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l Severity of a "G".
' 483,15(a) DIGNITY AND RESPECT OF

; INDIVIDUALITY

|
; o . . |
! The facility must promote care for residents in a |
i manner and in an environment that maintains or gsﬂ

i enhances each residerd’s dignity and rE8OECT i e 2y g ghe

sl recognition of his or her indiv'rdualité. %ﬁmﬁ it - i m%m 1: Nursing staff provide privacy for resident :

! %ﬁ | #4 gwring catheter care as determined by

i g%% 0 éiance rounds and care observations performcd!

; L by;g;.hg Administrative Nursing Staff. The program
g Z . . . ;

' This REQUIREMENT is not met as evigenced | magager provided 1rr.',mer.hate Ve.rbal efiucanonto 4

! F2% s the employee who failed to provide privacy to

" REDBANKS
HENDERSCN, KY 42420
Xa) 1D | SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION Ve
PREFIX {EACH OEFICIENCY MUST BE PRECEOEQ BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULO BE | COMPLETION
TAG | REGULATORY OR LSC IOENTIFYING INFORMAT ION) TAG CROSS-REFERENCEQ TO THE APPROPRIATE OAVE
| | g OEFICIENCY) 5
! l* Hedbanks~~Plan of Correction Standard Survey
! ! 3/8/13 Preparation and execution of this plan of
F 000; INITIAL COMMENTS | F-000 licorrection does not constitute admission or
: | jagreement by the provider of the truth of the facts
| A Racertification Survey was initiated on ; “alleged or conctusions set forth in the statement of
| 03/05/13 and concluded on 03/08/13 with } !deficiency. This plan of correction is prepared and
| deficiencies cited with the highest Scope and 4 'executed solely because it is required by federa and

F 2411F 241 Dignity

| The facility must promote care for residentsina
manner and in an envirormment that matatains or
‘¢nhances each resident's dignity and respect in fult |

!

!

i

|

! state law. e . 1
|

!

!

recognition of his or her individuality i
|

!

|

!

|

i

: by: E

| Based on observation and interview, it was !

| determined the facility failed to ensure privacy |

1’ and dignity for one (1) of twenly-eight {28) l

sampled residents (Resident #4). The privacy |

, curtain for Resident #4 was not completely pulled i
' around when a family member of Resident #4's

! roommate walked across the room where he/she |

i had visual access to staff providing catheter care l

|

i to Resident #4.
% The findings include:

| Review of the facility's poifcy titled "Privacy and

i Confidentiality”, undated, revealed residents had
the right to persenal privacy and staff should |

l= provide care in @ manner that maintained privacy |

| of the person’s body.

| Observation, on 03/6/13 at 2.25 PM, revealed .

| while Registered Nurse (RN) #1 and Certified |

j Nursing Assistant (CNA) #3 provided catheter i

resident #4 on 3/6/2013. The facility provided
further education to the employee who failed to
provide privacy to resident #4 on the importatice of
! providing privacy and dignity during care on |
| 3/21/2013, Social Services spoke to resident #4 on .
| 4/16/13, Resident #4 with no psychosocial concerns |
i re: denial of privacy. Resident #4 stated, "it did not
! hother her” and "did not consider the whole thinga
! problerm,"Social services will continue to meet with
resident #4 weekly X one month and then monthly
i X 2 menths. |

I Criteria 2: Administrative nursing which includes

| program managers, MDS nurses and the night shift
j supervisor conducted compliance rounds beginning|
{ 3/18/13 {ongoing), as assigned by the DON. :
! Compliance rounds were to inctude the

! monitering: the full closure of privacy

! curtains,blinds and doors are closed, call light

| within reach etc.To identify residents potentially

| affected by the alleged deficient practice.

