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The tollowing Flan of Correction will
F 000, INITIAL COMMENTS F 000 serve a3 Madonna Manor's credible
A Recartificafion d an Abb ted allegation that substantial compliance
ecertification Survey and an Abbreviate will be achieved by May 9, 2011. The
Survey, investigating KY# 000156854 and KY# submission of this Plan of Correction
00018497 wers initiated on 04/03/11 and does not necessarily constitute an
concluded on 04/06/11. Complaint Ky# agreement on the part of Madonna
00015854 was substantiated with deficiencles Manor as to the accuracy of the
clted, Complaint KY# 00015497 was surveyor's findings. Rather, it is being
unsubstantiated with no deflclencies cited. submitted as required by law.
F 225 fﬁggg_(rcl:)(1)(ll);(lﬂ). (c)2) - 4) F 225
§8=D GATE/REPORT " | Acriminal background check fi
ground check for
ALLEGATIONS/INDIVIDUALS Employce #5 was completed on April
4, 2011 and the supporting 5/9711
The facility must not employ individuals who have ; i
bean found gulity of abusing, neglecting, or g(l): wmentation paced in her employce
mlstreatin? residents by a court of law; or have e
had a finding entered into the State nurse alde -
registry concerning abuse, neglect, mistreatment Tlf eﬁsurec;hﬁt %’mmﬂ%ﬂcﬁwmd
of residents or misapprapriation of their property: checks and t % “rseh od £ "“th
and report any knowledge it has of actions by a Rogistry have been ¢ fec cd tor other
court of law against an employes, which would staff, employce files for current, active.
indicate unfitness for service ag a nurse aide or employees will be audited by the
other facility staff o the State nurse alde registry ?“‘."a“ R:sf"g‘;es C?‘?trfo'g’;‘t("ﬁr (I):'bit
or licensing authorities. esignee using an audit: xhi
B). Criminal background checks and/
The facllity must ensure that all alleged violations or Nurse Aide Abuse Registry searches
Involving mistreatment, negiect, or abuse, will be performed for any active
including Injurles of unknown source and employees identified with missing
misappropriation of resldent property are reported documentation of either in their files.
immediately to the administrator of the facility and | - Employees lacking evidence of these
to other officlals in accordance with Sfgte. - = [Reroens will not be permitted to work
through established procedures (inclf m. EV ntil they have been obtained and with
State-survey and certification agencyi.J : ceeptable findings,
R APR 218 2011 '
The facility must have evidence that 4l lalleged , 0 prevent a reoccurence, critinal
violations are thoroughly investigated gpdmust | ®lackground checks and the Nurse Aide
prevent further potential abuge while b/ r===rpmeas “Abuse Registry will be checked for
investigation is in progrees. newly hired employees prior to them
' . commencing work. To ensure ongoing
The results of ail investigations must be reported
L ABORATQRY, SENTATIVE'S SIGNATURE T iX6) DATE

EYELuns DItz 48l

Ay deficlerty Elatement ending with an asterls {*
other safagurrds provida sulflelent protaction to

denoles a deficloncy whish Ihe Institulion may be excused from correcting providing it Is determinad that
e palients, (Sea instruclions.) Excapt for nursing homes, the findings stated ebove are disclosable 00.days
followlng the date of survey whether or not a plan of cerrection is provided. For nursing homes,

the abova findings and plans of correction are disclosable 14

days followlng the date these documents are made avallable to the faclity. If daficlanciss ara alled, an approved plan of correction is requisita to continued

program parilcigation.
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F 225 Continued From page 1 F 225{ compliance, the Human Resources

to the administrator or his designated Coordinator or designee will audit

representative and to other officlals In accordance| - employee files for new hires weekly

with State law (including to the State survey and for eight (8) weeks using an audit tool

certification agency) within 6 working days of the (Exhibit C).

