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] . - The Martin County Heaith.Care Facility does not
F-0C0 | INITIAL COMMENTS ' Fo0 4 ty does n

believe and does not admit that any deficisncies
existed, either-before, during or afier the survey. The

. . | MCHCEF reserves all rights to contest the survey |
A standard heslth survey was copducted on o findings through informal appeal procesdings, or any
March 1-3, 2010. Deficient practice was identified " ‘| administrative or legal proceedings. This plan of
with the highest scope and severity being at an corrections does not constitute en admission Tegarding
Y level. i * | any facts or tircumstances surrounding any alleged .
: . . i deficiencies to which responds, is not meznt to establish
. o any standard of care, contact abligation-or position. - |
| An abbreviated standard survey (KY1 4471) was " | The MCIICF reserves ail rights to raise all possible |
also conducted at this time and the allegation was comtentions and defenses in any type of civil or eciminal
not substantiated. ' . 1 claim, action or proceeding. Nothing contained in this |
F 164 | 483.10(e), 483.75()(4) PERSONAL . "} plan of correctiohs should be considered as 2 waiver of |
$$=E | PRIVACY/CONFIDENTIALITY OF RECORDS ey poteatially epplicable peer review, quality

assurance or self critical examination privileges which |
the MCHCF does not waive, and reserves the right to- -

i The resident has the right to persenal privacy and & ) ' assert in any administrative, civil or criminal claim,
; confidentiality of his or her personal and clinical -7 | Hetion or proceeding. The MCHCF offers itsrespenses,

recards. o ) . | eredible allegations of compliance and plan of * -
o - _correction as part of its ongoing efforts to provide
quality of care to cur residents. P

Personal privacy includes accommodations, : _ R o
medical reatment, written and telephone N I L AL.2sD
: commuynications, personal care, visits, and i T164 | Fi64 ' ) o i .
meetings of family and resident groups, but this . - | *Interviewed all residents that were affected. |

doss not require the facifity to provide a private | Explained our facility privacy policy, No adverse harm
room for each resident was found to have been caused by def practice. -

*All residents receiving nirsing services

. Except as provided in paragraph (e){3) of this - .| were identified to be effected by the def practice.

. section, the resident may approve orrefuse the =~ s BN :

| release of personal and clinical records to any : © | PMarch 18, Pharmacy in-service on medication pass
i individual outside the facility. o T "} techniques and resident privacy policy. March 26 !

| entire staff was in serviced on privacy pelicy.

| The resident's right to refuse release of personal *The facility will conduct enmual inservice with staff

*and clinicat records does not apply when the * - |'ouprivacy policy. The QA team will do weekly
- resident is transferred to another health care T random observations of staff during normal work -
 institution; or record release is required by law. © | routines;(ex: med pass, treatments, bathing, ADL eare,

efc.) to ensure that confidentially of resident’s

» ‘ . ) ) . ' privileged medical informaticn is mainteined and that .
| The facility must keep confidential all information - privacy is afforded to residenits during all ADL's.

- contained in the resident's records, regardless of

“ the form or storage methods, except when

" release is required by fransfer to another i : 7 o |
. healthcare institution; law; third party payment _ - _ S . i

. contract; or the resident. n L R o o
LAEORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE ' {X6) DATE

A Dmpmaslia e S - -

Any deficiency statement ending with an asterisk (*) denctes a deficiency which the institution may be excused from correcting providing it is determined that -
other safeguards provide sufficient protection to the patients. (See mstructions.) Except for nursing homes, the findings stated ahove are disclosable 90 days
following the date of survey whether or not 2 plan of correction is provided. For nursing homes, the above findings and ptans of correction are discloszble 14
days following the date these documents are made available to the fadility.  If deficlencies are cited, an approved pian of comrection is requisite to continued
program patticipation.
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This REQUIREMENT is not met as evidenced
by
Based on observation and staff interview, the
facility failed to afford personal privacy to
residents during the provision of care and failed to
ensure confidentiality of residents’ privileged
medical information during medication
observation pass conducted on March 1-2, 2010,
Privacy for the residents was not maintained while
providing care to residents #16 and #17's
gasfrostomy tubes {g-tube) or during the
administration of subcutaneous injections for.
‘ residents #10 and #18. During the medication
- observation pass, the Medication Administration
. Record (MAR) was left open on top of the
i medication cart in the hallway, exposing the
 residents' medical information tc the public.
: Additionally, staff failed fo knock on resident #3's
+ door prior to entering the resident's room while a
. private conversation was being conducted with
the resident's family.

The findings include;

1. Observation of medication pass on March 1,
12010, at 3:35'p.m., revealed Licensed Practical

* Nurse (LPN) #1 entered resident #16's room to

. provide care fo resident #168's g-tube. LPN #1
exposed resident #16's abdomen to check the

: placement of the resident’s g-tube; however, LPN
- #1 failed to close the resident's door or pull the
privacy curtain. LPN #1 flushed the g-iube with

- 120 miililiters of water and then connected

. Isosource 1.5 to infuse per Cornpaq pump at 60

, mililliters per hour. Resident #16's roommate was
. present in the resident's room during the

| procedure.

|
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: Further observation on March 1, 2010, at 3:55

. p.m., revealed LPN#1 prepared Dilantin three

- millititers to be administered via resident #17's

. g-lube. LPN #1 failed to close resident #17's

: door or pull the privacy curtain during the g-tube
i medication administration and the resident's
abdomer: was exposed.

{ Continued observation on March 1, 2010, at 4:18

i p.m. and 4:30 p.m., revealed LPN #1 performed

- accuchecks (finger stick blood glucose

: monitoring} on resident #10 and resident #18: ;

- LPN #1 administered the prescribed dose of
insulin to residents #10 and #18. In both :

“instances, LPN #1 failed to close the resident's

- door or pull the privacy curtain dusing the

- procedures before exposing the resident's _

- abdomen to administer the insulin.

: Interview on March 1, 2010, at 4:05 p.m., .
: revealed LPN #1 was knowledgeable of the ©o
' requirement to provide privacy for residents

“ during any procadures. LPN #1 stated the LPN
: was just in a hurry. }

: A medication cbservation pass conducted for
‘ resident #19 on March 2, 2010, at 11:05 a.m.,
i revealed Certified Medication Tech (CMT) #1
. prepared two medications and then entered the |
 resident's room to administer the medications to
_resident #19. CMA #1 was observed to leave the
' MAR open and with the resident's medical "
~information exposed to anyone (staff, visitors, and
- other residents) in the hallway, which included the |
 resident's diagnoses and prescribed medications. -

- Further obsarvation of the medication observation
' pass conducted on March 2, 2018, at 11:15 a.m,,

i
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- revealed CMT #1 prepared resident #20's ]
; medications and went into the room to administer
the medications to the resident. The MAR was

i left open and the resident's madical information
was exposed to anyone (staff, visitors, other
residents) who passed by the medication cart,
which inciuded the resident's diagnoses and
prescribed medications.

Interview on March 2, 2010, at 3:00 p.m.,
revealed CMT #1 was aware of the requirement
1o ensure residents’ private information was kept
confidential; however, CMT #1 stated the CMT
just failed to cover the MAR during the medication
pass. :

i Review of the facility's palicy revealed privacy of
the resident's confidential information shouid be
ensured during medication pass.