¢ Cownpliance rounds were documented and turned
|| into the Adm./IDON weekly for review,

e e e bt e e
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Any deficiency staterment ending wﬁﬁ an asterisk {7} denotés a deficiency which the institution may be excused from correcting providing it Is determined that
other safegUards provide sufficient protaction to the patients. {See instructions.} Except for nursing homes, the findings stated above are disclosabte 90 days
followhg the date of survey whether or ot a plan of cerrectton s provided, For nursing homes, the above findings and ptans of correction afe disclosable 14
days following the data these documents ars made available to the facitty. If deficiencies afe cited, an approved plan of comection Is roquisite t@ continued

program participation.
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i honor the residents' personal privacy and staff
| should have adjusted the curtain or asked the

| person to wait in the hatiway.

F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO
$5=D | PARTICIPATE PLANNING CARE-REVISE CP

|
1
The resident has the right, unless adjudged i
* incompetent or otherwise found to be |
| incapacitated under the laws of the State, to !
! participate in planning care and treatment or |
i changes in care and treatment. |
l A comprehensive care ptan must be developed |
| within 7 days after the completion of the '
' comprehensive assessment; prepared by an !
| interdisciplinary team, that includes the attending l
. physician, a registered nurse with responsibility |
] for the resident, and other appropriate staff in
: disciplines as determined by the resident's needs, t

REDBANKS
. HENDERSON, KY 42420
x40 | SUMMARY STATEMENT OF OEFICIENCIES | o PROVICER'S PLAN OF CORRECTION )
PREFIX | (EACH QEFICIENCY MUST BE FRECEQEQ BY FULL i PREFIX I (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO THE APPROPRIATE OATE
| i
; | DEFICIENCY)
. l
T y -
| [Criteria 3: In-service education was provided for
F 247 | Continued From page 1 ‘i £ 2471 ilicensed and non-licensed nursing staff by the
i care to Resident #4 a family member of Resident l !DON!StaffDevclopmem Coordinator on 3/21/13,
#4's room-mate walked across the room to a i i3rl2?1'13, 1/24/13, 3/25/13, 3/26/13, 3/27/13, 412113,
{ closet. Resident #4's curtain was not fully closed ¥ ;4‘:,3 ﬁ'4’?;13";"9”3';?;10’:.3}14." 111113.3;]')16!13.
allowing the visitor visual access of Resident #4. 4/17/13,4/18/13, 4/19/13 which included but was
! I 1ot limited to; Providing privacy forresidents i
! interview, on 03/06/13 at 3:40 PM, with Resident | |during ll care by : pulling the privacy curtalns |
: . - ! ' fully, shutting the door, and closing the blinds/ :
#4 revealed when the family member of hissher | i : oo o
. ' curtains. The GGl indicator for the monitoring of |
; roo,m"mate came near the ,End of h.leher beq i i resident privacy /dignity issues, including but not
i while catheter care was being provided that it : j limited to providing privacy during resident care, |
f bothered him/her. ! | will be 1]1tllized arr;tonﬂﬂy X ihmonths and t%n;nh |
i . : quarterly thereafter under the supervision of the
l Interview, on 03/06/13 at 3:50 PM, with RN #1 Ly of Social Servi ' 5
- ' Director of Social Services. |
| reveated the curtain shoutd have been pulled ; ) . i
i around a littte more in order not to expose t “;Cri}erla 4 .The Cf_}l ilnchator f.or the.monimrmg ofi
| Resident #4 and to afford the resident more l | resident privacy/dignity issues, ‘T‘d“d“_‘gbm uet
' privacy. i limited to providing privacy during resident care, |
i l will be utilized monthly X 2 months and then i
’ actaly thercafier under the supervision of the |
i Interview, on 03/08/13 at 4:40 PM, with the | B e Sorvtces. £
Director of Nursing revealed the facility wanted to ’ ; ‘ |

| Target Date : i 04/21/2013

F 280 |F 280 Comprehensive Care Plans A comprehensive l
!care plan must be developed within 7 days after the
lcompletion of the comprehensive assessment;

i prepared by an interdisciptinary team, that includes

'the attending physician , a registered nurse with

!rcspunsibili{')r for the resident, and other appropriate

! staff in disciplines as determined by the resident’s ‘

| needs, and, to the extent practicable, the

1 participation of the resident, the resident’s family or

! the resident’s legal representative; and periodically

| reviewed and revised by a team of qualified persons

; after each assessment,

!
l
| |

I i
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I

!

