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_ DEFICIENCY) '
F 000 | INITIAL COMMENTS F 0001 preparation and/or execution of this Plan of
T B I ' ' © 7" {correction does not constitute admission or
A Recerlification Survey and an Abbreviated agreement to the alleged cited deficiencies.
Survey Investigaling ARQO# KY0D014695 and ‘ Royal Manor, Inc. submils this Plan of
ARO# KY00014696 was conducted 04/27/10 _ . :
; ; Correciion as evidence of adherence to state
through 04/29/10. "AlLife Safety Gode Survey was and federal requirements for licensure and
conducted 04/27/10. Deficlencies were cited participation in the Medicare and Medicaid
with the highest scapa and soverity of a "F". programs.
ARO# KY00014695 and ARO# KY00014696 wera
: unsubstantiated. This document not intended to waive any
1. F 281 483.20(k)3)(I) SERVICES PROVIDED MEET defense, legal or equitable, in administrative,
| . §8=D | PROFESSIONAL STANDARDS civil, or criminal proceedings.

The services providad or arranged by the facifity E C F= | VE

must meet professlonal standards of quality.
JUN - 7 200

This REQUIREMENT Is not met as evidenced

by: A . ‘
ton, | i 1 | The facility will en s provided

Baged on observation, interview and record F28 4 " ‘onal

raview, it was determined the facliity falledto - or arranged by the facility meet professiona

standards of quallty specifically to the

ensure physiclan orders were followed for one (1) application of the TED hose.

df fiftean (15) sampled residents (Resident #5).
Resident #5 had an ordet for TED hose to be What corrective action will be occomplished for

applled to the right lower extramity. However, those residents found to have been affected by
ohservation revealed the TED hose was not the deficient practice?

applied as ordered. .

Resident #5 had a new pair of TED haose ordered
The findings Include: on 4/29/2010. The pharmacy received and filled
. the order on 4/29/2010. The TED hose was
applied as ordered.

i Record of Resident #5's clinical record revealed
diagnoses which included Diffiguity in Walking,

Gout, Ostegarthritls, Chronic Lower Back Pain, *please note that the date sited in the SOD
and Aizhelmers Disease. Review of the Resident should have been 4/29/2010 as to when the
#6's most recent MDS (Minimum Data Set), a d when the TED
Quarterly assessment completed on 03/03/10 DON was made aware anc whe

revealed the facllity assessed the resident as was otdered from the p,hﬁrg‘[gv ra;her than
having long and short-term memory defiolts and 4/28/2010. J Aikens wit made aware
mildiy-impalred cognitive skilts. The facliity of this typo and advised reference.

assessed the resident requirad extensive to total

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPREBENTATIVE'S SIGNATURE TITLE {X6) DATE
. [ B - . 1
L) :S S::mufk"a /// _A_r].mw\_lc-:}‘ro-ﬂ'O"" 5-al-lo

Any defiolBhey statement ending with ah asterisk {*) denotes a deficlency which the Instituflon may be excused from corracting providing ft is determined that
othor safeguards provide sutilclent protection to the patiente. (See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
folowing the date of survey whether or not a plan of corraction Is provided. For nussing humes, the above findings and plans of corractlon are disclosable 14
days following the date these documents ars made avallable to the facilily. 1} deflelencles are clted, an approved plan of correction Is requlsite to continued

-+ progragn padielpation. - - -
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- F281) Continued From page 1 - F 281} now will the facility identify other residents have

!

assistance with all ADLs (Activities of Daily

| Interview with the Director of Nursing (DON) on

Living). The facilily noted the resident had
limited ROM of one foot and partial logs of
voluntary movement,

Review of Resident #5's medical record revealed
that, on 02/26/10, the Physician had ordered the
resident to wear a TED Hese to be applied to the
right lower extremity each morning, and to bo
removed bedtime. Review of the Comprehensive
Plan of Care revealed an Intarvention related 1o
the use of the TED Hose as related to previous
DVT (Deep Vein Thrombosis) Involving the right
log.

On 04/28/10 at 10:16 AM, LPN #3 wag ohserved
to parform a skin assessment on Resident #5
which revealed the resident did not have the TED
Hose applied, as ordered by the Physlcian.
During the observation edesma was noted to be
present in the resident's right lower extremity. The
rasident was observed throughout the remainder
of the survey to be setting up In a wheelchalr. On
04/28/10 at 3:00 PM, the resident was again
observed to not have the TED hose on as
orderad. A similar obgervation was made on
04/29/10 at 10:20 AM. In both cases, observation
revealad edema in the resident's lower
oxtremitles.

At 12:00 AM on 04/28M10, LPN #3 was
interviewad and stated "We noticed the hose
were missing on the previous day and, this
morning, one of the aides noted them missing as
wall. We searched the laundry, but could not find
them",

04/28/10 revealed he had obsetved the absence

the potentinl to be offected by the same deficient
pragtice?

Spechally to TED hose, all resident wearlng TED.
hose were reviewed to ensure that each restdent:
with orders to wear the TED hose had theml
readily available for application on 5/3/2010 by
tha Diractor of Nursing, A one time 100% audit:
of physiclan orders were reviewed by DON and:
MDS Coordinator 5/19/10 to ensure that items.
specific to resident care was readlly avallable for:
use,

What measures will be put_into place or

systematic changes made to_ensure that_the

deficien tice will not_ recur?

Nursing staff was In-serviced by the Staff
Development  Coordinator on  5/6/2010
regarding using the CNA care sheets to identify
ltems for use according to physiclan orders.
Further training by the DON and SDC regarding
how to obtain items needed for resident care
was held on 5/20/2010. Care ltems, specifically |
TED hose, were ordered and a par level will be
readliy available. This Is a system change to
ensure availability of such care items.

FORM ¢MS-2687(02-88) Previous Verglons Oksolels

Evont |D: ZCTH1
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This REQUIREMENT Is not mst as evidenced
by

Based on ¢bservatlon, Interview and record
raview, It was determined the factiity falled to

. ensure the Plan.of Care was Implemented one (1)
i of fiftean (15) sampled residents { Resident #5).

i Hesident #5 Comptehensive Plan of Care
indicatad the resldent was to have TED Hose
applied related to previous DVT (Deep Veln
Thrombosis) involving the resident's right leg.