2. Cn March 1, 2010, at 5:40 p.m., a Quality of !
Life Assessment Family Interview was being i
conducted in resident #3's room, with the : ;

- resident's responsible party (RP). During the ; :

: conversation, a Licensed Practical Nurse (LPN} ! ;

proceeded to enter the resident's reom without |

knocking, and administer resident #3's _ i

i medications without affording the responsible

i party/surveyor an opportunity to excuse i :

i themselves from the resident’s room prior to :

administering the resident's medications. During

a subsequent interview with resident #3's f

i responsible party on March 2, 2010, at 12:35 i

p.m., the RP stated the RP had felt uncomfortable | ,

on March 1, 2010, when the LPN entered resident |

#3's room while the RP was engaged in a private | f

conversation with the surveyor regarding care :

resident #3 was receiving at the facility. :
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; and misappropriation of resident property,

: This REQUIREMENT is nat met as evidenced
fby:

" Based on interview and record review, it was

! determined that the facility failed to implement
[ procedures {o prohibit abuse, neglect, or

* A review on March 3, 2010, of five randomly

: selected employee files revealed the facility had

i not conducted a timely criminal records check for
i one employee. Empioyee #1 was hired by the

i facility on Navember 24, 2009; however, a

: criminal background screening was not

|

i screening for one (1) employee.

The facility must develop and implemeﬁt written
palicies and procedures that prohibit
mistreatment, neglect, and abuse of residents

misappropriation of resident property. The facility [
failed to conduct a timely criminal background

The findings include:

A review-of the facility's Background Investigation |
. Palicy (not dated) revealed the facility was
: required to conduct criminal cohviction

- : investigation checks on all persons making
i application for employment with the facility.

condueted for employee #1 until February 16,

*All remdents had the ablhty to be affected

" xan persons being hired af the facﬂ1ty will |

‘affocted by def practlce

by the def. practlce

have a Criminal Backgronnd Chéck

completed during orientation. - They will not |

be able to work with resn‘lents until t’tus 15

. completed

 *The QA team will andit personnel files on.

a quarteriy ba31s to ensure eomphance

D T e i T T T

INEZ, KY 41224
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An interview was conducted on March 1, 201{) at | .
6:00 p.m., with the LPN who had falled to knock |- o
on the door prior {0 entering resident #3's room. |- b
The LPN stated histher hands were filled with Bt i
medications to be administered and, therefore, i {' :
the LPN was unabile to knock on the door. ey 2.23.1 D
F 226 483.13(c) DEVELOP/IMPLMENT F 228 *2
s8=D1 ABUSE/NEGLEGT, ETC POLICIES . No resident was found to have been
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F 226

An interview was conducted on March 3, 2010, at

: 1:30 p.m., with the Personnel Marager (PM) who |

i was respansible for ensuyring the criminal .
" background screenings were conducted. The PM |

- stated an audit of employee files conducted by § -

: the facility in February 2010 revealed that a
: request for a background screening check had
i been submitted for employee #1 in November
| 2009; hawever, the PM stated that the
i background check was never received by the
i facility. The PM stated the facility had failed to '
! realize the screening had not been conducted for :
| employee #1 until the audit in February 2010.
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION
$8=0 | OF NEEDS/PREFERENCES

: A resident has the right fo reside and receive
! servlces in the fagility with reasonable
| accommodations of individual needs and
| prefarences, except when the health or safety of
i the individual or other residents would be
- endangered.

Thls REQUIREMENT is not met as evidenced
: by:
, Based on observation, interview, and record
| review, it was determined the facmty failed to
prowde residents who required thickened liquids
: with reasonable accommodations of readily
i | accessible fluids.
: The findings include:
i
l
i 1. A review of resident #10's medicai record
i reveaisd the resident was admitted to the facility

F 228)

F 246

#246

f *Resident #10 & resident #13 were assegsed
| and found not to have been affected by def.
-} practice.

*All residents who Teceive ﬂnckened liquids
were identified to be affected by def.
practice.

*Thickened quuids will be. passcd‘durmg ice
passes &t 9:00 am, 3: :00pm, '9:00pm and 3: 08
am.. They already receive liquids at
10:00am, 2:00 pm and 8:00pm. This will
give the residénts who receive thickened
Hquids, liquids 7 times a day in a 24-hour
period. The nourishment room keeps
thickened liquids on hand when the dietary

department is closed.

és 2310
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diagnoses including Diabetes Mellitus, | residents on thickened liguids receive
| Dysphagia, and Aphasia. A review of physician's 1 adequate hydration. '
orders dated March 2010 for resident #10 - L

- revealed the resident was to receive ' '
nectar-thickened liquids.

|

| .
on January 23, 2003. Resident #10 had | iquids pass monthly to ensure that all

|

An observation of resident #10 on March 1, 2010,

at 3:30 p.m., during the medication administration

pass, revealed the resident to be hitting an empty

1 drinking cup against the bed rails, and ioudly

: attempting to verbalize. The Licensed Practical

; Nurse (LPN} administering medications stated

that resident #10 was "thirsty and wanting ‘

something fo drink.” The LPN stated that hefshe |

had requested resident #10 receive a pitcher of

thickened liquids during the hydration passes due

. fo the resident’s frequent indications of being

: thirsty; however, the LPMN could not recall an -

- exact date or to whom the LPN had voiced the

request, but stated that to hisfher (the LPN’s)

knawledge, resident #10 had not been provided

: the increased fluids. The LPN requested a CNA

"1 provide resident #10 with a glass of fiuids.

t Observation revealed the CNA went to the

< kitchen and returned to resident #10°s room with
a glass of thickened fluids for resident #10. The

. CNA placed the glass of fluids on the resident's

" bedside table at 3:35 p.m., ard exited the

: resident's room. Resident #10 was observed to

- immediately consume three-fourths of the glass

of fluids, and the entire giass of fluids by 3:40

p.m. Resident #10 was observed fo drink the

fiuids independently without difficulty.

. An interview was conducted on March 1, 2C10, at ,

+ 400 p.m., with the CNA who had provided the
glass of fluids to resident #10. The CNA stated

_hydration passes were conducted at 2:00 p.m:

1
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i and 8:00 p.m. daily on the second shift. The CNA
stated resident #10 received one cup (eight
ounces) of fluids during the hydration passes;
however, no additional fluids were available o the
resident to obtain independently if desired, The
CNA stated that resident #10 was able to
consume flujds independently when provided.
The CNA stated that no additional fluids were

: available in the resident's room, stating if the

- rasident became thirsty a staff member would be
- required to go to the kitchen and obtain the

, resident a glass of fiuids.

| 2. Observation and an interview were conducted
con March 3, 2010, at 12:45 p.m., with resident

- #13, who was alert, oriented, and independantly
: ambulatory A review of resident #13's ?
. physician's arders dated March 2010 revealed the‘ :
. resident was to receive honey-thickened liquids.

Resident #13 stated during the interview on
: March 3, 2010, that the resident required the
heney-thickened liquids due to swallowing ; , ;
: difficulties. Resident #13 stated that the resident o l
i received thickened liquids with meals, and : ‘
i received a cup of fluids during the "snack
. passes,” but was not provided thickened
“water/fluids at bedside. Resident #13 stated :
he/she did at times become thirsty between the | . , !
meails/snacks and weuld have to ask staff to :
- obtain fiuids for the resident, or ambulate to the
kitchen to receive fluids. Addifionally, resident -
*#13 stated hefshe had on occasion ambutated to
the bathroom during the night and obtained a
drink of unthickened water from the sink, due to
being thirsty. However, resident #13 stated
he/she would have drunk thickened water if it had -
p been available in the room.
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| residents. The observaticn revealed residents

: who required thickened liquids were not provided
{ pitchers/fluids. An interview was conducted on
March 2, 2010, at 10:35 a.m., with the CNA who
had passed the water pitchers. The CNA stated
that residents whio required thickened liguids
were provided a cup of fiuids during the hydration
passes conducted at 10:00 a.m. and 2:00 p.m. on
the day shift. The CNA stated if a resident

| desired more fluids between hydration passes,
 staff would have tc obtain a cup of additiona

: fluids for the resident from the kitchen.