; !

! PCriteria 1 The care plan for resident #25 has i

F 280 l Continued From page 2 | F DgQ | beent reviewed/revised by the Care plan team for i
{ . L ( ! interventions addressing provision of afarm use

! and, to,the extent pr.aCtrcable’ the partrclpatpn O,f ' i and the mesh bag for the alarm. The alarm bag is I

i the resident, the fESldEnfS fa‘mrgy or the {ES}dent 5: ! utilized in accordance with the care plaa,
legat representative; and periodically reviewed | . !
i

?

|

I

. and revised by a team of qualified persons after | Criteria 2: Residents requiring alarm use have

' each assessment. I * been reviewed by the Unit Managers/MDS

i l . !' Coordinators to determine that the alarms and

: ! | refated equipment are in use and addressed as

l i l indicated on the care plan.

: : i On 4/16/13 an audit of all care plans was

{ ] l conducted by the interdisciplinary team to include

!

| This REQUIREMENT is not met as evidenced |
 by: i
2 Based on observation, interview, record review |
i and review of facility policy, it was determined the |
I facitity fatted to revise the Plan of Care for one (1) |

i MDS, Activities, Social Services and Dietary, to
! ensure all carc plans were revised as necessary, nat
| just retated to alarms.

|
‘Criteria 31 The nursing staff have received in-
!ser\n'ce education by the DON/Staff Development l

| of twenty-eight (28) sampled ’Es'd;”ts (Resident | ‘Coordinator on 3/21/13, 3/23/13, 3/24/13, 3/25/13,

| #25). Resident #25 was supposed o havea 3726113, 3127113, 412/13, 413113, 4/4/13,4/9/13,

l mesh bag over her/his bed alarm to prevent the I '4/10/13, 4/11/13, 4/16/13, 4/17/13, 4/18/13, 4/19/13,

' resident from turning the bed alarm off. | .on the provision of alarms and related equipment in

i! Observation, on 03/08/13, revealed a mesh bag | iaccordance with the resident orders and care plan, l

i was not covering thF-_' bed alarm and the alarm | 'The MDS Coordinators have received in-service |

; was turned off. Review of the plan of care ; teducation by the Nurse Consultant ou 3/1%/13 on

i revealed the care plan was not revised to include | ithe documentation of the usc of the atarnis and i

! the use of the mesh bag. : jrelated equipment on the care plan in accordance
iwith the resident orders, Education was provided by |

tentire interdisciplinary care plan team re: revision
Fof the care plan as per Resident Assessment |

i Review of the facility's policy titled "Development
‘Instrument with changes as they occur.

! of a Care Plan’, undated, revealed the care plan
i was to be revised as per the Resident

! Assessment {nstrument with changes in

| resident's orders as received by the Minimum |
- Data Set Coordinator.

l Observation, on 03/08/13 at 10:25 AM, revealed
; Resident #25 was lying in bed. Further |
i observation revealed there was a bed atarm in | ! i
: H [ !
Event 10: T&aCV11 Facility I 100423 I conttmuation sheet Page 3 of 30

| ! w .
! The findings tnclude; | |the Clinical nurse administrator on 4/16/13 to the |

| |
|
i |
I
!
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triteria 4: The CQ} indicator for the monitoring of

I
]

F 280] Continued From page 3 F 280 care plan intervention implementation including |
‘ place that was not turned on and no mesh bag use of resident alarms and related equipment will be

| was covering the resident's alarm. Certified jubtized monthly X 2 manths and then quarterly as I

' Nursing Assistant (CNA) #19 went into Resident | per the established CQ calendar under the :
isupemslon of the DON. l

#25's room and turned the bed atarm on. CNA
| #1¢ stated "l don't know why it was off, | turned '
| it on.” : | i
i l “Target Date : . 104/2 12013
| tnterview, on 03/08/13 at 11:00 AM, with ; | I

