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NOOC INITIAL COMMENTS Noog
. L N 303
. A Reficansure Survey was indfiated on 03/31/15 : 1
andd concluded on 04/02/15 with daficient practios | T,
citad. : Resident were asked
: 5 if they would like 1o
N 303 802 KAR 20:300-13{1) Sesction 13. Dental | M 303 consult with dental
Services : services annually or
 The facility shall assist residents in obtaining as needed. Resident
routine and twenty-four (24) hour aimergency number 9, 16,3, 14, 5
gental care. The facility shall provide or obtain was asked if they
from an oulside resource, in accordancs with W ;
, - s ould i ;
Section 18(6)a) and (b} of this adminisirative i S sg ke to E}mie a
reguiation following denial services to meet the : armual consult with
neads of sach resident: ; iihe dentist, they alf
{1} Routine dental services, and declined services.
This requirement is not met as evidenced bty ?@Fdﬁm ﬁméw. -
Based on interview and record review, it was 15, and 4 next of kin
determined the facility failed to ensura residenis Was comtacted and
recaived routine dental services to meel the they also declined
needs of gach resident for eight {81 of ninglzen : serviees at this 6
. {18) sampied residents, Residents #2, H3, #4850 . ) b “me’
#O, #10, #14, and #15, ; Resideni 9, 10, 3, 14,
o and 5 was informed
The findings include: that annual dental
1. Review of Resldent #%'s medical record Services was offered
. reveaied the facility admitted Resident #8 on and they would be
08/21/08 with diagnoses which included Acule assessed bi-annual for
. Respiratory Failure, Obstructive Sleep Apneaa, change i il
and Mistory of Tobacon Uss, The faciity R § i éeﬁgsmiﬁ
assassed Resident #8, in a Quarterly Minimum esident ﬁME{EE:“k
- Data Set {(MDS), dated 02/05/15 as requiring 13, and 4. Families
axlensive assistance with hygiene. Review of was informed that
; Mesident #9's care pian reveslad the facifity :
: resi /
" agsessed Resident #8 as af risk for dental dent would be i'e
. problems and requiring assislance for orgl cars, gg@
- However, review of the record revealed no -
documenied evidence Resident #9 had bean '
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Continued From page 1 : N303 assessed bi-annual for

8303

- seen by or given the apporiunily o be seenby a

dentist in the previous vear,

2. Review of Rasident #10's medical recard
revaaled the faciity sdmilted Resident #10 on
GEM15/11 with diagnoses which included Sentle

Modes, and Acule Pain, The facifity 2ssessed
Resident #10. in 3 Quarterly MDS, dated
1/06/15, as requiting extensive assistance with
hygiene. Review of Resident #10's cars plan

" Dementia Uncomplicated, Enlargement of Lymph

revealed the facility assessed Resident #10 as at ;

' risk for chewing difficulty refated to partial or

conipiste edenivlism, and also documesntad an
$8/20/12 the rasident rafused of dental consull,

. However, review of Resident #10's madical

recard ravealed no documented evidenca of any |

offered dental consult in tha previous yesar,

3. Review of Rasidant #7s medical record
revealed the facilily admilted Rasident #3 on
02/18/14 with diagnoses which included Chronic

: Obstructive Pulmonary Disegse, Generalized
Pain, Depressive Disorder and B Defined

Cershrovasoular Discass.

The faciity assessed Resident £3, i an Annual
MDS Assessment, daled 01/16/2015, as being
moderately impaired with 2 Brief Inferview for

edentulous and needing extensive assist of (1)
one staff member for oral hypiens.

. Review of Physician orders dated O8/4h4,
" revealed Resident #3 could see a Dentist,

Care dated 01/29/15, revesled Resident 53

' needed assistance with oral care and dental

ax8ms 85 necessary, however, there was no

- Mental Status (BIMS) score of (8) eight, as being

Review of Resident #3's Comprahsnsive Plan of

f
|
g

need of dental exam
or at any time they
could also request
services,

2.