: An interview was conducted on March 3, 2010, at
9 30 a.m., with the Dietary Manager (DM). The
‘DM stated that residents who required thickened
 liguids, including residents whao were able to
 independently consume fiuids, were provided a
cup of fluids prepared by the kitchen during the

, hydration passes, but were not provided routine

 fluids to be kept at bedside for the resident to

5 | consume at any time if desired

! A review of the facility's "Fluids at Bedside”
i pohcy!procedure {undated) revealed it was the

An observation was conducted on March 2, 2010,
at 10:30 a.m., of @ CNA passing water pitchers to

 policy of the facility to pravide water at bedside to
residents and to encourage residents to consume |

- water in their rooms. The policy further stated
: that water would be provided to each resident at
" the bedside, unless contraindicated by physician's
*order. .
F 2761 483.20(c) QUARTERLY ASSESSMENT AT
$8=D: LEAST EVERY 3 MONTHS

A facility must assess a resident using the

" quarterly review instrument specified by the State

- and approved by CMS not less frequently than

F 246

F 278

' *Remdeﬁt #4 WE.S assessed and no harm
: oocm-red as a result of the def. practice.

* DEFICIENCY)

276
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' by:

2010,

- timeframe.-

once every 3 months.

This REQUIREMENT is not met as evidenced

: Basad on record review and interview, it was
determined the facility failed to ensure a resident
was assessed, using the Quarterly Review
Minimum Data Set (MDS) instrument, not less -
frequently than once every three (3) months. The .
facility falled to compiete a Quarterly MDS

utilizing the Resident Assessment Instrument
(RAL for resident #4 that was due in February

| The findings include:

Review of the medical record revealed resident
: #4 was admitted to the facitity on April 16, 2000,
wrth diagnoses of Alzheimer's Disease, Senjle
{ Dementia, and Psychosis. Review of the

r Quarterly MDS dated November 22, 2009,

: revealed the facility assessed resident #3 as’

) being se\rere!y impaired in daily decision-making.

Further review of the madical recerd revealed the
- Quarterly MDS dated Novernber 22, 2008, was
the last assessment completed far resident #3;
. therefore the facility failed to complete a
Quarterly MDS assessment in the three-month

*Interview on March 2, 2010, at 2:36 p.m., with the

* MDS Coordinator revealed a list was made each

- Thonth to include the MDS resident assessments
that were required o be campleted for that .

“month, The MDS Coordinator stated resident #4 -

: had a hospital stay and returned to the facility on

:+ January 28, 2010.- The MDS Coordrnator stated
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F 276 | Continued From page 9 E 2?6] '

remdents reqmrmg MDS 8.

month 1o the DON.

* *The DON will conduct QA andits each
quarterly to ensure that MDS’s are

conducted in 2 timely manner,

FORM CMS-2567(02-09} Previous Versions Obsolste

Event ID:RGTL1T

*All iorsing ramdents have the potential 1o
be affected by the def. practu;e due to all

*The MDS coordmator will do audlts on .
MDS’s 2 times a month to ensure that no
assessments are missed. The coordinator
will pive verification of these audzts each i
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Continued From page 10

the Coordinator considered if a Significant
Change in Status (SCS) assessment would be

. needed as the resident required a right
. above-the-knée amputation during that

hospitalization; however, it was determined that
the SCS assessment was not warranted. The
MDS Coordinator staled the Quarterly MDS was
due on February 24, 2010, and the Ceordinator
just overlooked doing the assessment.

! 483.20(k)(3)(} SERVICES PROVIDED MEET
| PROFESSIONAL STANDARDS.

The services provided or arranged by the facility
must meet professional standards of quality.

. This REQUIREMENT is not met as evidenced
; by:

Based on observatjon interview, and record
raview, the facility failed to provide services that
met professional standards of quality for two (2)

t of twenty (20} sampled residents. Residant #9
. has physician's orders to recelve vanilla heaith
i shakes at meals; however, the facility failed to

provide the specified flavor of shakes.
Additionally, the facility failed to administer
medication fo resident #12 as ordered by the
resident's physician.

The findings include:

1. A review of resident #9's physician orders

¢

: dated March 2010 revealed that resident #9 was
i to be provided "Sugar Free Hesith Shakes
" (vanilla) w/meals three times a day."

| Observations of resident #3 on March 1, 2010, at
: 5:10 p.m., during the evening meal and on March i

2 2010, at 11:58 a.m., during the noon meal,

i
!
H

F 276

Fos1|

F281 -

*Residents #9 and #12 were assessed and 1o |

harm was caused by def practice. A
clarification order was written for resident
#9 stating that he is to receive “sugar free
health shakes”,” The Dietary Manager has
updated his tray card preferences. The

nursing staff was inserviced by the
.pharmacist-on med pass procedure and the

importance of following medication orders.

* Al fesidenits with physician orders have

the potental to be affected by def. pracnce, .

*All physmlan 8 orders are to be rewewed
by DON for Accuracy '

*The QA team will aud.lt physmzam orders -

qua.rterly to ensure accm—acy

FCRM CMS-2567(02-99] Previous Versions Obsolete
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revealed the resident had been served strawberry
health shakes for both meals. A review of i
resident #8's dietary tray card revealed the '
resident was to recsive a health shake with
meals, but the dietary tray card did not specifically
specify "vanilla" as ordered by the resident's
physician. '

: An interview was conducted on March 2, 2010, at
. 12:15 p.m., with resident #9. Resident #9 stated
that he/she preferred to have vanilla healih
shakes, but was attempting to drink the
strawberry-flavored shakes.

' An interview was conducted on March' 3, 2010, at
: 9:30 a.m., with the Dietary Manager (DM). The
DM stated he/she had been aware that resident

| #0 was ta receive vanilla health shakes, but there
i were no vanilla health shakes available in the

| facility. The DM stated that he/she had failed to
~order sugar-free vanilla-flavored health shakes

; during the last ordering period.

: 2. An observation of the medication ' :
administration on March 2, 2010, at 4:10 p.m., for i
resident #12 revealed the resident was :
administered two capsules of Renagel 400

: milfigrams. The resident was administered the

: medication with additional medications and a cup -

- of fluids.

A review of physician's orders for resident #12
. dated March 2010 revealed that resident #12 was
 to receive Renagel 800 miliigrams by mouth three
times daily with meals. However, resident #12 did
i not receive a meal on March 2, 2010, until after
- 5:15 p.m. {more than ane hour after the
- medication had been administered).

FORM CMS-2667(02-99) Previous Versions Obsolete Event ID: RGYL11 Facitity iD: 100661 If continuation sheet Page 12 of 28
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The facility must ensure that the resident _
| envirenment remains as fres of accident hazards °
' a8 Is possible; and each resident receives

Continued From page 12
A review of resident #12's Medication

Administration Record (MAR) revealed resident

#12's Renagel was administerad daily at 5:30
a.m., 12:00 p.m., and 4:30 p.m.

An interview was conducted on March 2, 2010, at -

4:20 p.m., with the facility's consulting Reglstered

: Pharmacnst The pharmacist stated that Renagsl ;

was to bs administered in conjunction with-meals,
and did not allow for an acceptable time period
before or after meals.

An interview was conducted on March 2, 2010, at

5:00 p.m., with the Registered Nurse (RN) who
had admtmstered resident #12's Renagel. The

however, the RN stated she had assumed the

RN stated she was aware the MAR instructed that
. the Renagel be administered with meals;

medication couid be administered an hour before.

or after the meal.

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES -

adequate supervision and assistance devices o
prevent accidents.

*This REQUIREMENT is not met as evidenced

by:

! Based on observatzon, interview, and record

review, it was determined the facility failed to

: ensure the residents’ environment was free fram’

- accident hazards. The facility failad to ensure
potenhally hazardous items were properly

!
i
o
1
|

Fogt

H
.

F 323 333

affected by the def* prachce

ot mens

*Amy resident that uses the shower rooms.