incident, and if the alleged violation is verifled -

appropriate corrective action must be teken, Any future daficient practices noted

will be referred to the Madonna Manor
Quality Assurance Committee for
: 7 corrective action.
This REQUIREMENT Is not met as evidenced
by: .
Based on interview and record view it was
determined the facility failled to ensure
background checks were completed prior to
employment for two (2} of five (5) sampled
employees. Review of Employee #5's racord
revealed no avidence of a criminal background
cheok or Nurse Aide Abuse Registry Check
completed prior to the employes being hired.
Review of Employee #3's record revealed no
evidence of the Nurse Alde Abuse Registry
Eheck gompleted prior to the employee being
ired,

The findings include:

A review of the Facllity's Policy titled "Protection
of residents from abuse, neglect or
misappropriation of personal property”, last
updated 10/07/07, revealed that prior to
employment the Human Ressurces Director will:
Request by mall a state of KY criminal
background check; Contect the KY Abuse
Regisiry to assure the applicant has not had a
charge filed In the past.

1. Areview of Employee # 5's parsonne) filed
revealed the employee was hired on 02/07/11,
The facllity could provide no evidence a ciiminal
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F 225 | Continued From page 2 . . F 225

background check had been performed prior to
employment. In addition record review revealed
the Nurse Aide Abuse Registry Check was no
completed untit 02/11/11, four (4) days after hire.

2, Areview of Employee #3's personnel file
revesled the employea was hired 02/03/11,
Further review revealed the Nurse Aide Abuse
Reglstry Check was not completed until
02/11/2011, eight (8) days after hire.

An interview with the Human Resources ‘
Coordinator on 04/06/11 at 10:00 AM revealed
the process followed was to obtain the criminal
background check and the Nurse Aide Abuse
Registry Check prior to smployment. She stated
Employee #5 was hired first and a ciiminal
background check was performed after hire. She
was not aware this document was not in the file.
Further interview revealad the Nurse Alde Abuse
Registry Check for Employee #3 was completad
after hire. She acknowledged Employee #3's
Nurse Alde Abuse Registry check was not
compléted until after hire and stated she was new
at her position and was still learning the process.
F 228 483.13(c) DEVELOP/IMPLMENT - F 226
$8=0 | ABUSE/NEGLECT, ETC POLICIES
: The referenced employee (C.N.A. R1) 59011
The facility must develop and imptement written was terminated December 9, 2010,

policies and procedures that prohihit .

mistreatment, neglect, and abuse of residents To ensure that other staff has received
and misappropriation of resident property. { training on the Madonna Manor policy
regarding abuse, neglect, and
misappropriation, employee files for
current, active employees will be
gudited by the Human Resources
Coordinator or designee using an audit
tool (Exhibit D). Any employees

This REQUIREMENT Is not met as evidenced
by: .

Based on interview and record review, it was
determined the facllity failed to develop and
implement policies and procedures for the
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screening and training of employees to protact
residents from abuse, neglect, mistreatment and
misappropriation of property. There was no
évidence the facility had provided abuse, neglect,
mistreatment and misappropriation of property
training for Certified Nursing Assistant (CNA) #1,

The findings inolude:

Review of the faciiity's Policies/Procedures
regarding the protection of residents from abuse,
negleoct or misappropriation of parsenal property
&vealed "Thae facility provides annual in-service
education for all employees in regard to resident
rights, abuse, neglect and misappropriation of
personal property, and dealing effectively with
resident behavioral issuas, Newly hirad
employees recelve this information during their
initial orlentation in the form of videos and written
materials.”

Raview of Certified Nursing Assistant (CNA) #1's
employee file revealad a hire date of 11/09/10.
Continued raview reveated no documented
evidence the facllity had provided education on
abusse, neglect, and misappropriation for the CNA
during initial orientation nor at any other time
during her employment at the facility.

interview with the Human Resources (HR)
Coordinator on 4/6/11 at 10:30 AM revealed thera
was ho evidence of abuse training for CNA #1 in
the CNA's empioyes file. The HR Coordinator
explained this training had probably been
provided, at least during the employee's
orientation, but there had been numerous paople
in the HR positicn In the year before she was
hired and the files were inconsistent in their
documentation and conptents.

whose files lack documentation
verifying they have received training
on the abuse policy will be in- serviced
by the. Social Worker or designee.