All resident and or
their family member

will be contacted via
mail by May 13, 2015
0 receive or decline
dental service with
risk verses benefits
explained by the
DINE, ANDS, Unit
Manager and or
Admission Nurse,
Resident will be
assessed upon
admission by the
Admitting nurse and
consent or refusal will
be obtained within 7
working days for the
need for dental
services. Education
and training was
compieted with
admission nurse on
May 153, 2015,
Resident or family

o

|
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DEFICIENCY]
N 303 Continued From page 2 © M303 member will be ask to
 documented evidence Resident £3 had been : consent or decline
seen by or offered the opporiunity o be examined | dental serviges
on an arnal Dasis by & dentist, : awaétﬁng respense
4. Raview of Resident #14's medical record ;i}{;m mail. R:eszdegt
revealed the faciiity admitied Resident 14 on ifalert and oriented
01/16/2012 with disgnoses which included will be asked if they
Hepatic Encaphalopathy, Gereralized Pain, wish to consult with
Depressive Disorder, Dementia and Alzheimer's . .
Disease. dentist and bi-annual
after admission by the
The facilily assessed Resident #14, on g Interdisciplinary
Cluarterly MDS Assessmant, dated 01/33/4 5, as okl
being cogritively intact with a Brief Inferview for T&?@ (which zxz@i‘géﬁs
Menial Status (BIMS) score of fifleen{15), a5 , DNS, ADNS, Unit
being edentulous and needing extensive assist of - Manager, RNAC, or
{1) one stalf member for araf hygiene. z Staff nurse.) by May
. . ) : 5 i
Review of Resident #14's Comprehensive Plan of - ! 3”, 2015 " ‘é’:?
Care daled 01/27/12, revealed Resident #14 _ r&s%d‘eazs in the
needed assist with oral care and dental exams as facility with a BIMs
necessary, howaver, there was no documented of 8 or greater will be
svidence Resident #14 had bean seen by or asked i ,§ th ich t
offered the opporiunity 1o be examined on an Ly wisn o
annual hasis by a dentist, consult with dental
| services. Will be
4. Review of Resident #7s madical record
~ , a completed by May 15,
revealad the facility re-admiltad Residant 82 on p y M v 15, -1
02/02/11 with diagnoses which included et
- Hypertension, Anemia, Osfeoarthrosis, Allered : Jﬁ‘éﬁ
Mental Status, Hypothyroidism, The fagility ; :
- assessed Resident #2, in 2 Quarterly MDS, daled |
1215 with 2 BIMS seore of five {5, indicating
cognitive impairment and a3 being edentulous st ;
“iime of assessment.  Further review of the :
medical revord revealad no documsaniod
. evidence of the resident receiving derial services :
or being coffered a dental consult in the previous | 5
| YEEL. :
; !
i IYNOIE Heontinuation sheet 3o 3
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8. Record review for Resident 45 ravasled he
facility admifted Resident #5 on 02/25/14 with
disgnioses of Alrial Fibuiation, lron Dieficiency

" Anemia, Generalized Pain, Urine Retention,
Chronic Kidney Disease, Hypartension and ;
Diabetes Mellius. The facility assessed Resident
#5, in a Quarterly MDS dated 12/27/14 with a :
BIMS of (10). Further review of the assessment
revealed the Resident was edentulous af this
time. Continued record review revealed no
documantad evidence of any dental exam since
admission.

7. Record review for Resident #15 revealed e
facifity admitted the rasident on 05/19/11 with
diagroses of Alzheimer's Diseass, Aphasia,
Depressive Disarder, Anxiety, Hypertengion and
Fayohesis, Resident 215 was severaly impaired
and required assistance with hygiens including
“oral cara. Further record review revealed no
documenied evidence of any dental exam since
- admigsion.

8. Raview of Resident #4's medical record
revealed the faclity admitted Resident #4 on
07/18/12 with diagnoses which included ;
Cerebrovascular Disease, Obstetrical Biood Clat |
Embolism, Dementia, Anxiety, Aphasia, Cerebral
Edema. The faclity assessed Resident #4, ina
Significant Changs MDS, daied 02/28/15 as
being severely cognitively impaired, fotal
assisiance with ADLs and as being edentulous.
Further review of the medical record revealed no ;
documanied evidence of any offered denial 5
consull in the previous year.