! *No residents were found tohavebeen . = |

3;23_,-;0

: have the potential to be aﬁected bythedef. i _ R

i practme -

1

" i ¥Both shower rooms had automahc door =

: locks installed that activate each-time door is .
opened/closed. The doors are unlocked by a -

ha.zards each day

4

numerical code. The housekeeping dept will -
" ensurs that both shower rooms are free from

I
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. Observation on March 2, 2010, at 9:00 a.m., of

Coniinued From 'page 13 .

stored/secured. Clorox bieach, Crew Clinging |
toilet bow! cleaner, Virex disinfectant spray,
razors, personal hygiene produets, cintments,
Fleet enemas, and other potentially hazardous
items were observed in the men's and women's
shower roams in unsecured cabinets.

The findings include:

the women's shower room revealed an unsecured
wall cabinet that contained:

13 cans of Fresh Scent Shaving Cream:;

-six partially used 7.5-ounce spray bottles of
Derma Rite Bye Bye Apricoi odor eliminator; i
-fwo unused Fleet enemas; :
-two 8.5-ounce tubes of Tena Wash Cream;

; ~one unopened 4-ounce bottle of mouthwash;
: -one partially used Aloe Vista skin

. conditioner/pratectant;

- -twa containers of partially used Barkeepers

Friend stainless steel cieaner;
-one tube of protective bander cream; and
-three containers of Derma Rite

| | deodorant/antiperspirant spray.

i Further cbservation of the floor cabinet in the

- wamen's shower room revealed that this cabinet
' contained:; :
- -two partially used 8-cunce spray bottles of One

- Step Germicidal;

-one men's Ieather belt;

i -one full bottle of mouthwash; -

i ~14 8.5-cunce tubss of Tena Wash Cream; and
' -two containers of Derma Rite

i deodorant/antiperspirant spray.

. Observation of the men's shower room revealed
. an unsecured wall cabinet that contained:

F 323
- *The maintenance dept will conduct QA

audlts on the automatic locks on a weekly
o bams to ensure working order. The Hskg
: supervisor will conduct weekly QA andits to_
: ensure that shower rooms are free of
potentla.l hazards.
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Continued From page 14

-three containers of prescribed ointments with
three separate residents’' names and directions
attached and a label stating 'for external use only’
on each coniainer; ;
; -one partially used 7.5-ounce spray botile of

: Derma Rite Bye Bye Apricot odor eliminator;
- -a working cellular phone;
. -one B-ounce wound cleanser spray; and
: -an unopenad twin pack of sodium phosphate
r | enermas.

1% Further observation of the floor cabinet in the

i men's shower room revealed: :
1 -one partially used one-gallon container of Clorox

" bleach,

: -one partially used quart container of Crew

: Clinging toilet bowl cleaner; and

: -35 disposable razors.

| Further observation revealed a partially used

! spray bottle of Virex hanging on the shower
: curtain rod in the women's shower room.

Interview on March 2, 2010, at 10:45 a.m., with |

- the Director of Nursing (DON) revealed the items |

: found in the resident bathrooms should be locked

. in @ secured area and not accessible to residents. ;

The DON stated no one was assigned to check
| the shower rooms for potentially hazardous items. ©

 Review of the facility's list of residents who

exhibited behaviors of wandering/elopement risk
. revealed eight residents currently exhibited
-wandering behavior,

Review of the facility's Census and Condition
Record dated March 2, 2010, revealed 40
residents who residad at the facility had been

diagnosed with Dernentia, and six of these

F 323
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- Review of the Material Safety Data Sheet

‘precautions, and health hazard data for the

Gantinued From page 15
residents were indepandent in ambuiation.

revealed the recommended first aid measures,

following hazardous products:

Clorox Bleach— i
Eye Contact May cause eye irritation/burns. :
Skin: May cause skin irritation/burns.
tngestion: Calf a physician.

One-Step Germicidat Cleaner-- ‘
Eys Contact: Immediately flush eyes with run nlng

* water for at least 15 minutes, keeping eyelids

“Ingestion. Seek medical attention. Give 3-4

open. Seek medical attention immediately.
8kin: Wash with plenty of soap and watar. Sgek
medical attention if irritation develops.

glasses of milk. Do not induce vomiting, Never
give anything by mouth to an unconscious
person.

Virex-- !
Eyes: Corrosive. May cause permanentdamage

: including blindness.

Skin: Corrosive. May cause permanentdamage

- Ingestion: Corrosive. May cause burns to mouth
“throat, and stomach. :
- Inhalation: May cause irritation and corrosive

. effects to the nose, throat, and respiratory tract.

: Crew Clinging Toilet Bow! Cleaner--

: Byes: Carrosive. May cause permanent

: damage.

- Skin: Corrosive. May cause chemicat burns.
“Ingestion: Corrosive. May be harmful if

i swallowed. :
! Inhatation: May cause irritation of the respiratory -

F 323
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Each resident's drug ragimen must be free from

‘L unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for #s use; or in the presence of ‘
adverse consequences which indicate the dose |
should be reduced or discontinued; or any ;
combinations of the reasons above. i

Based on a comprehensive assessment of a
resident, the facility must ensure that residents |
who have not used antipsychotic drugs are not |
given these drugs unless antipsychotic drug :
therapy is necessary to treat a spacific condition
as diaghosed and documented in the clinical
record; and residents who use antipsychotic

drugs receive gradual dose reductions, and
behavioral interventions, uniess clinically
centraindicated, in an effort to discontinue these
drugs.

ThIS REQUIREMENT is not met as ewdenced
bv

1
¢

X4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x8)
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_ E DEFICIENCY) |
F 323 | Continued From page 16 F 323
-1 tract. '
Freshscent Aerosol Shave Cream-- ’
Aspiration Hazard: Inhaiation of vapar may -
| producea anesthetic effects and z feeling of v '!
euphoria. Prolonged overexposure can cause |
rapid breathing, headache, dizziness, \
unconsciousness and death from asphyxiation. o
F 329 [ 483.25(1) DRUG REGIMEN 1S FREE FROM F 329 | :
3s=0 | UNNECESSARY DRUGS © 1329 3.2 24D

*Regident #8 had Restonl 15 mﬂhgra.ms '
restored to her drug reglmeu ‘ S

Al resuients who had 2 gradual close " e ‘
reduction are at risk to be affected by the '
def. practlce

- | *Each resident receiving a GDR will be
-assessed before the reduction and daily =~ |
during the reduction by the D.O.N., looking
- for any adverse reactions to the medication

reduction. If it found that the resident is not
adjusting 16 the GDR. then the phy5101a11 wﬂl . PR
be notified. . S

*The QA tcam wi'll_audit residents‘rec'eiving
GDR on a quarterly basis to ensure that no
residents have adverse effects from GDR.
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i

; Based on observation, interview, and record

review, it was determined the facility failed to

effectively moenitor the gradual dose reduction for

one (1} of fifteen (15) sampled residents.

Resident #8 had a physician’s order for Restoril

: 15 milligrams (mg} tc be administered to the

resident every night. The facility initiated a
gradual dose reduction on January 28, 2010, as
recommended by the consultant pharmacist.
However, there was no evidence the facility
monitored the effectiveness of the reduction in
the Restoril for resident #8. Resident #8
complained of not being able to sleep at night
since the dose reduction of the Restoril.

The findings include:

Observation of resident #8 at 1:50 p.m, on March -

1, 2010, revealed the resident was alert and
oriented 1o time, parson, and place. Further

observations of resident #8 at 3:10 p.m. on March | |

1, 2010, and at 8:45 a.m. on March 2, 2010,

-revealed the resident was lying in bed covered
i with a blanket, sleeping. Resident #8 stated in
f inferview at 10:00 a.m. on March 2, 2010, that the

resident had to nap during the day because the
resident was unable to sleep since the "sleeping

" pil" had been decreased.