The findings include:

Review of Resident #5's clinical record revealed
diagnoses which included Difflcuity in Walking,
Gout, Osteoarthritls, Deep Vein Thrombosls and
Alzhelmer's Disease. Review of the resident's
most recent MDS (Minimum Data Set), a
quarterly assessment completed on 03/03/10
revealed the facllity assessed the residant as
having long and short-term memory deficit with
mildly-impalred cognltive skills and extenslve to
total agsistance with all ADLs {Activities of Daily

‘of this typo and advised reference,

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION  *~ =¥ OENTIFIGATION NUMBER: ~ * 1 o COMPLETED
LR R N o S - C
B. WING
185220 04/29/2010
NAME OF FROVIDER OR SUPPLIER - | STAEET ADDRESS, CiTY, STATE, ZIF CODE '
100 SPARKS AVENUE
ROYAL MANOR
NICHOLASVILLE, KY 403566
{X4) iD SUMMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF CORREDTION (X6}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL - PREFIX {EACH CORAECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oATE
DEFICIENCY)
F 281 | Continugd From page 2 F 2811 How will the tac::!lrg monitor i.ts performance to
| of1hS Tésident’s TED Hose altet visiially checking | ensure that solutions are sustained?
; the resident. At 10:25 AM, the DCN notlfied the f h i hysician ord ' dit. the
’ surveyor that staff had discovered on the previous A the O e e e to ihlud
day that the resldent's TED Hose was missing NA care sheels were upcafed to Include
and the hose would be reordered later that specific items for care to ensure application. A
afternoon, which should be delivered later that review of the care sheets will be done at least
evening. once dally by a licensed nurse to ensure that
F 282 | 483.20(k)(3)(l) SERVICES BY QUALIFIED physieian order item specific are available for
Cne . use and in use as ordered. These reviews will be
$3=0 | PERSONS/PER CARE PLAN ) turned into the DON for a period of three:
The services provided or arranged by the fagility months or untll substantial complignce s met.
must be provided by qualified persons In Findings will then be presented to the Quality
accordance with each resldent's written plan of Assurance tTeam:i for rleivlew and comment to 7
care. ensure continued compliance, 5/28/2010
F 282 |The facifity will ensure that services provided -

or arranged by the facility be provided by
gualified persons In accordance with the
resident’s written plan of care.

What corrective_getion will be accompilshed for
those residents found to have been affected by
the deficient Qrarctice?f

Resident #5 had a new pair of TED hose ordered
on 4/29/2010. The pharmacy received and filled -
the order on 4/29/2010. The TED hose was
applied as ordered.

*piease note that the date sited in the 50D
should have been 4/29/2010 as to when the
DON was made aware and when the TED
was ordered from the pharmacy rather than
4/28/2010. J.Aikens with OIG made aware

" ORM CMB-2687(02-98) Previous Varalons Obsoleto Rvont ID:ZCTHI1

Facllity 1D: 100442 ii continuaflon shest Page 3 of 16
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‘ F 28'_2_ _CQHF|nU9d Fr om page 3 F 2B2 | How will the facility identify other residents have
Living). o 7 | the tal & the same deficient |~

Further review of Resident #5's clinical record
revealed a Physiclan's order, dated 02/26/10 for -
the resident 1o wear a TED hose {0 be applied to
the right lower extremity each moming, and to be
removed at each badtime.

Review of the Comprehensive Pian of Care
review revealed the resldent's Care Plan had
noted the use of the TED Hose and noted the
hose was used as a result of a previous PVT
(Deep Vein Thrombosis) invoiving the resident's
tight leg.

On'04/28M10 at 10:15 AM, LPN #3 was observed
to perform a skin assessment on Resident #5
which revealed the TED Hose was not applied,
per the Plan of Care, Edema was noted to be
presént In the resident's right lower extremity,

On 04/28M10 at 3:00 PM, the resident was
observed to not have the TED Hose applled, to
the left lower extremity. Observation on 04/29/10
at 10:20 AM reveled the TED Hose was not
applied. In both cases, observation revealad
Resldent #5 left lower extremity continued to have
edema, The resldent was observed several
times during the survey to be setting up In his/er
wheelchair,

On 04/28/10 at 12:00 PM intorview with LPN #3
revealed "We noticed the hose missing on the
pravious day and, this morning, ohe of the aides
noted tham missing as well. We searchead the,
laundry, bul could not find them®. LPN #3
indicated she was unawere if hose had been
reordered.

practice?

Specially to TED hose, ail resident wearing TED
hose were reviewed to ensure that each resident
with orders to wear the TED hose had them
readily available for applicatlon on 5/3/2010 by
tha Director of Nursing. A one time 100% audit
of physician orders were reviewed by 3DI$,MDS
Coordinator, and RN Supervisor on 5/19/10 to
ensure that items specific to resideRt care was

5/19/2010 and placed on the care plan as well as

care plan,
What _megsure, it ut. into plgce or

systematlc _chonges made to_ensure that the
deficient practice will not recur?

Nursing staff was in-serviced by the Staff
Development  Coordinator on  5/6/2010
regarding using the CNA care sheets to identify
tems for application according to physiclan
orders., Further training by the DON and SDC
regarding how to obtain items needs for resident
care was held on 5/20/2010, items, specifically
TED hose, were ordered and a par {evel will be
readily avallable. This Is a system change to
ensure avallability of such care ltems are listed
upor care plan and the CNA care sheet to énsure
appropriate usage of care iterns.

readily available for use was completed on

the CNA care sheet which is an extenslon of the’

FORM OMS-2667(02-08) Pravious Varslons Qbsoloto

Event ID: ZCTHH
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STATEMENT OF DEFICIENCIES
_J AND PLAN OF GORREQTION

(X1} PROVIDER/BUPPLIER/CLIA
IDENTIFICAFION NUMBER:

185220

{¥2) MULTIPLE CONSTRUCTION
A, BUILDING

B.WING

(X3) DATE SURVEY
COMPLETED

U A

04/29/2010 -+

i
RaciuE

NAME OF PROVIDER OR BUPFLIER

STREET ADURESS, CITY, STATE, ZIP CODE

under sanitary conditions

This REQUIREMENT Is not met as evidenced
by:

Based on observation and interview, it was
determined the facliily falled fo store, prepare,
digtribute and serve food under sanitary
gonditions. Obsarvatlon during the Initial tour of
the kitchen revealed water dripplng on food in the
walk-in refrigerator, a pitchet of nectar thick tea
dated 4/18 was observed in the walk-in
reftigerator, two (2) cakes were observed in dry
storage without labels or dates, and steam table
pans and plate covers and bottoms were
observed to be stored wet. In addition, a male
employee was observed preparing food without a
beard restraint.

prepared, distributed, and served under
sanitary conditions.

at corr £ ifl be acco,
those residents found to have beeh affected by
the deficient practice?

No resldent was specifically identified.