. Registered Nurse (RN) #2 reveated that Resident |
| #25 did have a "bed alarm sensor to bed at all I

i times." I

: Practical Nurse (LPN) #3 revealed that Resident 1
| #25 was supposed to have a mesh bag, but j
' didn't have it on. LPN #3 further stated, the bag |
| was there the weekend, and she didn't notice it |
| Wednesday or Thursday. She further stated the | l
{ mesh bag should have been on because the |
! resident has been known to turn the alarm off. !
!
! Interview, on 03/08/13 at 1:05 PM, with RN #2 l
revealed that they update care plans if they have i

: physician orders, and she was responsible for |
! doing all the updating on quarterly and significant |
! changes : |
|

i

l
| Interview, on 03/08/13 at 12:30 PM, with Licensed| i
i

|
|
t
|
|
i
|
|

|
|

: Interview, on 3/08/13 at 3:20 PM, with CNA#20

] revealed that they have a buddy system to check |
" alarms when come on shift and off shift and sign

! the buddy alarm check form.

1 Interview on 03/08/13 at 4:50 PM with LPN #3
" revealed that she could not find a buddy alarm
| check form.

|
_' Review of the CNA Care Plan dated 01/2013, and |

!
!
!
| ;
|
|
] review of the physicians' order, dated 07/16/1Z, i
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SUMMARY STATEMENT OF QEFICIENCIES

xayto 1 |
(EACH OEFICIENCY MUST BE PRECEOEO BY FULL |

i

]

PREFIX |

TAG REGU:ATORY OR LSC IOENTIFYING INFORMATION)

10

PREFIX

TAG

| PROVIOER'S PLAN OF CORRECTION

i (EACH CORRECTIVE ACTION SHOULQ BE

i CROSS-REFERENCEQ TO THE APPROFPRIATE
i QEFICIENCY)

|
!
|
? i
F 289} Continued From page 4

| revealed the resident was to have a sensor atarm !

: while in bed with the unit in @ mesh bag. '

i Interview, on 03/08/13 at 5:05 PM, with RN #2 |
! revealed that the majority of the time she updated |
| the care plan. She further stated she reviewed '
| and Updated the care plan for falt risk 03/04/13. |
! She further stated the care plan did not reflex that |
| the resident needed the alarm to be in a mesh I
i bag. She stated, "l do feel like it should have |
! been on the care plan that's my error. Ishould |
| have caught that, t should have updated the care |

1 plan.” l

F 2821 483.20(k)(3)(ii) SERVICES BY QUALIFIED l
S5=G I PERSONS/PER CARE PLAN l
|

|

I

i

7 The services provided or arranged by the facility
must be provided by quatified persons in

! accordance with each resident's written plan of
! care,

i‘ This REQUIREMENT is not met as evidenced
by:

l. Based on observation, interviews, record review

! and review of facility policy it was determined the

! facility failed to ensure care plan interventions

i were implemented for one (1) of twenty-eight (28)

; sampled residents (Residents #18). Resident #18

| was assessed by the facility to have weakness in

i the upper extremities with decreased dexterity in

| his/her hands and was care planned to have
hissher meals set-up, which included opening

| beverages, On 02/25/13 during the breakfast

! meat service, Resident #18 was given a cup of

| coffee with a lid on it. When the resident

F 2821:5282

|
|

! |

F 280! !
|

|

!

4

|-
!
!
i
|
}

Comprehensive Care Plans The
services provided or arranged by the facility shell

!

1

|

i

|

|

!

ibe provided by quatified staff in accordance with l
|cach resident’s ptan of care. i
|

l

|

i

iCriteria 1: Resident #18 receives hot liquid spill
|prcvem'10n interventions as indicated on the care

iplan,

l()n 2/25/13 after the burn on resident #18, a hot

|liquid assessment was completed. Two vinyl backed

‘ clothing protectors were implemented 2/25/13,
Kennedy cups were implemented for resident #18 fo
all liquids on 2/25/13. Resident #18's name was |