- A review of the medical record for resident #8

- revealed the resident was admiitted to the facility
- on July 30, 2009, with diagnoses that included
Hypertensmn Coronary Arfery Disease, Dlabetes

" Meliitus, Insomnia, and Anxiety, ‘

2010, revealed the resident had been assessed

A review of a Quarterly Minimum Data Set (MDS) f
- assessment for resident #8 dated February 4,

" to have modified independenice in cogritive skiils

F 320/
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new situations only.

A review of the current physician's orders

; the physician's order for the resident's Restoril 15

the consultant pharmacist.

. A review of the consultant pharmacist's drug

' regimen review dated January 25, 2010, reveaied
* the consultant pharmacist recommended a

. gradual dose reduction for resident #8's Restoril
15 mg from 15 mg every night to 15 mg every

Cantinusd From page 18
for daily decision-making with some difficulty in

revealed resident #8 had an order for Restoril 15
mg to be administered to the resident every other
night for insomnia. Review of a physician's

" telephone order dated January 28, 2010, revealed

had been changed from 15 mg evary night to 15
mg every other night at the recommendation of

other night. However, a review of a drug regimen |

: review dated Qctober 23, 2009, revealed the

: consultant pharmacist had recommended the

' Restoril 15 mg be evaluated, and the physician
i declined the recommendation at that time.

An interview was conducted with resident #8 at

. 1:50 p.m. on March 1, 2010. The resident stated
 that the facility changed "my sleeping pilito one .
s every ather night, and | had been taking the i

sleeping pili every night since | came here.” The
resident further stated that the resident was

- having problems going to sleep at night on the
_night that the “sleeping p#l" was not given. The
‘resident further stated that staff did not come and :

speak with the resident prior to reducing the
Restoril. In addition, the resident stated that staff

" {ofd the resident that the physician was the
- person that reduced the Restoril, and resident #8

stated that staff did not speak to the resident _
regarding the Restoril reduction any tme after the :

F 320|
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: order was changed. o
- An interview was conducted with the Director of _ i _
" Nursing {(DON) at 9:30 a.m. on March 3, 2010. :
i The DON stated that she/he had spoken with : . 5
: resident #8 regarding the dose reduction in the : i ;
Restoril. However, the DON stated there was no ; i ;
documented evidence that resident #8 had been i i :
informed of the reduction prior to the : : %
implementation of the dose reduction or that the | 1
effects of the dose reduction had been monitored ! C
for resident #8. | ; . - D i
F 371 483.35(i) FOOD PRGCURE, = S _ o 3; 2200 |
ss=F | STORE/PREPARE/SERVE - SANITARY F 374[ 371 _ - -
! " | *No resident was found to have been . !
i Tha facility must - - | affected. by the def practlce : i
£ (1) Procure food from sources approved or- ) 1
. considered satisfactory by Federal, State or lacai *AJ_I residents reccwmg d)_etary services :
" authorities; and have the potentlal to be aﬂected by the def
: (2) Store, prepare, distribute and serve food practlce
: under sanitary conditions :
' ' *’.[he thermostat was replaced on the ;
| dishwasher, The confection ovenandthe . -
| Tangs top grease trap wers cleangd. They -
_ : are to be cleaned on schedule _ S o
: 1';,115 REQUIREMENT is not met as evidenced | *Thc QA team - ﬂl do month_ly andits 4o
Based on observation, interview, and record , | ensue .that ﬂ_l.e dietary department to
: review, it was determined the facility failed to | memtain an acceptable level of sanitation,
maintain the kitchen in & sanitary manner, The
dishwasher failed to maintain the required
“minimum 180 degrees Fahrenheit final rinse
temperature. in addition, the canfectioner oven,
and the range top grease trap were in need of
" cleaning.
- The findings include:
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' pots, pans, and dishes. Observation of the final
rinse temperaiure on the dishwasher was 164
degrees Fahrenheit. The surveyor observed ten
dishwashing cycles, and the temperatures during
the ten cycles were observed to range from 164
to 167 degrees Fahrenheit.

Interview with dietary staff at 1:05 p.m. on March
1. 2010, revealed that staff had not observed that |
the dishwasher final rinse temperature was below :
the required 180 degrees Fahrenheit. Staff stated:
that staff had noticed the water in the dishwasher
and the sprayer (to scrap dishes} was real hot at
: times and at other times the water was not very
. hot.

i A review of the current dishwasher femperature
" log revealed the final rinse temperature for the

- dishwasher was 185 degrees Fahrenheit for the
: lunch dishwashing on March 1, 2010.

| 2. The confectioner oven was found to be in
‘ need of a thorough cleaning. There were spills
~and burned areas observed in the confectioner
- oven on March 1, 2010 during the initial tour.

 Interview with dietary staff at 9:20 a.m. on March

' 3, 2010, revealed the equipment should be
tharoughly cleaned every two weeks and spilis
were to be cleaned daily.

A review of the current dietary cleaning schedule
revealed the oven, range top, and grease trap
were documentsd to have been cleaned on
February 5, 2010.
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1. An initial tour was conducted of the kitchen at | :
12:55 a.m. on March 1, 2010. Dietary staff was
; observed in the dish room scraping and washing
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3. The range top grease trap was obssrved to
’ contain areas of burned black substances and
| was in need of a thorough cleaning durmg the
1 mltlai tour on March 1, 2010

! Interview with dietary staff at 8:20 a.m. on March
3, 2010, revealed the equipment should be
thoroughly cleaned every two weeks and spills
were 10 be cleaned daily,

A review ofkthe current dietary cleaning schedule
revealed the oven, range top, and grease trap

o Fart)

were documented to have been cieaned on
i February 5, 2010,

F 431: 483.60(b), {d), (¢) DRUG RECORDS,
55=D . LABEL/STORE DRUGS & BIOLOGICALS

! a'licensed pharmacist who establishes a system
| of records of receipt and disposition of all
l controlled drugs in sufficient detail to enable an
, | accurate reconciliation; and determines that drug
i records are in order and that an account of all
i controlled drugs is maintained and periodically
Teconciled. .

: Drugs and biologicals used in the facility must be
; fabeled in accordance with curtently acceptad
professmnaﬂ principles, and include the

: appropriate accessory and cautionary

: instructions, and the expiration date when
apphcable

In accordance with State and Federal laws, the
-facllity must store all drugs and biclogicals in
locked compartments under proper temperature
. controls, and permit only authorized personnel to
have access to the keys.

i

The facility must employ or obtain the services of

. 3 25 /D I
L - R
- - { *No residents were found to have been : 5
.. | affected by the def practice,

 F 434

* All residents receiving medications were
found 1o have been at nsk by the def
practice. '

*All opened and undated medications were
discarded. The nursing staff was izserviced "
on dating, all medications when opened = -
discardin‘g medication as ifldicated per label. -

*The QA team wﬂl conduct monthly andits’ o o
~of medications to ensure proper labe]mg a.nd T
dJsposal Wwhen mdlcated \ ' '
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The facility must provide separately locked,
- permanently affixed compartments for storage of
. controiled drugs listed in Schedule Il of the
' ! Comprehensive Drug Abuse Prevention and
; | Control Act of 1976 and other drugs subject to
[ abuse, except when the facility uses single unit
\ package drug distribution systems in which the
' quantity stored is'minimal and a missing dose can |
be readily detected.

t
[ This REQUIREMENT is not met as evidenced
1 by
' i Based on observation and interview, the facility
: failed to label/discard drugs and blologicals in
' accordance with currently accepted professional
_principles.

| The findings include:

: 3, 2010, at 4:00 p.m., revesled a cabinet in the

- Magnesium Citrate {MC). Two af the bottles of
| MC were dated as to when apened with one
i bottle noted to have been opened on January 23,
2010 and one bottle being opened on February
25 2010. Another bottle of MC was opened with
- approximately three-fourths of the contents gone,
but the label contained no date as to when the
medication was opened. One bottle of MC
- contained a prescription label for an unsampled
- resident and had been dated as opened on March
1, 2010. All the bottles of MC contained
“instructions on the label to "discard unused

the prescription label on the one boitle of MC
- repeated the instruction to "discard open bottle

| 1, Observation of the medication room on March - :

medlcatlon foom contamed four hottles of opened '

portions within 24 hours of opening.” Additionally,
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| within 24 hours."

| 2. Observation of the medication room

| refrigerator on March 3, 2010, at 4:15 p.m.,
revealed one bottle of opened Novolog insulin :
i labeled for resident #18, and one bottle of opened :
: Lantus insulin for an unsampled resident:

- however, the bottles of insulin failed to cantain a
; date as to when the bottles had been opened.