To prevent a reoccurrence, the
Madonna Manor policy regarding
abuse, neglect and misappropriation
will be presented to newly hired
employees at orientation and prior to -
them working in their assigned arcas or
otherwise having interaction with
residents. To ensure ongoing
compliance, the Human Resources
Coordinator or designee will audit
employee files of new hires weekly for
eight (8) weeks using an audit toof
(Exhibit E).

Any future deficient practices noted
will be referred to the Madonna Manor
Quality Assurance Committee for
corrective action,
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Interview with the Director of Nursing (DON) on.
4/5/11 at 3:00 PM revealed abuse training s
always provided for new employees and on a
regular basis. The DON could not account for the
lack of avidance of the training In CNA #1's
empioyae flie.
F 371 | 483.36(j) FOOD PROCURE, F 371
SS-":F STOREIPREPARE’SERVE - SANITARY The base of the blender was cleaned
; d removed of corrosive materiat and '
The facitity must - and remov 5/9/11
(1) Procure food from sources approved af g‘: [)Jr“;;z g:f-c'i’ iﬂiju;a:aﬁlff;ﬁoge
considered satisfactory by Federal, State or local )
authorities: and cleaned and reinoved of dust. The
(2) Store, prepare, distribute and serve food mixer was cleaned and the whisk and
under sanitary conditions inner bow! surfaces removed of food
particles. The toaster was cleaned and '
removed of bread crumbs, The tray
holding condiments was cleaned.
_ The open, undated cooking spices, jar
This REQUIREMENT is not met as evidenced Ozgﬂflfc, yspejelfl!{; jar Olf; mﬂ_rﬂslfihiﬂo
by, cherries, and jar of bacon biis in the
Based on observation and interview, it was walk- in refrigerator were all
determined the fagility failed to store, prepare and discarded. The open, undated bag of
distribute food under sanitary conditions as pizza rolls, pumpkin rolls, and box of
evidenced by equipment in the food preparation Danish pastries it the walk- in freezer
area stored dirty, numerous stored food itema were all discarded. The open, undated
that were opened and undated, Improper storage Jar of honey and bottle of balsamic
of utensils, an uncovered garbage can in the food 'vinegar near the stove were both .
area, and a dented can in the dry food storage. discarded. The open, undated bag of
cooking oil and bottle of Marsala wine
The findings include: in the dry storage room were
: discarded.
1. Observatjon during tour of the kitchen on
04/03/11 at 1:45 AM revealed equipment in the. The undated bags containing bread and
food preparation erea was not clean and sanitery, rolls and mixed frozen vegetables in
Observation revealad the base of the blender had the walk- in freezer were al} discarded.
corrosive material of an undsetermined nature.
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and the exhaust fan were not currently baing

Observation of the juice dispenser ravealed dried
and sticky juices that had not been removed after
uss. Dust was found on the wire cage around the
blades of the large floor fan standing in the food
preparation area, Dust was found on blades and
surfaces of the exhaust fan in the wall of the food
preparation area, The large mixer was found to
have food particles on the whisk and inner
surfaces of the mixer. Observation inside the
4-slice toaster revealed an accumulation of bread
crumbs. Observation of the tray holding cooking
gondiments was revealed to be scatterad with
food participles and other unknown debris.

Interview with the Cook's Aide on 04/03/11 at
2:30 PM revealed it was their policy for all these
itams to be clean and sanitary. She did not know
the nature of the corrosion on the blender base.
She revealed the sticky juice spouts, the crumbs
in the toaster, and the condiment tray should
have bean cleaned. The Cook said tha floor fan

used but should have been cleaned at least
quarterly.