 The food where water was
dripping was disposed of on
4427/2010. The  walk-in
refrigerator was repaired on by a
contracted refrigeration company

on 4/27/2010.

e The nectar tea was disposed of on
4/27/2010,

s The two cakes were disposed of on
4/27/2010.

lished for

100 SPARKS AVENUE
ROYAL MANOR NICHOLASVILLE, KY 40356
X4 1D BUMMARY STATEMENT OF DEFICIENCIES (o] PROVIDER'S PLAN GF CORRECTION {6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTICN SHOULD BE COMPLETION
TAQ REQULATORY OR L8C IDENTIFYING INFORMATION) TAQ CROSS-REFERENGED TC THE APPROPRIATE bATE
. DEFICIENCY)
F 282 | Continued From page 4 F 282! How will the facllity manitor its pecformance to
"7 | During an interview with the Director of Nursing - " | ensure thot solutions gre sustained?
(DON), he visually checked 1he resldent ' ' :
confirmed the resident did not have the TED From the one physician audit, the CNA care
Hose applied. Shortly thereafter (at 10:25 AM), sheets were updated to Include specific ltems for
the DON notified the surveyor staff had care to ensure application. A 10% audit of the
discovered on the previous day that the resident's care plans/sheets will be dbne at least once daily
TED Hose was missing and had reordered the by a licensed nurse to ensure item specific are
TED Hose from Phafmaoy' which should be available for use and In use as ordered. These
deliverad later that evening. audits wilt be turned into the DON for a perlod of
" F 371 483.35()) FOOD PROCURE, three months or until substantial compliance s
~1- . sa=E! STQRE/PREPARE/SERVE - SANITARY met. Findings wliil then be presented to the
- Quality Assurance Team for revlew and
The facility must - comment to ensure continued compliance.
(1) Procure food from sources approved or 5/28/2010
constdelred satisfactory by Federal, State or looal )
authorities; and - i
(2) Store, prepare, distribute and serve food F 371 The facllity will ensure that food is stored,

FORM CMS-2667(02-80) Previgus Varskins Cbsolele

Evenl ID:ZCTHN

Facllly (D: 100442

if continuation ghest Page 6 of 16
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- A. BUILOING
st ey
186220 B. WING - B GG e

NAME OF PROVIDER OR BUPPLIGA | STREET ADDRESS, CITY, STATE, ZIP CODE

1 The flndings include:

Obsaervation during the initial tour on 04/27/10 at
8:50 AM revealed water dripping from a cooling
unit in'the walk-in refrigerator. Water was noted to
be puddied and splattered on tops of covered
indlviduad frult bowls, as well as dripping on
cabhage stored behind the tray of fruit bowls.

Interview on 04/29/10 at 1:45 PM with the Dletary
Manager revealed the cooling unit, which was

| dripping, was repaired on 04/27/10 sometime in

the afternoon. She indicated she was unaware [f

the individual covered frult bowls which had been

dripped on were satved to the residents, bt
stated “they shouldn't have been served with thal
water on them. They should have been disposed
of.ll

In addition, observation during the Initial tour on
04/270 at 9:06 AM revealed nectar thick tea in &
pitcher in the walk-in refrigerator iabeled 4/18 (9
days eatlier). interview with the Distary Manager
on 04/28/10 at 1:45 PM revealed tea needs to be
made fresh daily. She added stalf cleans out the
refrigerator dally, and they should have disposed
of It,

Ohsetvation during the Inltial four revealsd two (2)
cekes In pans without labels or dates, in the
canned goods storage area. Interview on
04127110 at 1:45 PM with the Dietary Manager
revealad everything should he labeled and dated.
In addition shé stated, “The cake should have
been in the refrigerator, and the facility's policy
was not followed.

1 Additional observation during the Initiai tour

revealed thirty (30) plate covers and bottoms

Fa71|

& bottoms and steam table plans
were rewashed, rinsed and
aliowed to air dry on 4/27/2010.
The dish washer was serviced on
5/7/2010 by contracied
repair/service company. '

e Beard restraints were ordered on
4/29/2010 after the item was
made aware on 4/29/2010.
Coincidently ali male employees
purposely shaved removing all
facial hair on 4/30/2010 to keep
from wearing the beard restraints
that were made available to them
on 4/30/2010.

How will the faciiity identify other residents have

 the potentigl to be affected by the same deflcient

practice?

All resldents receiving food out of the kitchen
has the potential of being affected by the
deficiency,

Whot measures _will_be put into place or
systematic changes made to ensure that_the
deficient practice will not recur?

Dietary staff was in-serviced by the contracted
Registered Dietician on 5/12/2010 that included
hair/beard restraints usage, food storage with
particular detail to dating, labeling, and
disposing of late dated items, dishware and cook
ware washing, rinsing, air drying, and storage,
inspection of appliances or eqguipments to
ensure good working condition.

140 SPARKS AVENUE
ROYAL MANOR
NICHOLASVILLE, KY 40366

x4 1D . SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5)
PRERIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG HEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE | batE

. DEFICIENCY)
b
F 371 Continued From page 6 s The wet items identified {plate lids

FORM CMS-2687{02-09) Pravious Verslons Obsolets

Event I0; ZCTHY1

Fachlty [ 100442

If continuation gheet Page 6 of 16
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. J STATEMENT OF DEFICIENCIES )
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORREGTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBE-REFERENCED TO THE APPROPRIATE | PATE
’ ' DEFIGIENGY) T
F 37_1 Commued Frompage 6 . D R . F, _371, The system change includes the Dietary Manager |. .
stored wet, and soven (7) steam table pans or designated cook conducting a daily inspection
stored wet. Iinterview on 04/27/10 at 8:33 AM with of the kitchen to include but not dimited to
tho Diatary Manager, revealed the items should dating and labeling of food items, food storage,
not be stored wet. “They would be wet and nasty inspection of appifances and eguipment for good
and grow bgcterla". She stated they should haves repair, storage of dishware and cookware after
been air-dried before heing stored. being air dried, and use of halr/beard restraints
Futther cbservation during tray line on 04/27/10 at with tmmedlata correction experted.
-{ 11:00 AM revealed a male dietary aide with a How will the facility monitor its performance to
beard praparing food without a beard resiraint. ensure that solutions are sustained?
Interview on 04/27/10 at 2:08 PM with the Dietary ‘ '
Manager revealed It was the facllity's policy that The contracted RD will submit a sanitation report
employess are allowed to have up to ong-fourth weekly for a period of three months or until
inch (1/4") of beard befors they have to cover it substantial compliance is met. Findings will be
with & beard restraint. submitted to the QA Team monthly for review
and comment for contlnued compliance. 5/28/2010-
Review of the facility's written policy titled
‘Emplayee Sanitary Praoctices" revealed "Al
employess are to weat hairnets or restraints."
Review of 483.35(1) Sanitary Condltlons, F371
revealed 10 prevent foodborne ilinesses, dietary '
staff must wear hair restraints, (e.g. hairnet, hat,
and/or beard restraini) to prevent their hair from
contacting exposed food.” .
F 431 | 483.60(b), (d), (e} DRUG RECORDS, F 431] The facility will ensure medications are
g8=0 | LABEL/STOHRE DRUGS & BIQLOGICALS stored In a manner consistent with current

The facllity must employ or obiain the services of
a licerised pharmaciat who establishes a system
of records of receipt and disposition of all
cantrolied drugs in sufficient detall to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlied drugs ia maintained and perlodically
recanciled.