3. Observation of the Hall 1 medication cart on

March 3, 2010, at 4:30 p.m., revealed the cart

contained two bottles of opened MC; however,

: the bottles failed to contain a date as to when the
medication was initially opened. Both bottles of

. MC contained instructions ¢n the label to "discard

; unused portions within 24 hours of opening.”

: An interview was conducted on March 3, 2010, at i
: 5:00 p.m., with the Director of Nursing (DON). i
- The DON stated that all opened bottles of i
. medications were required to contain adate on !
- the bottle as to when the containar was opened, |
. and that the DON was aware that MC was to be |
- discarded within 24 hours of being opened. The
. DON stated the consuiting pharmacist routinaiy
monitored for expired medications, and the i
- Medication Technician (MT) was also responsible
- for ensuring expired medications were not
; available for resident use.

- An interview was conducted on March 3, 2010, at

“4:45 p.m., with the MT. The MT statad that
helshe had not been aware that MC was to be
discarded within 24 hours of opening the
medication. The MT stated he/she had failed to

. see the instruction for discarding the MC within 24

- hours on the medication labels. ;

F 465 483.70(h) |

F431:

F 465
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§8=E SAFEIFUNCTIONALISANETARWCDMFORTABL | { ¥No residents were found to have b becn
: E ENVIRON affected by def prachce o
i :
The t1;’=1c:|l|t3,r musi pfrowclf)? a safe, functl;);la" *All residents Ilvmg in the facﬂlty"have the
sanitary, and comfortahle environmen or potentlal to be effected by def. pmcme :

! residents, staff and the public. S

i *The Mamtenance and Housekeepmg

This REQUIREMENT is not met as evidenced . supervmoys have conducted a}udlts on all
by: . | Tooms to inspect for any environmental

I

I . T T . - . .
Based on observation and interview, the facility | | defects. The defects will be répaired in a

|

f

i failed to provide effective housekeepmg and | timely manner. The Dietary manager
; maintenance services necessary to maintain a defrosted the refﬂgerﬂtor in the Ilouﬂshment

samtary. orderly, and comfortabie :nterzor £ . .- room,

The findings include: .+ *The QA team will conduct an audit on'a-
' : . monthty basis to ensure that the facilities !

“ Observation of the facility during the environment is free from defect.

. environmental tour on March 1, 2010 and March ' . IR

i 2, 2010, revealed the following ltems were in
_- need of repair:

‘ —Drywalf was observed to be marred at the head
of resident beds in rooms 101, 201, 202, 207,
; 208, 302, 304, 403, 408, and 408 ;
: : -Marred drywa” was observed in the resident's | Lo
| bathroom in raoms 302, 303, 307, and 404 R
i -Soiled privacy curiains wers observed in resrdent . T
. rooms 401 and 402. - ; :
- -Baseboard was observed fo be missi ing behind
* the enfry door to resident room 207.
. -Entry doors to resident réom 303, 304, and 404
: were observed to be marred with splmtered
: edges.
-A buildup of mineral deposits was observed on
the hot/cold knobs of the sinks in resident
bathrooms in rooms 207, 208, 302, 308, 404, and
- 408,
. -A light bulb was observed to bs out in the
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bathroom in resident room 404.

: -The light covering in resident room 201 was

observed to be chipped and the top covering was |

loose,
-Tha emergency call piate was observed to be
loose and would pull out from the wall when

: attempting to activate the emergency call bell in

the bathroom of resident room 408.

-A large hole was observed in the bathroom door

of resident room 101,

: *A resident's chest of drawers in room 102 was
* observed to be missing two knobs. .
i -A towe! bar was observed to be missing in the

resident bathroom in room 207, and the towe! bar

in resident bathrooem 307 was observed to be
loose.
-The faucet in the men's shower room was loose.

. ~The bathroom door facing in resident rcom 202
! was observed to be marred and was scarred with
: large black markings, '

" <The refrigerator inthe neurishment room was

observed to have a large buildup of frost.

not sure who was responsible for defrosting the

i refrigerator in the nourishrment room.

Interview on March 3, 2010, at 3:00 p.m., with the :
" Housekeeping Supervisor (HS) revealed the

privacy curtains were washed as needed. The'

- HS stated the Maintenance Supervisor had
: recently passed away and the HS was covering
: that departmeni. The HS stated rounds were

conducted every day and repaiis were made as
needed; however, the HS was not aware of the

' needed repairs identified by the surveyors.

483.75(1)(1) RES :

RECORDS-COMPLETE/ACCURATE/ACCESSIB

| An interview on March 3, 2010, at 2:30 p.m. with
i the Dietary Manager (DM} revealed the DM was

F 465

F514 514

“*Resident #6 was found not have been -

“affected bv def, practice,

2230
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LE

The facility' must maintain clinical records on each

resident in accordance with accepted professional
standards and praclices that are complete;

: accurately documented; readily accessible; and

! systematically organized.

{ The clinical record must contain sufficient
Vinformation to identify the resident; a record of the
' resident’s assessments; the plan of care and

. services provided; the resuits of any

: preadmissiocn screening conducted by the State;
"and progress notes.

| This REQUIREMENT is not met as evidenced
by
. Based an cbservat ion, interview, and recard
i review, it was determined that the facility failed to .
{ maintain an accurate clinical record for one (1) of ;
tWenty {20) sampled residents. On October 5,
| 2009, resident #9 began to receive a regular -
i consistency diet after signing an informed
; consent despite an assessed need for a pureed
. consistency diet. However, current
- documentation in the resident's chart Encludmg
. the plan of care, most recent assessments, and
. physician's orders revealed the resident was stil
_recelving the pureed consistency diet.

. The findings include:

. A review of resident #8's physician's orders dated -
* March 2010, most recent Quarterly Minimurn
{ Data Set (MDS) assessment documentation

, " dated December 17, 2009, current

- comprehensive care plan, and most recent

; dietary progress note dated December 17, 2009,

*All res1dents are at nsk to be affected by
o 'def PTECTZLGE:S 7 , .

*ReszLdent #9 Physicians order was
corrected to reﬂect correct dlet cons1stency

.+ *The QA team will conduct monthly audﬂs ‘
_ . to.ensure that the physician’s orders are
correctfaccurata '
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. revealed resident #9 had been diagnosed to have '

' revealed resident #9 was served and consumed a
- regular consistency diet. A review of resident
- #9's diefary card tray oh March 2, 2010, revealed

dysphagia and was receiving a pureed diet.