2. Observation on 04/03/11 at 2:00 PM revealed
cooking spices at the stove were not dated when
opened for use. Chopped garlic in a plastic jar in
the walk-in refrigerator was not dated when
opsned for use. Graps Jelly in the reach-in
refrigerator was-hot dated when opened for use.
A jar of maraschino cherries was not dated when
opened for use. A jar of bacon bits in the watk-in
refrigerator was not dated when opened for use.
A bag of pizza rolls in the walk-in freezer was not
dated when opened for use. A jar of honey at the
gtove was not dated when opened for use ity
cooking. A bottie of balsamic vinegar at the stove
was not dated when opened for use in cooking, A

MADONNA MANOR
ADON ' VILLA HILLS, KY 41017
(Xa) 1D SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION {X5)
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DEFICIENCY)
F 371 Continued From page & F 371

The undated blocks of American
cheese were discarded,

The utensils stored in the drawers in
the food preparation area were cleaned
and placed in the drawers with all
handles facing out.

The Jid for the large plastic garbage
can inthe food preparation area has
been placed over the garbage can when
not in use.

The dented can of tomato soup in the
dry storage room was discarded,

The dietary staff were in- serviced by
the Executive Chef/ foodservice
director on April 11, 2011 on the
proper procedures for ¢leaning, dating
of open food items, storing of utensils,
covering of garbage cans, and disposal
of dented food cans (Exhibit F).

To prevent a reoccurrence of these
issues, the Executive Chef/ foodservice
director or designee will inspect the
kitchen, walk~ in freezer and
reftigerators, and dry storage room
daily for eight (8) weeks using an audit
tool {Exhibit G) and corrections made
63 NeCessary.

Any future deficient practices noted
will be referred to the Madonna Manor
Quality Assurance Comniittes for
corvective action,
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R 371

_Into stock.

Continued From page 8

plastic bag of liquid cooking oil in a box was not
dated when opened for use in the dry storage
room. A box of putvpkin rofls and a box of Danlsh
pastry in the walk-in freezer were not dated when
opened. A bottle of Marsala wine in the dry
slorage room was hot dated wheh opened.

Interview with the Exeoutive Chef on 04/03/2011
at 2:30 PM revealed that it was facllity policy for
all food ltems to be dated whan they were opened
for use, The Chef revealed that he Instructs his
stalff to follow this procedure and follows it himself
with all food or condiments used in the kitchen.
His explanation for the undated items was that he
had taken several vacation days immediately
prior to the survey and had heen unavailable to
make sure staff was following procedures

3. Observation and interview on tour of the
kitchen on 04/03/2011 at 1:45 PM revealed
several food items were not dated when recsived

Three (3) cloar plastic bags of bread and rolls in
the waik-In freezer revealed no date when they
waere recelved Into stock, Four (4} blocks of
Amerlcan cheese wrapped In clear plastic
rovealed no date as to when it ws received into
stock in the walk-in refrigerator. Three (3) bags of
frozen mixed vegetables In the walk-In freezer
were not dated when received into stock,

Interview with the Head Chef on tour on 04/03/11
al 2:30 PM revealed it is the facility's policy to
write dates on all foods when they are racelved
into stock. Explanation for why these items were
not dated was revealed to be staff oversight,

4. Obsarvation and Interview on tour of the
kitchsn on 04/03/2011 at 1:45 PM revealed

F 371
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utensils In two drawers in the food preparation
area were not all turned with the handles facing
out.

Interview with the Cook's Aide on 04/03/2011 at
2:00 PM revealed that it was the facility's policy to
turn all utensils in drawers in the same direction, _
with the handles facing out, but explained the
deficiency was due to staff oversight.

5. Observation and Interview on tour of the
klitchen on 04/03/2011 at 1:45 PM revesled a
large plastic garbage can In the food preparation
area to be uncovered.

Interview with the Cook's Alde on 04/03/2011 at
1:50 PM revealed it was their policy to cover all
garbage cans in the food preparation area but:
explained that someone had been using It and
neglected to recover-the can after use.