Interview with the Dirsctor of Nursing (DON), on
04/01/15 2t 4130 PM, revealed the facilily had no
writtan policy regarding dental exams, and
raveatad ihe facilily did not do routing dantal

ETATEMENT OF DEFIDIENGIES ] (X1} PROVIDERISUSE ISR 1A g G MULTIPLE CONSTRUCTION
AND PLANM OF CORNESTION IBEMTIFIATION M MRER | A BUiL e CORMPLETED
é v b -
g 150511 i B WING 04/0212018
MAME OF PROVIDER OF SUpDLER STREET ADORESS, DITY, STATE. ZiR Cone
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CULDEN LIVINGCENTER - VANCERURS
= VANCERURG, KY 44478
{X4) 1D SLAGMARY STATEMENT OF DEFICIENDES : i PROVIDERS PLAN OF CORREDTION {55}
SRETN (EACH DEFIDIENCY MUST BE PRECEDED BY FULE FREFE {EACH DORMECTIVE A0TION SHOLD 88 COMELEYE
TADG REGULATORY OR LS IDENTIEY NG INFORMATION) TAG CROSS-REFERENCED T THE ARPROPRIATE DATE
SEFICIENGY) _
N 303 Conlinued From page 3 | N33 2013 Those with

BIMS bhelow § the
responsible party will
be contacted via mail
on May 15, 201510
see if they wish their
family member have
dental consult, A
retumn envelope was
also included, Risk
verses benefiis
explained. All
Residents will be
assessed by
Interdisciplinary
Team (DNS, ADNS,
RNAC, Unit Manager
or Admission nurse)}
on a bi-annual basis.
Finding will be
documented,

@
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N 303 Confinusd From page 4 M 303
; ' . call and schedule
. foy [ - .
 BX&ME uniess the sew 2 nesd for 3 danisl gxam, routine dental exams

if the resident or

. Interview with the facliity Adminisirator, on ;

- D4/02115 a 6:08 PM revealed the facifily did nat responsible party/next

: b?ve 8 ?agéfaciiwiihéa de?ﬁsé, and s;:e . of kin consents for
wterpreled “routine denial services” o mean § : .

; . e ‘ : treatment and exam.

- any resident shows sionz of having 2 dental ; i

roblem. ° e The ADNS/ DNS or

designee will
complete bi-annupal
audits to assure
compliance,

I any further issues
regarding dental
services is observed i
will be forwarded 1o
the QA A committee
for further
opportunities or
solutions.

f ﬁu%i{;
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| 185215 8 wiNg [ omsizers |
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i
; K 000
i

CFR: 42 CFR 483.70(a)

Building: 01

o e asan -

Survey under, NEPA 101 (2000 Ediiion)
Plan aporoval 1978
Facility type SNF/NE !

Type of stiucturs. One story, Type it
{unprotecied)

|
f
£ Smoke Compariment: Five (5
E Fire Alarm: Cormplete fire siarm with Emoke
deteciors installed in comidor, heat datectorsin
mechanical rooms, laundry, Kitchen, and spinkier
riser room. Upgraded 05/21/08.
Borinklar Svstem: Complete sprinkler sysiem
{dry). Upgraded in 2008 with new main contros R,
valve and in 2008 with new dry valve, I

Generator, Type 2 generator powersd by dieset

i

|

|

|

f installed May 2011
i

A Standard Life Safely Cods Survey using @
27863 (Short Form) was conducted on J331Ms,
CGolden Living Center Vanneburg was found not to
be in compliance with the requirernents for

i participation in Medicare and Madiczid. The
census on e day of the survey was sighty nine
{88). The fecility is censaed for ainsty four (94)

|
|
|

bads,
The Highest Scope and Severity deficiency was
| : Mﬂ"“\\ .
LABCRATORY DIRECTAR'S OR PROVIDERISUFFLIER REPRESENTATVE'S SIEHATORE TTLE TA8) DATE
A ) 522 s
Wsed from correcting providing & Is determinesd that

G
her of not 8 plan of comrection s
the facility If deficlenciss are cif

Any deficiercy siatement endin
sther safeguards provide syt
Biowing the date of surved whe
days foilowing the dale these documents are mada avgilable to

program aaicination

T gh asErer [ denclos 5 defisienicy which the wstitulion may be axe
s, the findings siaied above g disciosable 3 days