: added to the Dining Room Monitoring form on l

| 2/25/13. The Dining Room Monitoring Form was

l completed daity by restorative aides to determine if i

; all equipment is i place. Charge nurse notified MD

| and 4 new order was received and initiated for

 Silyadene cream to chest area T until healed and

! Tylenol 500 mg TID routine X3days on 2/25/13. Th

| Staff Educator in-serviced all staff on “You Stop and

; Watch” protocol to identify when there was a change%

! in residents condition. |

| |

FORM CMS-2567(02-99) Previous Verslons Obsokls
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] i Criteria 2: An audit was completed by the program |
2§'nanagers to deterrrine that residents on theirunits 3

F 2825 Continued From page 5 ; F 28 = fine thas t on i
1 . . I are receiving hot liquid spilt interventions in i
‘ attempteq to remove thp lid on h|l5[h?r own, the ! ccordance with their cave plans, Hot Liquid :
i coffee spilled opto Resident #18's mid chest area, i %sscssmems were completed on all residents by Unit !
: which rLl-‘.‘SUItE_‘d in a second degree burn : Managers and MDS Coordinators on 3/11/13 !
| measuring eight (8) by four and a half (4.5) ! ihrough 3/t3/13. A hot liquid assessment wilt be I
. centimeters (cm). : tompleted far alt new admissions by the charge nursei
: l An audit of alt care plans was conducted by the :
: The findings include: | Interdisciplinary team on 4/16/13 to ensure all care i
! ! plans revised as necessary. Education was provided by
Review of the medical record revealed the facility | the Clinical nurse administrator on 4/16/13 to the - |
! admitted Resident #18, on 03/11/96, with : t:;lltire interdisciplinary care plan team re: revision of ;
i diagnosp_-s which included Cerebral Palsy; ; the care plan as per Resident Assessment Instrument !-
| Epitepsy NOS; Genu Valgum; Morbid Obesity, | ith changes as they occur.
| Intellect Disability; Depression; Impulse Controt ! | 3
' Disorder, Dysphagia; and Anxiety. Review of a : !
| Quarterty Minimum Data Set {MDS) Assessment, [Criteria 3; The nursing staff have recelved in-
‘ dated 02/11/13, revealed the facility assessed ‘service education as provided by the DON/Staff . l
| Resident #18 to have a Brief Interviéw-for Mentat . !Dcvclnpmcm Coordinator on the provision of All |
. Status (BIMS) score of fifteen {15) out of fifteen ! care planned interventions inctuding those for hot
1 (15), indicating the resident was cognitively intact. t : 'liquid spill prevention in accordance with each
! Further review of the MDS revealed the facility ! jresident’s care plan, conducted on 3/14/13, 3/21/13, |

| assessed Resident #18 to require extensive +3/23/13,3/24/13,3/25/13, 3/26/13, 3/27/13, 42113,

. assistance of two (2) staff for bed mobility,

| transfers and dressing and Set-up assistance by
1 one staff for eating.

1

' Review of the Comprehensive Plan of Care,

? 419713, 410113, 4/11/13, 4/16/13, 4117/13, 4/18/13, |
| '4/19/13, 4/20/13. Bducation was provided by the :
Clinical nurse adininistrator on 4/16/13 to the !
entire interdisciplinary care plan team re: revision
l;ofthe care plan as per Resident Assessment |

j1nsttument with changes as they occur as per policy ?

i datgd 12/07/12, revealed ‘R'gsident#js {egu'rred ! '“Development of the Care Plan.”
asslste?nce to perfqrm activities of dar_iy living, i i Crteria4:  The CQI Indicator for the monitoring |

: which included eating related to physical .  of hot liquid spilt prevention interventiens in 1
weakness, decreased strength and due to having | accordance with the care plan will be utilized ;

: Cerebral Palsy. 1 i monthly X 2 months and then quarterly as per the !

| 1 | established CQl calendar, under the supervision of |

' Review of Nurse's Notes and the facitity's Event | . the BON. The CQl indicator for the monitoring of

! Report iInvestigation, dated 02/25/13, revealed ; ' the RAl process and implementation of the care !

