursing homes, the findinga stated abcve ere disclosable 80 days

Any deficiency sta!?t ending with an astersisk (*) denotes a deficlency which the institution may be excused from comecting providing o is determined that

faltowing the date of survey whether or not a plen of correction is provided. For nursing homes, the above findings and p'ans of cormection are disclosable 14
days following the dale these documents are made available o the facllity If deficencies are cited, an approved plan of comection ia raquisite o continued

pragram parilcipation,

FORM CM5 2587(02 86) Previous Veraions Obaolote

Event ID: 6ONZ21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/11/2015
FORM APPROVED
OmMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING 01 COMPLETED
165436 e 07/22/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF CODE
NSBOR 2885 NEW HARTFORD RD
WELLINGTON PARC OF OWENSBORQ OWENSEORO, KY 42303
(X4 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70 THE AFPROPRIATE DATE
DEFICIENCY)
K 000 | Continuad From page 1 K 000
Deficiencias were cited with the highest
deficiency identified at "D" lavel. K025 NFPA 101 Life Safety Code Standard
K025 | NFPA 101 LIFE SAFETY CODE STANDARD K025 Smoke bar ucted foal
N moke bamers are constructed to provida al least 3
58=D
Smoke barriers are constructed to pravide at one haff hour fire resistance rating in accordance
least a one half hour fire resistancs rating in vwﬂal{Il aﬁr-i nﬁon::skaarta;::gc E?iyt::?gfatie egi aln gtnucrln
accordance with 8.3. Smoke barriers may : ghazing or
tarminate at an atrium wall. Windows are gry t‘:f’om:agfrsa’:ep:g;';;":‘eﬂle:’a:?mrgi'id:d";':':‘a‘g:
protected by fire-raled glazing or by wired glass fioor. Dampers are not required in ffucz penetrations
panels and steel frames. A minimum of two of smoke bariers in fully ducied healing venilating,
separale compartments are provided on each and air condioning systems. 19.373, 19.375,
floor. Dampers are not required in duct 19163, 19.164
penetrations of smake barriers in fully ducted
healing, ventilating, and air conditioning systems, Criteria #1: The two (2) penalrations around the
19.37.3,193.75,19.1.6.3, 19164 sprinkler piping located ahove the ceiling in the hall
10 smoke barrier have beon fepaired per NFPA
guidelines
Criteria #2: Al other smoke barriers have been
inspected and noted o be sealed in accordance to
This STANDARD is not met as evidenced by NFPA standard.,
Based on observation and inferview, it was Cn‘lgria #3 Tf'lE Maintenance Direclor received in-
determined the facmty failed to maintain smoke senvice educah.on on 7!2?”5 hﬂm 'lhe admiﬂjsu‘ainf
barriers that would resist the passage of smoke g:;ir;e ::3?0:0 :‘f?g:da:‘: 5;2;’:; wall.':]gn a 'flluaﬂ:ﬁg
between smoke compartments in accordance : vendor has ha
with National Fire Protection Association (NFPA) a:f;f;“!gng*:;‘"" Sy fo assure any unssaled
standards. The deficient practice has the potential g riteria #4: Themcdolelcin diéa!or ES-3 which includes
to affect two (2) of four (4) smoke compariments, moniforing of Smoke Barmiers shall be completed by
residents, staff and visitors. The facility has the the Maintanance Director monthly x 2 months and
capacity for forty-four (44) beds and at the time of then quarterly per the CQI schedule under the
the survey, the census was forty (40). supervision of the Administrator,
Criteria #5; B8/25115
The findings include;
QObservation, on 07/22/15 at 11-46 AM, with the
Maintenance Director revealed two (2)
penetrations around sprinkler piping located
above the ceiling in the Hall 10 smoke barrier
FQRM CMS-2567(02-89) Previbua Veralons Gbsolate Event [D.6DNZ21 Fadlity ID 100648 It exntinuation sheet Page 20l7




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/11/2015

FORM APPROVED

OMB NO. 0938-0391

STATEMENT QF DEFIC.ENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185436

(%2) MULTIPLE CONSTRUCTION
A, BLILDING 01 - MAIN BUILDING 01

B. WING

(X3) DATE SURVEY

COMPLETED

07122/2015

NAME OF PROVIDER OR SUPPLIER

WELLINGTON PARC OF OWENSBORO

STREET ADDRESS, CITY, STATE, 21P CODE
2885 NEW HARTFORD RD
OWENSBORO, KY 42303

(X4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH CEFICIENCY MUST 8E PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS.REFERENCED TO THE APPROPRIATE