8. Obsarvation and interview on 04/03/2011 at
1:66 PM In the dry storage room revealed a large
can of tomato soup with a dent in the side of the
oan..

interview with the Cook's Alde on 04/03/2011 at
1:65 PM revealed it was the facility's policy to
remove dented ¢ans from the storage rack and
send them back to the supplier, She said, *I don't
know why we have it' when asked about the
dented can, '

F 614 | 483,75(1)(1) RES F 514

§S8=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB _ 5/9/11
LE The Medication Administration Record
(MAR) for unsampled Resident #1 has
The facility must maintain clinice! records on each been corrected to reflect the current
resident in accordance with acceptad professianal physician order for Calcium with

standards and practices that are complete:
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F 51 Contfnued From page 8 . F514 Vitamin D and this resident continues
accurately documented; readlly accessible; and to receive it as ordered. ‘No negative
ystematically organized. outcomes occurred for this resident.
The clinlcat record must contain sufficient The Director of Nursing and Assi
information to identify the resident; a record of the o E and Assistant

Director of Nursing reviewed the
f, ' d - (
resident's assessments; the plan of cars and _ MAR’s of each of the other NF

sarvices provided; the results of any : residents on Apri
. , . prit 8, 2011 to ensure
preadmission soreening conducted by the State: that appropriate medications and

and progress notes, treatments were being adininistered
and documented. No other errors were

This REQUIREMENT is not met as evidenced noted.

by: : , .

Based on observation, Interview and record Licensed nursing staff were in-

review It was determined the faoility falled to serviced by the Director of Nursing on

ensure the clinleal record was maintained for one April 8, 2011 regarding the

(1) unsampled resident (unsampled Resident #1). transcription and discontinuation of

The unsampled resident's Medication physician orders (Exhibit H).

Administration Record (MAR) was not correctad _

when Vitamin D was added to the Calcium on To prevent fiture occurrences, the

03/3111. DON or designee will monitor
physician orders weekly for six (6)

The findings include: weeks using an audit tool (Exhibit I to

_ ensure they are carried out properly,
Review of the clinical racord for unsampled

Resident #1 revealed, the facility admitted the Any future deficient practices noted
rasident with dlagnoses which included Muscular _ will be referred to the Madonna Manor
Dystrophy and Qsteoporosis. Per pharmacy Quality Assurance Commitice for
recommendations cn 063/09/11, the original corrective action.

‘calcium order was changed to Calcium with
Vitamin D for increased absorption,

Observation of the medication pass on 04/05/11
et 9:00 AM, revealed the original Caloium order
‘written on 02/07/11 had not been discontinued
from the Medication Administration Racord
(MAR). However, the new order for Calcium with
Vitamin D had been transcribed to the MAR and
tha resident was receiving the correot medication.
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Continued From page 9

Interview with Licensed Practical Nurse {LPN) #1
on (4/05/11 a1 9:00 AM, revealed the original
Calcium order without Vitamin D Had not been
discontinued from the MAR. -

interview with LPN #3 on 04/05/11 at 11:30 AM,
who was responsible for discontinuing the
Calcium, revesled it was an oversight an her part
and ths original Galcium order without Vitamin D
should have been discontinued from the MAR,
483.75(0)(1) QAA '
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must melntain a quality assessment and
assurance committee conslsting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facliity's staff,

The quality assessment and assurance
committee meets at least quarterly to identify
Issues with respact to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identifled quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee
except Insofar as such dlsclosure is related to the
compliance of such commitiee with the
réquirements of this section,

Geod faith attempts by the committes to identify |
and corrgot quality deficiencies will not be used as
a basis for sanctions. :

F 514

F 520

A criminal background check for
Employee #5 was completed on April
4, 2011 and the supporting
documentation placed in her employee
file.