Drugs and blologicals used in the facliity must be
labeled in accordance with currently accepted
professtonal principles, and include the

accepted professional principals specifically
to expirations of medications.

Whot corrective action will be accomplished for

thase residents found to have been offected by
the deficlent practice?

The two meter dosed inbalers were
discarded on 4/29/2010. Replacements
were ordered and recelved on 4/29/2010
for the two non-sampled residents.

FORM CMS-2667{02-80) Previous Verslons Obaolete

Gvent [ ZCTHH

Faeflity ID: 100442
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F 4311 Continusd From page 7 F 431 | *Please note that the it was 100 hall where
| dpptoprlate accessory and cautioniary © the metered dose inhalers were discovered |- -
instructions, and the explration date when to be expired rather than the 200 wing as
applicable. stated in-the SOD.
in accordance with State and Federal laws, the How will the facility identify other residents have
facility must store all drugs and biclogicals in the potential ta be offected by the same deficient
locked compartments under proper temperature practice? -
controfs, and permit only authorized personnel to
have access to the keys, - All residents receiving metered dose inhalers as
. well as any other resident receiving medication
_ The factlity must provide separately lockeq, from the medication carts on both 100 and 200
o permanently affixed compartments for storage of wing have the potential to be affected by the
contralled drugs listed In Scheduls It of the deficient practice.
Comprehensive Drug Abuse Prevention and : , ,
Control Act of 1876 and other drugs subject to ' What_measures will _be put into place or
abuse, except when the facillty uses single unit - systematic changes made to ensure that the
package drug distribution systems in which the deficient practice will not recur? -
quandity stored is minimal and a missing dose can . .
be readily detectad. Cantracted Pharmaclst conducted an in-service
for licensed nursing staff and medication aides
on 5/10/2010 regarding expiration of medication
times with specific detail to meter dosed
7| This REQUIREMENT is not met as evidenced Inhalers.
by: o .
B&:ased on observation, interview and record A one 100% medication carts audited was
review, it was determined the facility falled to conducted by the DON and KMA on 5/12/2010
store medications in & manner congistent with and 5/19/2010 to ensure that all medication
gurrent aocepted professional principals. stored on t.he .medn:atulon carts were wnthm.the
Inspection of medication carts on 04/26/10 1 date of expiration. No lt.EITlS found to be expired
) revealed the presence of two (2) metered-dose on either of the madication carts on 100 and 200
5 inhalers of Advalr Discus which had exceeded wings.
’ their expiration dates, but continued to he present -
In the cgrl and available for use by reslden?s. A weekly audit wil be conducted by the DON, RN
Supervisor, and/or medication aide utllizing a
The findings include: refill report provided by the pharmacy. This
report provided by the pharmacy will provide a
During the inspection of the medication cart detabled listing 9f medications and trealtments
located on the 200 Wing on 04/29/10, two that are due reftl! based upon ‘the I?st fill date.
containers of Advalr Discus, a combination of T:is report that s being provided is a system
change.
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‘Saimeterol anid Fluticgsone utllized to.control

Chronic Bronchospasm and Chronic Obstructive
Pulmonary Disease which had exceeded their
explration dates. Due to drug-stabliify Issues, the
Providar Pharmacy Instructed hursing staff to
date each contalner of Advalr when introduced
into Use, to Use the cantainer for a total of thirty
(30) days, then replace with a fresh container.

Both containers of the outdated Advair had been
assigned to non-sampled residents, and both
residents were diaghoeed with-CORD {Chronig
Obstructive Pulmonary Disease). For example,
one container of Advalr was disggvered which
had heen dispensed by the Pharmacy on 3/25/10
and was marked by stalf as belng Introduced into
use on "3/26/10". Thus, the container should
have been discarded on “4/25/10° with a new
containar introduced Into use at that time, As s
result, the container continued to be In use four
(4) days after expiration. The second container of
Advalir had been dispensed by the Pharmagy on
3/8/10 and had been marked by staft as having
been introduced into use on "3/9/10". Thus, that
contalner ehould have been discarded and
replaced with a new contalner at that time. Thus,
that containet continued to be present In the cart
and avallable for use twenty-two (22) days after it
axpired.

During an interview with SANA #3/Medication
Alde on 04/29/10 at 11:00 AM, the alde axplained
"We date the Advair when opened, then disoard
any remainder after 30 days". At 11:20 AM on
04/29/10, during an Interview with LPN
#4/Medication Nurse, she explained "Pharmacy
fold us we can use the Advair for 60 days, then
discard". Obsetvation of the information sheet
kept in the 100 Wing Nurses' Stallon instructed

-t ensure that solutions are sustained?

Findings fram the weekly audit will be submitted
to the QA Team monthly for a peripd of three
months or until substantial compliance 1s met for
review and comment for continued compilance.

BUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {%6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMALETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG. .. ' QROSB-REFERENGEDTO THE APPHOPRIATE paTE
DEFICIENCY}
Continued From page 8 F 431 | How will the facility monitoy its performarnce to

5/28/2010
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‘| hand washing is Indicated by accepled

The facility must establish and malntain an
Infection Contro! Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infaction.

(a) Infection Controf Program

The facility must establish an Infection Control
Program under which it -

(1} Investigates, controls, and prevents Infections
in the faciilty;

(2) Decldes what procedures, such as isolation,
should be applled to an individual resident; and
(3) Malintains a record of incldents and corractive
actlons related to infections,

(b) Preventing Spread of infection

{1} When the Intection Cantrol Program
determines that a resident needs Isolation to
prevent the spread of infection, the facility must

from direct contact with residsnis or thelr food, If
direct cantact will transmit the dizease.

(3} The facility must require staff to wash thelr |
hands after each direot resldent contact for which

prefessional practice.

(c) Linens .

Personnel must handle, stote, process and
transport linens so ag to prevent the spread of
Infection.

Isolate the !'es!dent. to proper techniques In performing |
.1 (2) The facility must prohibit employees with & pericare. Demonstration of learning was
communicable disease or infected skin leslons done on 5/19/2010.

provide safe, sanitary and comforiable
environment and prevent the development
and transmission of disease and infection
specifically ensuring that proper infection
control technigues be followed while
performing perinesl care,

What corrective action will be accomplished for

those residents found to have been affected by

the deficlent practice?

Residents # 3 and # 8 were observed to
make sure that no #ll effects occurred from
the cited alleged deficient practices.
Furthermore, both of the resident bed
covers were changed and housekeeping
cleaned the room on 4/29/2010 after being
made aware of the alleged deficiency.