" during the breakfast meal service Resident #18 g  plan will be utilized monthly X2 months and then

| removed the lid from a cup of coffee and spilled | ! quarterly as per the established CQI calendar,

' hot coffee to the mid chest area directly to the | under the supervision of the DON. i

! resident's skin. Further review of the ! L ;

; : ! Target Date: to4/at /2013
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F 282/ ,
|

|
|
1an eight (8) by four and a half (4.5) centimeter |
r (cm) reddened area with peeling skin. The report |
i listed the possible causative factor was the i
! resident 'took top off coffee cup'. !

l

|

1 During observation on 03/06/13 at 4.00 PM of !

! Resident #18, Resident #18 reveated he/she had i

| a burn to his/her chest retated to a coffee burn.

|

i Arecord review of aide care pian dated 03/13, |
revealed Resident # 18 was assessed by the

i facility to need set-wup assistance with eatmg and '

% was assessed to have decreased dexterity in 1
hissher right hand. Additionally, review of the

| Comprehensive Care Plan with revision dates of, |

i 12/07/12, 02/20/12, and, 05/12/13 reveated

i set-up meal tray for resident for independent

K eating with each meal.

|
|
R . . |
! Interview with State Registered Nursing |
| Assistant/Restorative Aldes (SRNA/RA) #23, on
| 03/08/13 at4:15 PM, revealed Resident #18 had i
one hand that did not work well. She stated i
| Resident #18 had a long history of taking the lids
| off of coffee cups and hefshe should have been i
|  closely supervised during meals. -
1
i An interview with SRNA/RA#22, on 03/08/13 at |
: 410 PM, revealed she would set the resident up |
' for a meal by cutting up tisther meat, opening |
and adding satt, pepper and butter and open milk
| cartons and removing the lids on cold drinks. i
Further interview revealed she was not allowed to l
| remove the iid from coffee cups; only the
| residents were aliowed to remove the lids. She l
stated residents were encouraged not to remove i
| the tids from coffee because there was a little ! :
i

FORK CMS-2567 (02-98) Pravious Ve rsions Obsotete Event 10: TBCV11 Faciity 10: 100423
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F 282 i Continued From page 7 I F 282! |
"hole in it and they were supposed to leave them i ' i
l on and drink from the cup. | . ; . i
F 323 | 483.25(h) FREE OF ACCIDENT | F3% mﬁaggg“;ﬁ e that the resident '
85=G ! HAZARDS/SUPERVISION/DEVICES i }cnvironmcnt remains as free of accident hazards l
: . . : as is possible; and each resident receives !
{ The' faciity must eps ure that the regrdent | adequate supervision and assistance devices to |
-{ environment remams as free of accident hazards [ lprevent accidents. :
! as is possible; and each resident receives 3 !
'; adequate supervision and assistance devices to [ .iCriteria 1: Resident #18 receives hot liquid spilt '
| prevent accidents. l [prevention interventions as indicated on the care !
! : ‘plan. On 2/25/13 after the burn on resident #18,a
| | !hot liquid assessment was corapleted. Two vinyl !
i | ibacked clothing protectors were implemented |
! : :2/25/13. Kennedy cups were implemented for l
i { irf:sidf:nt #18 for all liquids on 2/25/13. Resident !
. . . l#18's name was added to the Dining Room !
! This REQUIREMENT is not met as evidenced Manitoring form on 2/25/13, The Dining Room |
] by: : ) . A : Monitoring Form was completed daily by restorative!
i Based on observation, interview, record review aides to determine if all equiprent is in place. !
| and facility poticy review it was determined the | Charge nurse notified MD and a new order was |
| facility fated to ensure supervision to prevent { received and initiated for Sitvadene cream to chest |
' accidents for one (1) of twenty-eight (28) sampled : area TID until healed and Tylenol 500 mg T1D :
! residents (Resident #18). Resident #18 was i routine X3days on 2/25/13. The Staff Educator in~ |
| assessed by the facility to have weakness in the i j serviced all staff on “You Stop and Watch” protocot i
' upper extremities with decreased dexterity in e identify when there was a change In residents
| histher hands and was care planned to have | : condition.. _ '
| his/her meals set-up, which included opening | | Criterla 2 An audit was completed by the I
' beverages. On.D2/25/13 during the breakfast i _ program managers to determ_me'that.re?idcnis on l
_ ? - . ! their units are receiving hot liquid spill interventions!
i meal service, Resident #18 was given acup of ! i d th thei bans. Hot Liquid :
| coffee with a lid on it, when the restdent | {in accordance with thelr care plans. Hot adw |
‘ ' - . ; | Assessments were completed on alt residents by Unig
j attempted to remove th_e lid on hnslhl::-r own, the ¢ - Managers and MDS Coordinators on 3/11/13 !
: COf:fEE spilled onto Resident #18's mid chest area, | l through 3/13/13. A hot liguid assessment wilt be l
! which resulted in a second degree burn ; g completed for all new admissions by the charge [
| measuring eight (8) by four and a haif {4.5) | | nurse. An audit of all care plans was conducted by
* centimeters (cm). | ! the interdisciplinary team on 4/16/13 to ensure all |
! . i | care plans revised as necessary. Education was |
| The findings include: ! | provided by the Clinical nurse administrator on |
i { | 4/16/13 to the entire interdisciplinary care plan team
 Review of the facility's policy titled "Event Report | | re: revision of the care plan as per Resident i
1 ‘ - | Assessment Instrument with changes as they occur. |
FORM CMS-2567(02-89) Previcus Versions Obsolete Event I TECV11 Faciity K); 100423 If continualion sheet Page 8 of 30
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i
i Criteria 3: The nursing staff have received