Observations of resident #9 on March 1, 2010, at
5:10 p.m., during the evening meal, and on March
2, 2010, at 11:55 a.m., during the noon meai,

‘resident #9 was to receive a regular consistency ,
diet. i

. An interview was canducted on March 3, 2010, at

10:00 a.m., with the Director of Nursing (DON).
The DON stated, and a review of a2 Refusal of

- Treatment Farm, revealed that resident #9 had
. signed a waiver to decline a pureed diet and had

been receiving a regular consistency diet since
October &, 2008. However, the DON stated that

. No one in the facility had realized that resident |
' #9's physician’s orders had been incorrect since |
“ November 2009, and the resident's medical
. record including dietary progress notes, current

assessments, and care pian indicated the

resident was receiving a pureed diet.
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MAKE OF PROVIDER OR SUPPLIER BTREET ADDRESS| CITY, SR B @R CHEaith Care
. ' ROUTE 808 PO BEXdWe Enforcement Brangh
MAR oL E CARE FAGILI . "
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e oAy ID E SUMMARY STATEMENT OF DEFICIENCIES ! D ! PROVIDER'S PLAN OF CORREGTION | 0l
FREFIX i {EACH DEFICIENGY MUST BE FRECEDED BY FULL | Prerx | {EAGH-CDRREGTIVE ACTION SHOULD BE : COMFLEMON
TA | REGULATORY OR LSG IBENTIFYING INFORMATION) ' "JAG |  CROSS-REFERENGEDTO THEAPPROPRWATE | DATE
I . ' : } : DEFICIENCY) j
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1( ano ! INITIAL COMMENTS . ¥ 000- The Mertin County Health Care Faeility does nat I
’ ) : - believe and does not admit that wny deficiencies I
!  exisied, either before, during ov after the survey. The
i A HIfe safety code survey was initiated and . - © MCHCF reserves all rights fo contost the survay i
j cancluded on March 3, 2010, for compiiance with ; ! féﬂ'&%Slr‘::g?;agr1;;2);;125;32 goﬁf;fj:ﬂgig}{ i
 Titls 42, ‘Coda of Fedeml Regulations, 483.70 Emd corrections does not constitule an admizsion regarding !
fUU“dlthe facility notin GUmP]]E“n_Ge with NFPA ! - eny facts or circumsiances surounding any zlleged
1M Life Safety Code, 2000 Edition, l ; deliciencics to which responds, is not meant ta sstablish-
* gny stendard of carg, contact obligation orposilion,
| The-MCHCF sz all right ise alt possibl
Deficiencies were oited with the hlghesl deficiency j ‘ . The-MCHCE reserves all ights to raise ali pessible
identified at an “F* ] ! I contentions and defénses inamy type of ¢ivil or criminal -
I N : - ' ¢ claim, action or proceeding, Nothing contained in this _
K 0501 NFPA 101 LIFE SAFETY CODE STANDARD ! - plan of corrections should be considored a8 A waiver of |
as=E ’ i - any potentially spplicdle peer review, quality :
Fire drills are held at unexpacted times under i : assurance or self critical examinatjon privileges which -
. - . - the MCHCF does nnf waive, and reserves the right to
varying ‘cc_)ndltiop_s, al least (}UEI'IETW ?n elac:h shift ' neaert I any administrative, civil or eriminak claim,
The staff s familiar with pquB_dUI'EB 'F'nd s aware : . aclion or proceeding. The MCHCF offers ilsresponscs,
that drills are part, of establishéd routine. Do * credible altegations.of compliance and plsn of
i Responsibility for plarining and conducting drills i IE . corTeelion as parl of ils prgeing elforts o provide
i masigned only [o competent persons who are X . quality of eare 10 gur residents,
- quallfied to exerclse leadershin. Where drills are ? : ‘ - ;
- conducted between 8 PM and 6 AM a coded ; o ) . :
" ahnouncement may be used instead of audible - l !
-alarms.  19.7.1.2 | K050 1 *Keso __3[23)110
: ; 1 No residen? was found torbe affecled by the def practice
i . i : B
l ; i *All residents had the potentiat W be affected by the def:
T M b
N . . : : practice.
: This STANDARD s notmet as evidenced by: . - :
| Based on interview and record raview, the facility » ; *Fire dulls will be held ol unexpected tunes onder i
I fa]]ed to Gonduct ﬁre dﬂ”s iO ansure ‘[hat St‘aff was i | VﬁI}‘ing Cﬂndiﬁﬂns, al l&aﬁt ql.'lane]’ly each shifl. ] i
I prepared for response 10 Incidénce of fire under Do :
| [ *Firg drills will be audited by the QA tcamon a. ]
different staifing levels and conditions to Include goarferly besis fo snsurs Lils salety code standsrds are ]
resident leve's of aleriness. This fallure affected U et _
| all resldents and staff in the faclily. : i }
. S i : P
iThe findings include: . : : : {
: . ]
! i
l ' During the Life Safety Code survey on March 2, :
2010, at 11:56 a.m., with the Housekesplng ; |
Superv]zor, a record review revealed the facility i
had not been performing fire drills at unexpected ' ‘ ' i
times and varying candfiions on the second and , f"'Qﬁ o { W/ 2/t 3 /; @ /Io
. ‘ : > i
TITLE ,

LASORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE (xey DATE

Any deficiency stalement ending with an asierisk (¥ denoles a deflclency which the Insfitulion may ba excused from correcting providing it is determined thet
olher safaguards oravida sufficlant protectton ta the pallenls. {See instructions.) Except for nursihg homes, the findlngs stated above are dgisclosable 20 days
fylowing the gate of survey whether or not & plan of correstton Is provided, For nursing homes, the above indirgs and plans of comeclion ara disclosatia 14
ilpya following Lhe dele these decumeniy are mads avallable lo Ihe fachily. I deﬁclenc[es are cited, an approved plan of correclion Is vequisile lo contlnued
-pregram partkelpation.
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Zm | SUMMARY STATEMENT OF DEFICIENCIES . © 10, PROVIDER'S PLAN OF GORREGTION
PREFIX {EAGH DEFIGIENGY MUST BE PREGEDED BY FULL ! PREFIX : {EAGH CORRECTIVE AGTION §HOULD BE
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: . DEFICIENC™)

- I

pig
COMPLETION
DATE

i 050’! GConfinuad From pags 1 K 0505
{ third shift s follows: Four fire drllls onthe * }
i

secand shift from February 2009 t¢ Novamber

2009 were conductad hetween 2:03 p.m. and

2:58 p.m.., and four third shift Hre drills from , ; i
January 2009 to October 2008, were conducted i
between 10:15 p.m, and 10:28 p.m. The

i Housekeeping Supervisor was not aware flre

i drills shoutd be conducted at unexpected times

and under varylng candltlons. : : )

K 054 | NFPA 101 LIFE SAFETY CODE STANDARD @ K054} kos4 3 fn/io
$5=F : ‘ :

i
i
]
i

All requlred smoke detectors, including those ¢ *No jesidents were Toued to affected to def practice.
"ot : : ! .
: act[v:at]ng dO_DI‘ hmq open dBV]CES,_ aré approved, : * *Al residents hiave the potential Lo be atlectad by the
- maintained, inspecied and tested in accordarnce i

i i in dell practice.
with {hie manufacturer's specificalions.  9.6.1.3 :

*A sengitivity test wos compleled as required by NFPA
standards.

: . . ¢ *The facilitics QA team will monitor the fire alann ;

i . . A :

| This STANDARD Is not mel as e\/_ld@(]f)@d by. ) i 5ystems [og fo ensure [hol 4 seasitivily tezl is completed:
Baged on interview and record review, the facllity every Iwo years as sequired by NFPA standards.

I failled to ensure the building fire alarm system - ) :

i was maintalnad as raquired by NFPA standards. : i

[ The findings includs: : _ :

" During the Life Safety Code tour conducted on :

“March 3, 2010, at 2:30 p.m., wilh the : i
Housekeeping Supervisor, a recard revisw ‘ ; - i
revesled the last sensltivity report was completed '

*in Octobar 2007. A sensilivity report entalls the _ !

- testing of components assoclated with the fire : :

. atarm system; i.e., smaoke detectors and heat

" detectors. Sensitivity testing i& required every two

“years unless the faciiity maets the stipulations of -

- festing as outlined helow. An interview with the

. Suparvisor revealed the facility’s Maintenanca

- Directar was no longer with the facllity and ihe

_facility depended on the fire alarim conlractors to
perform the required maintenance on the fire
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i< 054 i Continued From page 2 b Kosa :

j alarm systsm. i
¥ ! !
i Refarenca: NFPA 72 (1989 Edllion). ' !