SRNA # 2 received one-on-one education
regarding infection control practices specific

SRNA # 1 was terminated prior to the
completion of this POC for reasons other
than related to this deficiency.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE GONSTRUCGTION (X3} DATE SURVEY:
AND PLAN OF CQRRECTION IDENTIFICATION NUMBER: COMPLETED
. A, BUILDING > .
’biﬁv&miﬁmﬁ?mw )nWiNeG C
. 185220 sk aimtenst Eéﬁ- b 04/29/2010
NAME OF PROVIDER OR SUPPLIER . | YREEY ADDRESS, CITY, STATE, ZIP CODE
ROYAL MANOR 100 SPARKS AVENUE
NICHOLASVILLE, KY 40356
(X910 SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION {6}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION $HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . | "~ . TAG . | .~ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
' F.431 | Continued From pags 9 : F 431
T staff to use the Advair only for 30°déys and then 1
teplace it with a new container.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441| The facility will establish and maintain an
558=D | SPREAD, LINENS Infection Control program designed to
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F 441

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, and record
review, it was determined the facility falled to
ensure proper infection control techniques during
petineal care for two (2) of fiitean (15) sampled
residents (Resident #3 and Resident #8).

The findings includ-e:

1. Review of Resident #3's madical record
revealed diaghose which included Alzheimer
Dissasge, Diabetes and Anamia.

QObservation of perineal care for Resident #3 on
04/29/10 at 11:00 AM, revealed State Raglstered
Nurses Assistant (SRNA) #2 failed to remove
solled gloves after performing perineal care and
procesded to adjust Resldent #3's bed covers
and cfipped the resldent's call belt In place.

Interview with SRNA #2 on 04/29/10 at 11:10 AM,
revealed she should have washed her hands after
removing the solled gloves and before touching
anything else in room ahd had aitended an
insetvica In Aprl of this year,

2, Review of Restdent #8's medical record
revealed dlagnosas which included Alzheimer
Disease.

Observatfon of perlneal care for Resident #8 on
04/20/10 at 1,50 PM, revealad SRNA#1 falled to
remove solled gloves after providing petineal care
and before touching other items In the room.

F 441

compliance Is met for review and comment for

How will the facility identify other residents have

the potential to be affected by the same deficient

Residents who are incontinent and receive
pericare from SRNA are Identified to be
potentlally at risk to be affected by the same
deficient practice. :

What _megsures. will_be put_nto pidce or
systematic_changes_made _to_gnsure that the

deficient practice will not recur?

All SRNA were required to watch a video specific
to pericare and infection control practices as
well demonstrate learning by performing
peticare in front of a licensed nurse. Cornpletion
of the education was concluded on 5/25/2010.

Additionally, random pericare audits will be
conducted by the SDC, DON, or by a licanse
nurse no less than three times weekly . Thisls a
system change 1o ensure proper technique s
being followed.

How will the facility monitor its ';Jerformanr:e to
epsure that solutions are sustained?

The SDC will submit findings to the QA Team
monthly for three months or substantial

continued compliance. 5/28/2010
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-1 and progress notes.

AECORDS-COMPLETE/ACCURATE/ACCESSIR
LE .

The facliity must maintain clinical records oh each
rasident in accordance with accepted professional
standards and practices thal are complete,
accurately documentéd; readily accessible; and
systematically otganized.

The clinical racord must contain sufficient
information to identify the restdent; a record of the
tasident's assessments; the plan of care and
servicas provided; the results of any
preadmission screening conducted by the State;

This REQUIREMENT s not met as evidenced
by: .

Based on interview and record review il was
determined the faciiity falled to maintaln clinical
records in accordancs with acceptable
protessional standards and practices for six (6} of
fifieen (15) sampled residents. Residents #1, #5,
#6, #7, and #13's records contalned cuirent
Physiclan's orders with a stop date of 04/26/10,
therefore the records falled to have active
medication and-treatment orders for 04/27/10 and
04/28/10. Further, Resldent #10's record failed 1o

ROYAL MANOR ' NICHOLASVILLE, KY 40356
{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES ID PHOVIDER'S PLAN OF CORRECTION {%5)
PAEFIX 1 . (BACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG * "AEQULATCRY DR LSC IDENTIFYING INFORMATIDN) © TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Contlnued From page 11 F 441
C O Vintervigw with SRNATY 6h'04/281 0all 2:00 PM, o
reveoalod she was aware of proper steps in
performing petineal care and had recently
attended an Inservice on 04/24/10.
Review of the faclilty policy related to performing
petineal care revealed gloves should be removed
and discarded prior to attalching signal light within
tesident's reach, ‘
F 514 | 483.76(1)(1) RES F 514| The facility will maintain clinical records
8S8=E in accordance with acceptable

professional standards and practicgs
specifically ensuring active medication
and treatment records.

What corrective action will be occomplished for
those residents foupd to have been affected by
the deficient practice?

Residents #1, #5, #6, # 7, & # 13 had
telephone orders written on. 4/26/2010
extending the orders the order for ten days.
They were signed by the Physiclan Assistant
on 4/28/10 and placed on the chart on
4/28/2010. A medication error report was
written on resident # 10, The Physician
Assistant was made aware of this error. No
actlon was necessary since current orders
were active beginning 3/25/2010.

How will the facility identify other residents have
the patential to be offected by the same deficlent

practice?

Al residents with physician orders ending
4/26/2010 were identified as having potential to
be affected by the same deficit practice as per
the audlt on 4/26/2010.
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!_' F 514 | Coniinued From page 12 All residents with the physician orders ending

| havé Physiciah's ofders for 03/23/10and =

| 03/24/10 a5 evidenced by the stop date of
03/22/10 and the start date for the next orders of
03/26/10,

The findings include:

1. Review of Resident #8's medical record
revealed diagnoses which included Congestive
Heari Failure, Diabetes, and Depression.

Revisw of the Physician's ardets dated 02/24/10
through 04/26/10 revealed orders for fiftean (15}
medications and two (2) treatments. The facility's
Medlcation Administration Records (MARs), and
Treatment Administration Facords (TARs)
revealed the facllity administered the medications
and treatments on 04/27/10 and 04/28/10,

5 howsever the tacillly was unable {o provide

: avidence of cutrent physleiah orders to administer
the medications and treatments.

2. Review of Resident #7's medioal record
revealed diaghoses which Included Dementia,
Hypertenslon, and Depression.

Review of the Physician orders dated 02/24/10
through 04/26/10 revealad orders for fourteen
(14) medications. The faclilty's Medication
Administration Records (MARs)revealed the
facility administered the medications on 04/27/10
and 04/28/10, however the facillty was unable to
provide avidence of current physician order to
administer the madications.

3. Review of Resldent #13' mediceal record
tevealad diaghoses which included Mentai
Fetardation, Epilepsy, and Congestive Heart

) Fallure, '

F 514

*3/23/2010 were identified as having potentlal to

be affected by the same deficient practice.

What _measures_ will _be put_into place or

systematic_chonges made _to_ensure thot the
deficient practice will not recur?