DEFICIENCY)

X%
COMPLETION
DATE

K025

Continued From page 2

interview, on 07/22/15 at 11:47 AM, with the
Maintenance Director revealed the facilities
sprinkler contractor had just replaced some
piping in that location two (2) days prior to the
survey, howaver, he was not aware of the
unsealed penetration around tha pipes.

The census of forty (40) was verified by the
Administrator on 07/22/15. The findings were
acknowledged by the Administrator and verified
by the Maintenance Director at the exit interview
on 07/22/15.

Actual NFPA Standard:

Reference: NFPA 101 (2000 Edition).16.3.7.3
Any required smoke barier shall be constructed
in accordance with Section 8.3 and shall have a
fire resistance rating of not less than 1/2 hour,
Exception No. 1: Where an atrium is used,
smoke barriers shall be permilted to lerminale at
an atrium wall constructed in accordance with
Exception No. 2 to 8 2.5.6(1). Not less than two
separate smoke compartments shall be provided
on each floor

Exception No 2% Dampers shall not be required
in duct penetrations of smoke barriers in fully
ducled heating, ventilating, and air conditioning
systems where an approved, supervised
automalic sprinkler system in accordance with
19.3.5.3 has baen provided for smoke
compartments adjacent to the smoke barrier,

Refersnce. NFPA 101 {2000 Edition) 8 3.6.1
Pipes, conduits, bus ducts, cables, wires, air
ducts, pneumatic tubes and ducts, and similar
building service equipment that pass through

floors and smoke barriers shall be protected as

K025

FORM CMS-2567{02-09) Previous Versicns Obsclate Event ID:6DNZ21

Facikyy ID: 100848
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INTED:
DEPARTMENT OF HEALTH AND HUMAN SERVICES sy A,‘i‘:f;},":,"gg

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PFROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED

185436 8. WING 0712212015
NAME CF PRCVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE

2885 NEW HARTFORD RD

OWENSBORO, KY 42303

X4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION s)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONPLETION

TAG REGULATQRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAIE
DEFICIENCY)

WELLINGTON PARC OF QWENSBORO

K 025 | Continuad From page 3 K 025

follows:

{a) The space between the penetrating item and
the smoke barrier shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoka barrier, or

2. Be protected by an approved device designed
for the specific purpose.

{b) Whera the penetrating item uses a sleeve ta
penetrate the smoke barrier, the sleeve shall be
solidly set in the smoke barrier, and the space
between the ilem and the sleeve shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device designed
for the specific purpose.

(c) Where designs take transmission of vibration
into consideration, any vibration isolation shall

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

K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029

- K029 NFPA 101 Life Safety Code Standard

One hour fire rated construction (with % hour Ong hour fire rated constrsciion {WElh % hour fire-
fire-rated doors) or an approved aufomatic fire rated doors} or an approved automatic fre
extinguishing system in accordance with 8.4 1 extinguishing system in accordance with 8 4.1 andlor
andfor 18.3 5 4 protects hazardous areas. When 18354 prolecls hazardous areas.  When the

the_ approved automatic fire extinguishing system :pg?e‘;ﬁh?fg:: °ag";;:?f,fs'}i,’;?nsﬂf,“sgggg:
option Is used, the areas are separated from by smoke resisting partiions and doors. Doors are

other spaces by smoke resisting partitions and self-closin i

S g and non-raled or field-applied protective
doors, Doars are seif-closing and non-rated or plates that do not exceed 48 inches from the bottom
field-applied protective plates that do not exceed of the door are pemmitted. 19.3.2.1
48 inches from the bottom of the door are ‘
parmifted. 19.32.1 Criteria #1: When nol in use the two(2) finan carts

stored on hail 20 and the two(2) finen carls store in
the hall outside the DON office have been relncaled
and are stored within an area conta ning a self-
closure on the door

Criterla #2 Complianca checks havs been complete
lo ensure thers were no other hazardous caris storeqd

FORM CMS-2567(02-99) Previous Verslons Obzolate Event I 8DNZ2t Facillty ID- 100848 1 continuation sheet Page 4 of 7
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 04 COMPLETED

185436 B WING 0712212015

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

WELLINGTON PARC OF OWENSBORD 7466 NEW HARTFORD RD

OWENSBORO, KY 42303
X4 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {x8)
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSE IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. outside NFPA guidelines
) Es.