To ensure that criminal background
checks and the Nurse Aide Abuse
Registry have been checked for other
staff, employee files for current, active
employees will be audited by the
Human Resources Coordinator or
designee using an audit tool (Exhibit
B). Criminal background checks and/
of the Nurse Aide Abuse Registry
searches will immediately be
performed for any active employees
with missing documentation of either
in their files. Employees lacking
evidence of these screens will not be
pennitted to work until they have been
obtained and with acceptable findings.

39
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Review of the facliity's policy titled "Proteotion of

"I not had a charge filed in the past,

This REQUIREMENT s not miet as evidenced
b N

Based on interview and record review it was
determined the facllity failed to have an effactive
Quality Assessment and Assurance process to
develop and impiement appropriate plans of
actions to correct quality deficiencies to ensure
campliance with F226. This was evidenced by
repeat deficiencles for F225 related to the'
facility's fallure to perform criminal background
checks and/or State Nurse Alde Registry Checks
for employees prior to thelr hire,

The findings inciude:

Based on interview and record review, during the
survey completed an 04/06/11, it was revealed
the facility falled to petform criminal background
checks and/or State Nurse Aide Registry for
employees prior to their employment. This was a
repeat defictency for F226 as the facliity was cited
04/22/10 for deficiencles related to the failure to
report all allegad viplations invaiving
mistreatment; neglect; or abuse, including injuries
of unknown source and misapproprigtion of
resident property,

residents from abuse, negleot or misappropriation
of personal property”, last updated 10/07/07,
revealed that prier to employment the Human
Resources Diractor would: Request by mail a
ariminal background check; Contact the KY Nurse
Aide Abuse Registry to assure the applicant has

Review of Employee #5's personnel file revealed
the employee was hired on 02/07/11, The fachity

o) ANOR ) ‘
MADONNA MANO VILLA HILLS, KY 41017
{X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 48)
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS‘REFE_R_EggEIIé éﬁé‘%& APPROPRIATE DATH
F 520 Continued From page 10 F 520

To prevent a reaccurrence, criminal
background checks and the Nurse Aide
Abuse Registry will be checked for
newly hired employees prior to them
commencing work. To énsure ongoing
compliance, the Human Resources
Coordinator or designee will audit
employee files for new hires weekly
for eight (8) weeks usirig an audit tool
{Exhibit C).

The facility has an active Quality
Assurance committes comprised of the
Administrator, Director of Nursing,
Department Managers, Medical
Director, and Pharmacy Consuitant
that meets quarterly.

This deficiency will be referred to the
Quality Assurance committee at its
next meeting, scheduled for May 6,
2011. The Quality Assurance
committee will then monitor facility
practices to ensure ongoing compliance
of the requirements of F225, QOther
cited deficiencies, including F226,
F371, and F514 will also be monitored
to ensure ongoing compiiance and
prevent repeat deficiencies,
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. Employee#5 was completed after hire. She

| because it had not been done prior to hire, The

-1 o on@ was assigned to this position for

- | Nurse Aide Registry checks and orientation had

Continued From page 11

could provide no documented evidence that a
criminal background check had been performed
prior to employment,  In addition, record review
revealad the Nurse Aide Abuse Registry check
was not completed until 02/11/11, four (4) days
afler hire,

Review of Employee #3's personnal file revealed
this employee was hired 02/03/11, Furlher review
revealed the Nurse Aide Abuse Registry check
was not completed until 02/11/11, eight (8) days
after hire,

Interview with the Human Resources Coordinator
(HRC) on 04/05/11 at 10:00 AM revealed the
process followed was to obtain the criminal
background check and the Nurse Alde Abuse
Reglstry oheck prior to employment. She stated
Employes #5 was hired first and a criminal
background check was performed after hire. The
HRC was not aware this document was not In
Employee #5's file. Further interview revealed the
Nurse Aide Abuse Regisiry Check for

acknowledged Employee#3's Nurse Aide Registry
Check was completed eight (8) days after hire

Coordinator stated she was new fo the position
and was still learning the process at that time, In
addition, it was revealed prior to her being hired,

approximately three (3) months and mulliple
persons had filled this pesition during the past
year. She further stated when reviewing
employee files, who had been hired during 2010,
it appeared there was rio.consistent process to
ensure the criminal background checks, State

been performed for new employees.