An in-service was held with the medical records
coordinator on 5/14/2010 by the DON. This in-
service included mapping out a schedule of
when to run the orders so that they may be
checked timely and signed by the physician, The
system change is where a copy of the newly
checked orders will be placed on the chart
awaliting physician signature. ' ’

How will the facility monitor its performance to

ensure that solutions gre sustained?

The Assistant Administrator will conduct a
weekly audit of 25% of resident clinical records
te ensure that physician orders are active and
timely. Findings from the audit will be submitted
to the QA Team for review and comment for
continued compliance.

Thi's Plan of Correction
constitutes  allegation of
compliance.

5/28/2010
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F 514 | Continued From page 13

© | Review of ths "Physlclan's Orders" datéd
02/24/2010-04/26/2010, revealed orders for ten
(10) schaduled medications, and two (2} difterent
skin {reatments, The faclifly's Medication
Administration Records {MARs), and Treatment
Administration Records (TARSs) revealed the
facllity adminlsterad the medications and
treatments on 04/27/10 and 04/28/10, however
the facillly was unable to provide evidenos of
having a current physicign orders to administer
the meadications and treatments.

4, Review of Resident #1's medical record
revealad diagnoses which Included Hypertension,
Dementia, and Congestive Heart Failure.

Review of the Physician orders dated 02/24/10
through 04/26/10 revealed orders for twenty-onhe
(21) medications and five (&) treatments. The
faclilty's Medication Administration Records
(MARS), and Treatmeni Administration Records
{TARs) revealed the facillty administered the
madioations and treatments on 04/27/10 and
04/28/10, howaever the faaillity was unable to
provide evidence of cutrent physician orders to
adminisier the medications and treatments,

5. Review of Resldent #5's medical record
revéaled diagnoses which Included Hypertsnsion,
Anemia, and Gout.

Revlew of the Physiclan's orders dated 02/24/1Q
through 04/26/10 revesled orders for seventeen
(17) medications and two (2) treatments. The
facllity'’s Medication Administration Records
{MARS), and Treatment Administration Records
(TAHRS) revealed the facllity administered the
medications and treatments on 04/27/10 and
04/28/10, however the facility was unable fo

F 514
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F 514 | Continued From page 14 F514

piovide evidence of turretit physiclan orders to
administer the medications and treatments.

6. Review of Résident #10's medical record
| revealed diagnoses which included Clostridium
Difficlle Colltis, Chronlo Obstruciive Pulmonary
Disease, Hypertenslon, and Diabetes Mellitus.
Reéview of the medical record revealed Resident
#10 had physiclan's orders dated 01/22/2010 and
axpired on 03/22/2010; however record review
revealed the new physiclan's orders did not begin
until 03/26/2010. Review of the Medicatich
Adminlstration Record {MAR) revealed Resident
#10 had recelved the twenty (20) scheduled
medications during this two day tims petiod
-{Q8/23/2010 to 03/24/2010) without active
physiclan's orders,
interview with the Charge Nurse on Resident
#10's unit, Licensad Practical Nurse {.PN) #2, on
04/29/10 at 2:40 PM, revealed the medication
was given without an active physiclan's order and
had not been noticed. LPN #2 stated, normally
there would be continue medication arder written
by the Medical Doctor (MD) or Physiclan Assistant
g (PA}Y. Interview with Reglstered Nurse (RN} #2,
K on 04/29/10 at 2:60 PM, vevealed she thoughi the
A had wrilten & continue medication ordet,
however, the facllity was unable o provide
-avidehce of a contihue medlcation order written
for the time periad of 03/23/2010 to 03/24/2610,
Intarview with the Director of Nursing (DON) on
04/26/10 at 10:30 AM revealed the previous DON
had the computer system set up fo slagger the
orders from mid month to mid month. He further
stated ho realized several residents failed to have
current orders for 04/27/10 and 04/28/10.
interview with the Physiclan Agsistant (PA) on
04/28/10 at 11:15 AM revealad she was not
aware some resldents did not have curren
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. DEFICIENCY) .
I F514| Continued From page 16 ' F514|
o physiclan's'orders as the'stop detéswere ™™ = 1~ 77
04/26/10 and she feit like it was a computer
sysiam prohlem,
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A. BUILDING 01 - MAIN BUILDING 01
] D 8. WING
T ST B B A R R Rt T 185220 04]‘27]201 0
NAME OF PROVIDER OR SUPPLIER . | STREET ADDRESS, CITY, STATE, 2IP GODE
100 SPARKS AVENUE
- ROYAL MANOR :
MA NICHOLASVILLE, KY 40356
{4} iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
.TAQ |. . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO8S-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)
K Q00 [ INITIAL COMMENTS ’ K Q00! Preparation andlor execution of this
- T cee e . : . : -+ I Plan of correction does not constlitute
A Life Safety Code survey was initiated and gggzsézgigciaegsreement fo the alleged
completed on 04/27/10. Tha facility was found '
not o meet the minimal requirements with 42 Royal Manor, Inc. submits this Plan of
COde Of ihe Fedel'a| Regu!aﬁons. Part 483.70. Co"—ection as avidence Of adherence fo
Tha highest scope and sevetily deficiency slate and federal requirements for
identifiad was a "F", wide spread, with the licensure and participation in  the
potential to effect all residents in the building. . Medicare and Medicaid programs.
K 039 | NFPA 101 LIFE SAFETY CODE STANDARD i
85=F ' This document not intended to waive
Width of aisles or corridors (ciear and any E’Bfﬁnse legal ! or equitable, ir;
uncbstricted) serving as exit access is at least 4 ) Cé O i 11N
feet. 19.2.3.3 ot Q . MVE '
1
This STANDARD s not met as evidenced by:
Based on observation and interview, it was
| determined the facllity failed to maintain exit
acoess according to NFPA standards. K 039 | The faclity wilt maintain width of aisles
, or corridors (clear and unobstructed) at
The findings include: least 4 feet or accordmg to NFPA
siandards.
Observalions on 04/27/10 at 1:10 PM revealed
that linen carts were being stored in the A what corrective action will be accomplished
cortidorhallway. Observations on 04//27/10 at for those residents found to have been
2:00 PM during the survey revealed linen carts offected by the deficient practice?
ware being stored in the B corridor/hallway. :
o i . . . No resident was identified.
During interview with the Maintenance Director on
04/27/10 at 2:05 PM he stated the linen carts The linen carts were removed from the
were stored there becauss the facllity did not halls and will stored in the central bath
have any other place to put them. rooms on both 100 and 200 wings.
. How will the facility identify other residents
Actual NFPA Standard: 19.2.3.3 have the potential to be affected -by the
Any required aisle, coirldor, or ramp shall be not same deficient practice?
. less than 4 ft (1.2 m) in clear width where serving
l as means of egress from patient sleeping rooms,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRES NTATIVE'S SIGNATURE TITLE (X0} DATE
Eﬂ-ﬁiﬁiﬂj_ﬂiﬁfﬂl Mmlmﬁtm;\'__......_;&]__o r nd [