K 029 CD-I‘ItInUBd From page 4 _ KO28)  Criterla #3 The maintenance director received in-
This STANDARD s not met as evidenced by: service lraining on hazardous storage on 7/27/15
Based on observation and interview, it was from the administrator. Al nursing, laundry and
determined the facility failed to meet the housekeeping staff raceived in-service iraining
requirements for Protection of Hazards, in regarding the appropriate storage of the linen carts
accordance with the National Fire Protection on 8120415 by the Staff Development Coordinator.
Assaciation (NFPA) standards. The deficiency Ciiteria #4 The CQI indicalor, ES-8 which includes
had the potential to affect two (2) of four (4) monitoring of linen cart storage shall be complated
smoke compartments, residents, staff and by the Mainlenance Director monthly x 2 months and
visitors. The facility has the capacity for forty-four then quarterly per the CQI schedule under the
{44) beds and at the time of the survey, the Z‘:ipfe":‘sfg of the Administrator 812515
census was forty (40). 2
The findings includa:
1. Observation, on 07/22/15 at 1:45 PM, with the
Maintenance Director revealad two (2) clean finen
carls were being stored in the Side Hall open to
the egress path of Hall 20.
Interview, on 07/22/15 at 1:46 PM, with the
Maintenance Director revealed he was not aware
of the requirements for protection from hazards.
2 Qbservalion, on 07/22/15 at 2.35 PM, with the
Maintenance Director revealed two (2) clean linen
carts were being stored in the hall by the Director
of Nursing Offica
Interview, an 07/22/15 at 2:36 PM, with the
Maintenance Director revealed he was not aware
of the requirements for protection from hazards.
The census of forty-four (44) was verified by the
Administrator on 07/22/15, The findings were
acknowledged by the Administrator and verified
by the Maintenance Diractor at the exit interview
on 07/22/15.

FORM CMS-2557(02-99) Provious Versions Dbsolole Event {D 8DNZ21 Facliity 1D 100648 If continuation sheet Page & of 7




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED. 08M11/2015

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {t1) PROVIDER/SUPPLIER/CLIA {X2) MULT'PLE CONSTRUCTION (43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 GOMPLETED
185436 B. WING 07/22/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2885 NEW HARTFORD RD
WELLINGTON PARC OF OWENSBORO
OWENSBORO, KY 42303
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH 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 DATE
DEFIGIENCY)
K 028 | Continued From page 5 K029

Actual NFPA Standard:

Reference: NFPA 101 (2000 Edition) 19.3 2
Pratection from Hazards.

Reference: NFPA 101 (2000 Edition) 9 3.2.1
Hazardous Areas. Any hazardous areas

shall be safequarded by a fire barrer having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing systam in
accordance with 8.4.1. The automatic
extinguishing shall be permitted to be in
accordance with 19,.3.5.4. Where the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shall be self-closing or
automalic-closing. Hazardous areas shall
include, but shall not be restricted ig, the
following:

{1) Boiler and fuel-fired heater rooms

{2) Central/bulk laundries larger than 100 f2
(8.3 m2)

{3) Paint shops

(4} Repair shops

{5) Soiled linen reoms

(B) Trash collection rooms

{7) Rooms or spaces larger than 50 2 {4 6 m2),
including repair shops, used for storage of
combustible supplies

and equipment in quantities deemed hazardous
by the authorify having jurisdiction

{8) Laboratories employing flammable or
combustible malerials in quantities less than

those that would be considered a severs hazard.

Exception; Doors in rated enclosures shall be
permitted to have nonrated, factory or
field-applied

profective plates extending not more than

48 in. {122 cm) above the boltom of the door.

FORM CMS-2567(02-69) Pravicus Vertons Obsclete

Event ID:BDNZ21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/11/2015

FORM APPROVED

OMB NO. 0938-0391
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