7 fo the paffents, (See Instructions i Except for nursing home:
providad, For nursing hornes, the above findings and plans of correction are disciosate 14
&4, an approved plan of corection is requisiiz o continued

Faciity 10 160811

Evard D IYNOM
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DEFICIENS Y |
|
K000 Continued From page 1 KOO0 |
"o level K029 8%=D
K028 NFPA 101 LIFE SAFETY CODE STANDARD K 029 The Mechanical

58=0
Qne hour fire raled construction fwith % hour
fire-rated doors) or an approved sutomatic fire
extinguishing system in accordance with 8.4 1
andfor 19 3 5.4 protects hazardous areas. Whan
the approved autormatic fire extinguishing system
oplion is used, the areas are separated from
ather spaces by smoke resisting partitions and
doors. Doors are seif-closing and non-rated or
fisld-applied profective plates that do not excead
48 inches from the bottom of the doer ars

permitied 18321

This STANDARD = niot met as evidenced by
Based on observation and interview, # was
cetermined the faciity failled to ensure hazardous
areas were protected according i Mational Fire
Protection Association INFPA) The deficency
had the potential to afflect ane (1) of five {5
smoke comparimerns, gight (8] residents. stafd
and visifors.

The findings included:

Chbservation on 03/31/15 at 12:51 PM. with the
Maintenance Diracior ravesied the door teading
into the Mechanical Room did ned have automatio
fatching hardware. The door was kept closed
with a dead boll when sial was nof using the
room. interview, with the Maintenanes Direcior,
revegiad he thought the door was ok if staff
locked the door when the room was unattended,

Room Daor, door
knob was replaced
with a new door knoh
assembly as or April
1, 2015,

No resident was
affected by this.

The facility will
complete a total in-
house audit of all door
xnobs 1o assure they
are properly working
this will be completed
by the maintenance
director on April 2,
2015 and will be
audited every six
months by the
maintenance director.
The staff will be re-
educated on work
otders if knohs is
observed broken. In.
service will be

A7
s
f,,.{d@

FORM CMS-2887(02.88) Provious Versions Obsclets

Event 2 3YNOTY
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£02 MULTIPLE CONSTRUCTION

£X3 DATE SURVEY

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUFELIERICLIA | j
AND PLAN OF CORRECTION CENTFICATION NMUMEES. A SUILSHG 01 f COMPLETED ?
185218 | B wanic | _oumyzes |
NAME OF PACVIDER DR SUPPLIER ¢ STREET AUDRESS CITY. STATE 2P CODE ;
, 58 EASTHAM STREST
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o SLMBIARY STATEMENT OF DEFICIENGIES it FROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFCIENCY MUST BE PRECEDED BY FLiL FREFIX {EACH CORAECTIVE ACTION SHOULD BE COMPLETIN 3
TAG REGULATIRY OR L5C IDENTIFYING INFORMATION) TG CROSS REFERENCED 1O THE APPROPSIATE pave
CEFICIENG Y ;
028 Conti 7 2
K ontined From pags 2 K029 completed by May 15,
The findings were acknowledged by the 2015, The work order
Administrator during the exit conference. will be placed in the
N facility internal
Reference: NFPA 101 (2000 Edition) system called
18.3.8.3.27 Doors shall be provided with & means Building Engines for
suitable for keeping the door closed that s mainienance o
acceptable to the authority having jurisdiction, review and complete
The device used shall be capabie of keaping the task. Anv furth
deor fully closed if & force of 5 ibf (22 N} is R Ay er
apphied at the iatch edge of the door. Foller issues will be address
latches shall be prohibited on comidor doors in in the QA-A
buildings nat fully protected by an approved committes {1 @;
automatic sprinkler system in accordance with J .
19.3,5.2, 66
Exception No. 1. Doors to toilet FoOms,
bathrooms, shower rooms, sink closets, and
sitnilar auxiliary spaces that do not conlain
flammabie or combustible materials.
Exception No. 7 Existing rofler latches
demonstrated o keep the door closed against 2
force of § 1bf (22 N} shall be permilied 1n be kant
in sarvice, E~038 88=n
KO8 NFPA 101 LIFE SAFETY CODE STANDARD )08
$8=0 ‘
Exit access is arranged so that sxiis are readily Maintenance égs
accessibie al all times in accordance with section ordered new signage
7.4 1821 indicating proper |
g

i

|
:

¥ continuation sheet Page Iafs
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H H H
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K 028 !