71321 i :
Detactor sensitivity shall be checked within 1 year :
. after inslallation and every alternate year

theraafter. After the second required ealibratipn
i | B8t if sensitivity tezls Indlcate that the detector i
| has remainsd within its llsted and marked { : i
i sensitivity range (or 4 percent obscuration light ! i :
! I
! |
|

| gray stmaoke, if not marked), the length of time
| betwesn callbration tesls shall be permlited fo be
' extended to a maximum of 5 years. If the
“frequency is extended, records of
deteclor-caused nulsance alarms and
_subsequent trends of these alarms shall be
“malntained. In zonss or in areas whare nuisance ;
 alarms show any Increase over the pravlous year
i calibration tests shall be parfermad. - ]
« Ta ensure that each smoke detector is within Its :
7 listed and marked Ben5|t1wty range, it shall be ; !
Ftostad using any of the following meathods: . : i
£(1} Calibrated test methad : ' i
" {2} Manufacturer ' s calibrated sensitivity test
instrument
: {3} Listed contre! equlpment arranged for the
- purpose
: (4} Smoks detector/control unit arrangament
; i whereby the detactor causes a signal at the :
, control unit where its sensltivity Is outslde its |13t8d !
; sensitlvily range :
ﬁ {6) Ofther calibrated senzitivily test methods
s approved by the authority having jurisdicion
Detectors found to have e sensitivity outside the
I'sted and marked sensitivity ranga shall be
cleaned and recalibrated or be replaced.
Exceptlon No. 1; Detaclors listed as fizld
_ adjustable ghall be permitlad to be elther adjusted '
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1 -NAME OF PRIVIDER OR SUPPLIER

MARTIN COUNTY HEALTH CARE FACILITY

STREET ADDRESS, GITY, STATE, ZIF GODE
ROUTE 903 PO BOX 1748

INEZ, KY 41224

ey 1D
‘PREFIX
TEG

EUMMARY STATEMENT OF DEFICIENCIES
{EACH REFICIENGY MUST BE PRECEDED BY FULL
REGULATORY GRLSC IDENTIFYING INFORMATION)

2] II
PREFIY
TAG

PROVIDER'S PLAN QF CORRECTION
] {FACH GORRECTIVE ACTIDN SHOULD BE
CROSS-REFERENGED Tf) THE APPRGPRIATE
. DEFICIENCY)

(%8)
COMPLETION
DATE

~ K0%4 | Conlinuad From pagé 3

within the listed and marked sensitivity rangs and
cleaned and recallbrated or they shall be
Jreplaced,
Exzeptu:m Ne. 2: This requirernent shall not apply
to single station detectors referencad In 7-33and
Table 7-2.2.
The detector sensliivity shall not be tested or
measured using any devica that adminlsfers an
unmeastred concentrafion of stnoke or other
gerosel into the cletector.
1322 .
Tast frequency of interfaced equipment shall be
t the sarms as specified by the applicable NFPA
; standards for the equipmsnt balng supervised.
7-3.213
For restorable fixed-temperature, spol-type heat
detectors, two or move detectors shall be tested
_on each iniliating circult annually. Different
* detectors shall be tested each year, with records
" kept by the bullding owner specifying which

: detector shall have been tested,
K062 NFPA 107 LIFE SAFETY CODE STANDARD
58=F! '
: Required au'comatlc sprinkler systems ard
' centinuously maintained in reliable operating
!cnndition and are inspecled and tested
tpariodically.  19.7.8, 4.8.12, NFPA 13, NFPA
126,075 '

" This STANDARD s nof met as evidenced by:

: Based on interview and recard review, ths facilly
" failed o maintain the sprinklsr system by NFPA
"slandards,

The findings include:

!
:

 defectors have heen tested. Within 5 years, each |

K054:[

i

K 062, .
. Sf2ANO
K062 13/ &/
*No resideits were [nund (o affpeied hy the def -
- practice.

: *Allresidents had the potential to be affected by the
> del. practice.

. | A interior pipe mspection was performed on the :
facility sprinkler system. !

- *The Facility's QA (eam witl audil the fire log
" 7 inspections (o ensurs that a interior pipe inspection is
performed svery Gve years as required by NFPA
slandards
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K 062!i Gontinued From page 4 . ©Ko082

i During the Life Safaty Cade tour on March 3,
i 2010, at 2:25 p.m., with the Housekeening
1 Suparvisor, a racord raview revealed the last .
tinteriar pipe inspection performed on the faciliy's
- sprinkler systemn was conducted on March 30, -
F2004. Interiof plpe ingpactions are required every i
: fve years. The record review revealed e quick |
- opening device (accelarator) was not operatipnal. :
- An accelerator ensuras the sprinkler aystem 1
“opeiates in a timely manner. An interview with !
_he Supervlsar ravealed the factlity's Malnternance !
- Director was no longer with the facilly and the J
facllily dlepended on the sprinkler confractors 1o |
perform the required maintenance on the !
sprinkler system.

Reference: NFPA 25 (1998 Edition).

1-B* Records.
. Racords of inspactions, tests, and maintenance
. of the system and its components shall be made

avallable to the authority having jurisdiction upon !
-tequest. Typieal racards inctude, but are not |
limited to, valve Inspections; flow, drain, and
" pump tests; and irip tests of dry plpe, delugs, and :
- preaction valves, !
. 1-8.1 , i
* Records shall indicale the procedure performed
-{e.9., Inspection, test, or fnaintepance), the
“organization that performed the work, the Tesulis, ;
i and the date, ‘ :

10-2.2* Obslruction Prevention.
Systems shall be examined intemally tor

- abstructions where conditlons exist that couid
cause obstructed plping, If the condition bas not
heen carrecled ar the condition Is one that could
resullin obstruction of piping despite any previous
flushing procedures that have been performed,

FORM CMS5-2587{02-90} Previcus Varglons Obsolels . Evenl i0: RG7L21

Fadlity IC; 100661

I eontinualion sheet Page & of 6




Mar. 29.. 2010 3:57FM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

0. 5307 P17

PRINTED; Q3H7/2010

"FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUFPLIER/GLIA -}$X2) MULTIPLE CONSTRUCTION . {3) DATE SURVEY
AND FLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING 01 - MAIN BUILDING 01
105379 B. WING , 02/03/2010
MAME OF PROVIDER QR SUPPLIER STREET ADDRESE, CITY, STATE, ZIP CODE
, ROUTE 808 PO BOX 1718
M INC E "
ARTIN OUNTY HEALTH CARE FAGILITY INEZ, KY 41224
X4 Io SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORRECTION i o
PREFIX - (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SKOULD EE : GOMPLENION
TAG ;  REGULATORY OR LSCIDENTIFYING INFORMATION} TAG - CROSS-REFERENCED TO THE APPROPRIATE | DATE
i : : ; DEFICIENGY)
i
K 062 Conlinued From page 5 | K 062|
the system shall e examined Internally for | |
t obstructions every & years, This Invastigation h !
 shall be accomplished by examining the interior of; i
| A dry valve or preaction valve and by removing  ° :
[ twa cross maln flushing connectipns.
! 10-2.3* Flushing Procedure, - : ;
- If an obstruction investigation carried aut in 5 i
accordance with 10-2.1 indlcates the prasence of " | ;
i sufficient material to ohstruct sprinklars, a I !
I completa flushing program shall be conducted. .
1 The work shall be dane by qualified persannel, - :
l : i
: i | ,
| |
] § _
: i
! ; i :
! : : !
: ! : i
P | :
| |
i s ; =i
! i ! i
5 f ;
SE—
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