Any deflehdacy statement anding with &n asterisk (%) ﬁoles a dBflGancy which the institutton may be excused from correcting providing it is determinad that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findinge stated abova ara dlsclosable 90 days
following the dale of survey whethar or not & plan of correction Is provided. For nursing homes, the above findings and plans of gorrection are disclosable 14
days followiny the date these documents are made avaflabls to the facillty. if deficiencies are clted, an approved plan of correction is requisite 1o continued
program participation,
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| STATEMENT OF. DEFICIENCIES (1) PROVIDER/SUPPUERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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4 A BULDING 01 - MAIN BUILDING 01
B, WING
- 185220 - 04/27/2010

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, GITY, STATE, ZIP CODE

100 SPARKS AVENUE
_ROYAL MANOR ] NICHOLASVILLE, KY 40356
(X4) 0 SUMMARY STATEMENT OF DEFICIENGIES ID © PROVIDER'S PLAN OF CORREGTION (6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACYION SHOULD BE COMPLETION
TAG. . REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENGY)
K 039 | Continued From page 1 K 038{ Residents who-use hallways on 100 and 200
[ The aisle, corridor, ot ramp shall be arranget to o I wings have the potential to be affected by
avold ahy obstructions fo the convenient removal the same deficient practice. .
of nonambutatory persons carried on stretchers
or on mattresses serving as stretchers. What_measures will be_put_into place or
Exception No. 1. Aisles, corridors, and ramps in systematic changes made to ensure that the
adjunct areas not intended for the housing, deficient practice will not recur?
treatrnent, or use of inpatlents shall be not less
; than 44 In. (112 em) in clear and unobstructed Nursing staff was in-serviced on 5/20/2010
width. by DON regarding the importance of
Exception No, 2: Exit access within a rocom or keeping the hallways clear and
sulte of rooms complying with the requirements of unobstructed specifically that ltems though
19.2.5, on wheels must not be in one place for a
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD period of thirty minutes or Breater.
85=E Additionally, the large linen carts will be
Elsctrical wiring and equipment is in accordance stored In the central bath on each wing.
with NFPA 70, National Electrical Code. 9.1.2 Smaller linen carts will be purchased for use
on halls, but will also be stored in the
central baths when not be used on the
halls, Signs will be posted throughout gach
hallway “temporary parking” prompt staff
to move the jtem frequenily or store the
This STANDARD le not met as evidenced by: item when not In use. This is a system
Based on observation and Interview, it was change,
determined the facliity fatlled to malntain electrical
wirlng and equipment according to NFPA How will _the  fagllity monitor its
standards. performance_to_ensure thot solutions are
: “sustalhed?
The findings include: :
' The ficense nurse will monitor the hallways
Observations on 04/27/10 at 1:47 PM revealed at least once per shift to ensure that
power strips which had medical equipment hallways are clear and unobstructed for a
plugged info them, in rooms 209, 218, and 221. pariod of no less than three months or until
substantial compliance is met. Findings will
Durifg interview with Maintenance Director on be submitted to the Quality Assurance
04/27M10 &t 1:50 PM he stated the Facllity's policy Team for review and comment for
was to not plug medical eguipment into power continued compliance, 010
strips but sometimes nurses would mistakenly 5/28/2
plug medical equipment into power strips.
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| system orlginating from a second

Actual NFPA Standard: NFPA 69 3-3.2.1.2 All
Patient Care Aress,

(Ses Chapter 2 for definition of Patlent Care.
Area.)

(&) * Wirlhg, Regular Voltege.

1. * Clreuits. Branch circuifs serving a given
petiant bed location shall be fed from not mora
than one normal branch circuit distribution panel.
When required, branch

clrcults serving & given patlent bed location shall
be permitted to be fed from more

than one emergency branch circuit distribution
panol,

Critical care areas shali be servad by circuits from
(1) critical branch panel(s) served

from a single automatic transfer switch and (2) a
minimum of one circuit servad by

the normal power distribution system or by a

critical branch transfar switch,

Exception: Branch clrouits serving only
spacial-purpose outlets or receptacles (s.9.,
portable

X-ray receptacles) nead not conform to the
requirements of this section,

2. Grounding,

a. Grounding Clreulfry Integrity. Grounding ¢ircuits
and conductors in patient

care areas shall be installed In such a way that
the continulty of other paris of

those circuits cannot be interrupted nor the
resistance ralsed ahove an

acceptable level by the Installation, removal, or
replacement of any instalied

equipment, including power racaptacles.

b. * Rellablfity of Grounding. In all patient care
areas the rellabitity of an Inslalled

grounding oircuit to a power receptacle shali be at
laast equivalent to that

- affected by the deficlent practice?

. No resident was specifically identified.

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/GUA {X2) MULTIPLE CONSTRUCTION | {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
B. WING
185220 04/27/2010
NAME OF PROVIDER OR-SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 SPARKS AVENUE
. ROYAL MANOR :
: NICHOLASVILLE, KY 40356
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATL
© 7 DEFICIENCY)
K 147 | Continued From page 2 K147 The facility will maintain electrical and

wiring equipment according to NFPA
standards specifically ensuring that
power sfrips are not used to provide.
power for medical squipment.

What corrective action will be accomplished
for those residents found to have been

Rooms 209, 216, & 221 were inspected on
4/27/2010 by the maintenance director and
DON to make sure that all medical
equipment was plugged into the proper
power source,

How will the facility identify other residents
have th tential ta be affected the
same deficient practice?

Resldents requiring a power source for
medical equipment were identified to be at
risk for having the potential to be at risk for
the alleged deficient practica. A one time
100 % room by room audit was completed
on 5/19/2010 to ensure that all medical
equipment was plugged into proper power
sources

What_measures will_be put into place or

systematic changes made to ensure that the
deficient practice will not recur?

All staff was in-serviced by the maintenance
director on 5/19/2010 regarding the safe
and proper power sources for the medical
equipment.
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L

a separate grounding conductor shall be
permittad to continue In use provided that it mests
the performance requirements in 3-3.3.2,
Grounding Systeim in Patient Care Areas.

3. * Grounding Interconnects. In patient care
areas supplied by the normal distribution
systern and any branch of the essential electrical
system, the grounding system of the

normal distributlon system and that of the
essantlal electrical system shali be
interconnected,

4, Circuit Protection,

a. * The main and downstream ground-fault
profective devices (where requirad)

ghall be coordinated as required in 3-3.2.1.6.

b. * {f usad, ground-fault circult interrupters
(GFCls) shall be approved for the

purpose.