K U328 Continued From page 3
This STANDARD i8 not met 25 svidenced by
Based on obsarvation and interview, it was
determined the facility failed o ensure doors
squipped with delayed egress hardware had
signage that was readily visible, scoording o
Malicnal Fire Profection Association {MNFPAL
standards. The deficiency had the polentiai io
affect one (1} of five (5) smoke compartmanis,
eight (8) residants, staff and visitors

The findings include

Observation on 03/31/18 51 121 PM, with the
Mainienance Director, reveled the exterior evit
door for the Front MHall was equipped with delayed
egress hardware and with red signage indicating
the proper door operation. Further observation
revealed the door was also red,

Interview on 03/31/15 at 121 PA. with the
Maintanance Director, revesied the facility was
unaware the signage did not meet Life Safety
Code requiremeants

The findings were confirmed with the
Adminisirator during the exit conference an

Reference! NFPA 101 {2000 Edition).

7.2.18.1 Delayed-Egress Locks, Approved,
fisted, delayed sgress locks shall be permittad o
be installed on doors serving low and ordinary
hazard contents in bulldings protected throughout
by an approved, supervised auiomatic e
detection system in accordance with Saciion 8.6,
of an approved, supervised automatic sprinkler
system in accordance with Seation 8.7, and
where permilted in Chaptars 12 through 42,
pravided that the following criteria are met

background and color
leftering. Was replace
prios to completion of
stavey on §4-02- ]
20135, All doors wil]

be evaluated for
proper signage and
new signs to be
displayed. To be
completed by April
36, 2015,

The maintenance
director will check
doors 3x weekly for
appropriate signage to
assure the signage is
still in place. If
signage has removed
it will be immediately
ieplace.

Any further issues or
concerns will be
addressed in QA-A.

FUR CMS.2587{02-86) Provious Yorsions Obsclate Evant ID3YNOD

Facdity 1r 100844
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K U38 Continued From page 4
{a} The doors shall unlock upon sctuation of an
approved, supervised sutomatic sprinkier sysiem
in accordance with Section 8.7 or upon the
actuation of any heat detector or activation of nof
more than two smoke detecions of an approaved,
supervised automatic fire detection system in
accordance with Seclion 88

{b} The doors shall uniock upon foss of Dowar
confroling the look or locking mechanism.

(¢} An irreversible process shall relesss the lock
within 18 seconds upon appiication of & foree
the release device required in 7.2.1.5.4 that shall
not be requirad (o axceed 15 B (7 N} nor be
required 1o be continuously applied for more thap
3 seconds. The inftfation of the release process
shafl activate an audible signal in the vicinity of
the door. Once the door lock has been refeased

refonking shafl be by manual means only
Exveplion: Whers approved by the suthornly
hawing jurisdiction, a delay not gxcaeding 20
seconds shall be permitted,

{d} "Un the deor adiacent 1o the releass davice,
there shall be & readily visible, durable sigr in
fetlers not less than 1in. (2.5 em) high and not
tess than 1/8 in. (0.3 cm) In stroks width on 2
cordrasting background that reads a5 follows:
PUSH UNTIL ALARM SOUNDS

DOCR CAN BE OPENED IN 15 SECONDS

that is neithar an exit nor a way of exit access
and that is located or arrznged so that it is fikaly
io be misiaken for an exit shall be identified by a
sign tha! reads as follows:

i NO

by tha application of forcs (o he releasing devics,

71081 No Exit. Any door, passags, or slairway
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; EXIT

; Such sign shall have the word NC in lettars 2 in, :

f {5 omj high with & stroke widith of U8 in {1 cmy} M&iﬁi&ﬁﬁﬁﬁé. .

g and the word EXIT in lefters 1 in. (2.5 crn) high, contacted Ohio River

i with the word EXIT below the word NO, Valley Fire Protection

K oe4 for update to Fire

NEPA 101 LIFE SAFETY CODE STANDARD

Portable fire extinguishers are provided in

reatth cars octupancies in sccordance with

!
| 8741

The findings includs:

183586 NFPA1D

This STANDARD is not meat as svidenced By
Based on cbservations and interview, i was
delermined the fachity iafled to snsure fire
axtinguishers were inspecied according lo
National Fire Protection Associalion (NFPRG
standards. The deficiency had the potential to
affect one {1} of five (5) smoks comparimeanis,
gight {8 residents, sisff and visitors,

Observation on 0331415 af 12:56 PM. with the
Maintenance Direclor, revealed the fire
exiinguisher near the Laundry Room did not have
& vartfication of service collar ndicating a
hydrostatic test had been performad, The fre
extinguisher had 3 manufaciure date of 2005,
Interview with the Maintenance Diractor revesied
ne was did not know why the firs extinguisher did
not have a verfication of service collar,

i Observation on 03/31/15 at 1:01 BM, with the
Mainlenance Dirsclor, revealed the fre

Extinguishers. A Slb
Fire Ext. Recharge/
six year was
completed slong with
Hydrostatic test. This
was completed April
21,2015

The maintained
director will be
monitoring the fire
extinguish tags on
monthiy basis and

appropriate testing
scheduled.

Any further issues or
concerns will be
addressed in the QA-
A meeting.
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KC84 Continusd From page &

extinguisher nesr the Rehabilitation Department
digd not have a verification of service collar
indicating a hydrostalic test had hesn performed,
The fire extinguisher had a manufaciure date of
2007 interview with the Maintanance Olrector
reveated he was did not know why the fre
extinguisher did not have a verification of service

coitar

The findings were acknowledged by the
Administrator during the exit conference

Reference. NFPA 10 (1998 Edition;

4-4.3* Six-Year Maintanance. Every 6 yaars,
swred-pressure fire extinguishers that retuite a
12-year hydrosialic lest shall he emplied and
subjecied to the applicabis mamnlenance
procedures, The removat of ggent from halon
ageni firg extinguishers shall only be done Etitle

& listad halon ciossd rECoOvary 5
applicable maintenance proced

yalem. When the
urss are

verformed during perindic rechargmg or
hydrostalic lesting, the G-year requirement shaij

bagin from that date.

Exception: Morrachargeable fire gxiinguishers
shall not be hydrostatically tested but shall be
removed rom service at a maximum inlervsl of
12 years from the date of manufacturs.
Nonrechargesble halon agant firg extinguishers
shall be disposed of in accordance with 4-33 2

4-4.4.1* Fire extinguishers that

pass the

applicable 6-vear requirsment of 4-4.3 shal have
the maintenance information recorded on

sufiable metallic label or equally dursbis materal
having a minimum size of 2 in. % 3 12 in {31om

% 88 e
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K64 Continued From page 7
The new labei shalt be affixad to the shell by a
heailess process, and any oid mainiensnce
labeis shall be removed. These labals shall be of
the self-destruciive type when ramoval fram 2 frs
extinguisher is atternpled. Tha iabe! shall inciude
the fellowing information:
{2) Month and vear the maintenance was
performed, indicated by 2 parforstion such as s
done by a hand punch
(b} Name or initials of person performing the
maintenance and name of agency performing the
mainianance
4-4.4.2* Verification of Service (Maintenance or
Recharging). Each extinguisher that has
undergone mainienance thal includes inlernal
examination or that has been recharged (see
4-5.5) shall have a "Verification of Service” collar
located sround the neck of the contsiner. The
coilar shall coniain 2 singie circuiar place of
unirterrupted material forming @ hole of 2 size
that will not permit the coliar assembiy to move
over the neck of the container unless the valve is
completely removad. The collar shalt not
ntgriere with the operation of the fire
extinguisher. The "Verification of Service” coliar
shail inchuge the month and vear the service was
performed, indicated by a perforation such a3 is
done by 5 hand punch.
Exception No. 1: Firs extinguishers undergoing
maintenance befors January 1, 1958,
Exception No. 2: Carridgeleyiinder-operated fire
axtinguishers do not require & “Verliioation of
Sepvica” collar,

K 84
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