F 520
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"The following Plan of Correction will

K000 INITIAL COMMENTS K000 serve as Madonna Manois credible

. allegation that substantial compliance
K3 Building: 0101 ] will be achieved by May 9, 2011. The
KB Plan Approval: 1966 - | submission of this Plan of Correction
ﬁg ﬁg;\;ﬁ{arﬂderi 2000 existing does not necessarily constitute an

: agreement on the patt of Madonna
Type of structure: one (1) story TYPE il (200), ']\%Qnor as to the ac’zumw of the
| Fuli automatic sprinkler system. surveyor’s findings. Rather, it is being

_ itted ired .
A iife Safety Code survey was initlated and submilted as required by law.

concluded on 04/06/2011 for compliance with
Title 42, Code of Federal Regulations, 483,70,
and found the facility not in compliance with
NFFA 101 Life Safety Cods, 2000 edition. The
highest deficiency was a "F * level.

The following findings demonstrate

noncompliance. Thi dle, I in th /9/11
K 130 | NFPA 101 MISCELLANEOUS © K430 amf;’?’t'he?a&ﬁ“t;egﬁ:;df’m’mary >0

88=F _ ) extinguished and repiaced with a
OTHER L.SC DEFICIENCY NOT ON 2788 battery operated lighting device. The

facility and chapel were inspected for
other continuous burning candles and
none were identified,

This STANDARD is not met as evidenced by:

Based on observation and interview it was To prevent a reocaurrence, the chapel
determined the facillty falled to ensure that area will be inspected daily by the
candles used in the facility were under continuous Facility Manager or designes for eight
supervision. The deficlency has the potential to (8) weeks using an audit tool (Exhibit
affect one (1) smoke compartment, thirty five (35) A) to ensure that candles are not lit-and
residents, staff and visitors. The census the day left burning while unsupervised.

of the Life Safety Code survey was thirly four .

(34),

The ﬂndlngs Include:

Obsarvalion on 04/05/2011 at 11:48 AM, With the
Facility Manager, revealed a candle burning in the

LABORATORFDIREGTORS.OR PR DERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XPYDAT
< Exteund DiRiseavle  4{28)1]
Any daﬁq!e}my-am‘é’_rﬁant anding with an asterlsk { tes 8 deflalenoy which the insfitulion may be excusad from correcting providing it Is determined that
other safeguards provide sufficlent protection lo thyatiénts. (See instruotions.) Exgapt for hursing homes, the findings stated above ara disciosabla 90 days
following the date of survey whether or not a plan of correction is provided, For nursing homnes, the above findings and plans of correction are.dlsclosablo 14
days following the dale these doournents are made available to the facility. If deficlenclas are cited, an approved plan of ¢correction is requisile to continuad
program particlpation.
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Chapel area. The candle was not being Any future deficient practices noted
supervised by facliity staff at the time of will !l?e r;f"‘” ed to the Madonna Manor
discovery. The observation was confirmed with Quality Assurance Committee for
the Facility Manager. corrective action,
Interview on 04/06/2011 at 14:48 AM, with the
Facility Manager, revealed the candle is used for
refigious purpose and Is in continuous use. ‘
Further interview, with the Facility Maneger,
revealed the only time the candle would be under
supervision would be during religlous services
held dally from 11:00 AM tilt 11:30 AM and during
Lint. When the Facllity Manager was showed a
Survay and Cerfification letter from the Center for
Medicatd and Medicare regarding the proper use
of candies in nureing homes, the Facillty Manager
agreed the facllity was not meeting the
requirements for candle use.
Reference: Survey and Certification Lettar 07-07
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