5, Wiring in Anesthellzing Locations.

a. Wiring. Instaflad wiring shall be In metal
raceway or shail be as required in

NFPA 70, National Electrical Gode, Sections
517-60 through 517-63.

b. Raceway. Such distribution systems shall be

This Plan of Correction
constitutes allegation of
compliance,

K43 1D SUMMARY STATEMENT OF DEFICIENGIES b PROVIDER'S PLAN OF GORRECTION {x6)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
K 147 | Continued From page 3 K 147| Additionally, the maintenance director
“o | Copydight NFPA -~ . : designated proper power sourced on each -
provided by an electricaliy continuous copper of the room by a red receptacle cover and
condugtor of appropriate the wording "Medical Equipment only.” This
ampacity run from the receptacle to a grounding fs a system change.
bus in the distribufion panel, How __will _the focility rmonitor _its
The grounding conductor shall conform to NFPA performonce_to_ensure_thot_selutions gre
Where metal raceptacle boxes are used, the
performance of the connection The maintenance director will conduct
between the receptacle grounding terminal and room by room audits no Jess than three
the metal box shall be times weekly for a period of thrae manths
equivalent to the performance prOVided by copper or until substantial compliance is met.
wire no smaller than No, 12 Findings wilt be submitted to the QA Team
AWG. monthly for review and comment to ensure
Exception: Existing construction that does not use continued compliance. 5/28/2010
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Continued From page 4 K147

K147

| run in metal raceways along with'a™ "
grean graunding wire sized no smaller than the
energized conductors.
c. Grounding to Raceways. Each device
connected to the distributicn system shalll
be effectively grounded to the metal raceway at
the device.
d. installation. Methods of installation shall
conform fo Articles 2580 and 517 of
NFPA 70, Nationai Electrical Code.
&. Batiery-FPowsred Emergancy Lighting Units.
One or more batlery-powered
emergency lighting units shall bs provided in
accordance with NFPA 70,
National Electrical Code, Saction 700-12(e).
{b) Wiring, Low-Voltage,
1. Fixad systemsa of 30 V (dc or ac rms) or less
shall be ungrounded, and the insulation
between each ungrounded conductor and the
primary circuit, which is supplied from a
conventionally grounded distribution system, shall
provide the same protection as
required for the primary voltage.
Exception; A grounded low-voitage system shall
be permitted provided that load currents are
not carried in the grounding conductors.
2. Wiring for low-voitage control systems and
nohemergency communications and
Capyright NFPA
signhaling systems shail not be required to be
Installed in metal raceways in
anesthetizing locations.
(c) Switches, Anesthetizing Locallons Switches
confrotling ungrounded clrouits within or
partially within an inhalation anesthetizing location
shall have a disconnecting pole for each
canductor,
(d) Receptacles,

. * Types of Receptacies. Each power recaptacle
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Continued From page 5

K147

| shall-pravide-at least-one separate,

‘1 of recepiacles shall be determined by

highly dependable grounding pole ¢apable of
maintaining low-contact rasistance with

its mating ptug despite electrical and mechanical
abuse. Speclal receptacles (such as

four-pole units providing an extra pols for
redundant grounding-or ground continuity
monitoring; or locking-type receptacles; or, where
required for reduction of electrical

noise on the grounding circuii, receptacles in
which the grounding terminals are

purposely insulated from the receptacle yoke)
shall be permitted.

2. Minimum Number of Receptacies. The number

fhe Intended use of the patient care area, There
shall he sufficlent receptacies losated

so as fo avoid the need for extension cords or
multiple outlet adapters.

K147
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K 000 | INITIAL COMMENTS . K 00| Preparation andior ausouticn of Uis Plan of )
T . . :n odmn‘a:::. nolt om;agﬁ: dn.:mluion or
JvIen dllsge L Lo
This Comparativa Fadsrel Life Sefaty Code (LSC) s " cinles i

Survey was conducted on May 16, 2010. ltwas , Royal Mangr, Ine. submite this Plan of

conducted as per the mqulr‘me“u ol the Federal Colrection 83 evidenoe of adharsnes 10 stale
: und feders! naquiraments for licensure and

Register at 42CFR 483.70 (1) using the axisting )
Haallh Gare Section of the 2000 editian of tha paticipation in the Medicate 8nd Mudiceld

LSC anr:ﬂ I;Ja retarrtenoad gusildlcalidnn.dThais btélldlng pragrams.
wes partally sprinkiered and house B3 bads, Tnls dooument not Irtanded to waive any |
On the day of eurvey, canous wWae 78, defense, logal of tquh:ru. In ndm‘r:l'sht?v'z

‘ civil, or ofiminal provwadings.
The defioiencies determined during the putvey L pr nas

am &8 follows: The facility Wil provide com
. plete
Kosd NFPA 101 LIFE BAFETY CODE ETANDARD KOSB[" Lrinkier coverage for all portions of the

If there is en sutematic sprinkler syatam, itis | bpltding.

instatied in accordance with NFPA 13, Standard _

for the Inetallation of Sprinkier Systeme, to fbat OGN B b Secomioined 1o

grovide complete cavarage for ali portions of the ous_cetitnss b de_poratl ot

- | building. The syatem i& progerly malntained In O ective cotion il be tokar = =
aconrdlma;dtian NFP:;!S. ?nttandardfor'tho e

inapection, Testing, and Nigintenance o The overhang structure wes removed on

Water-Basad Fire Protection System. It1s fully e

supervised. Thera (s aTeliable, adequate water .

uup&lyhr!huyswm. Required sprinkler ow will yau idpncify piher resdents hovien the

sysiarna are squipped with wader flow and tampsar doteqtic] (o &# affected by the some deficies

gwitches, which are electrically connectad to the acice, gad whot corrective orvion /il b

bullding fire @farm system. 18358 _ _

' driaf ta the removal of the strueture on

§/2/2040 , residams cestding In the tachity hod

dhe potential o be aftectd by the cited

This STANDARD i not met as avidencad by: ' Jofieiency.
Basad upon observation and slaff Interview it I I
wag determined during the survey that tha taciity ' ' R8I0 s ] ,‘ aGtES .
tglied to provids a complele sprinkiar system. Tha ‘ thot the a0
ﬁndlnu“nﬂmed: ' fie struciurg was vemovad on 6/2/2040. |
' . loyaes wars in-amviced by the muintanance
Approximataly 10:30 AM, It wa$ ,"b';'“md that T:mr on §/3/2000 vagerding sprinkler needs
averhang( appraximetely 20'x16") with bt a fariity ‘ _ ) -
TITLE (%8} DATE
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K 058 | Continued Fram page 1 KO56| Son WlLthe COreEte SO DR Teue?
combustibie construetion (ocated 81 the
desigraled emoking erea dld not have gprinkler Admjpigtestor  wiil  averiee  any and afl
coverage. L construction to ensurs that praper sprinkies
. function ba lncluded oy needed. Sueh
This was verified with malntenance slaff at the congruction will be submktad 10 the Quallty
hime of discovery. Atidrance Team for aggrovat prior to any
« 081 | NPPA 101 LIPE SAFETY CODE STANDARD congtiuction. 6/11/2010
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