F 323 % Continued From page 8 : F 323 ;in-service education as provided by the DON/Staff |
| Investigation”, not dated, revealed an event report | _Developme{lt (,oord%nato.r on t}lu: prowslion.of AAEI i
- was to b leted f ence which jcareplaned interventions including hot liquid spill
! was o be comple or anyloccu” ¢ ¢ ! ‘prevention in accordance with each resident’s care !
 was not considered a normal occurrence, such as {. . jplan, conducted on 3/14/13, |
| a burn. Further review of the policy revealed t | 1 3/21/13, 3123/13.3/24/13, 3/25/13, 3/26/13, 5.
| was the purpose of the report to assure that ] 13/27/13, 4/2/13, 4/9/13, 4/10/13, 4/11/13, 4/16/13, ¢
' events were investigated comprehensively in | 4/17113, 4/18/13, 4/19/13, 4/20/13. Education was |
X 9 p ¥ i !

" order to prevent the occurrence from happening ! ‘ provided by the Clinical Nurse Administratoron !
i i 4/16/13 to the entire interdisciplinary care plan team!

i again.
. I re: revisian of the care plan as per Resident |

| Review of the medical record revealed the facility |  Assessment Instrament with changes as they occur |
¢ as per policy “Deve'opment of the Care Plan.

5

{
| admitted Resident #18, on 03/11/96, with | ;
: d'a.gnoses which included Cerebraf‘Palsy; . E I Crileria4:  The CQI Intdicator for the monitoring oé
Epilepsy NOS; Genu Valgum, Morbid Obesity; ! ' hot kiquid spill prevention intexvenitions in i

| Intetlect Disabiliy; Depression; Imputse Controf | | accardance with the care plan will be usilized

| Disorder, Dysphagia; and Anxiety. Review ofa I'monthly X 2 months and then quarterly as per the

. Quarterly Minimum Data Set (MDS) Assessment, | | established CQI calendar, under the supervision of |
]

; the DON. The CQ] indicator for the monitoriutg of |
: the RAI process and implementation of the care plan
| will be utilized monthly X2 months and then g
. quarterly as per the established CQI calendar, under
| the supervision af the DON, i

! dated 02/11/13, revealed the facility assessed !
| Resident #18 to have a Brief Interview for Mental |
i Status (BIMS) score of fiffeen {15) out of fifteen
' (15), indicating the resident was cognitively intact. . ]
| Further review of the MDS revealed the facility : 3
[ assessed Resident #18 to reguire extensive i |
i assistance of two (2) staff for bed mobility, ! ! :
| transfers and dressing and set-up assistance by | Targel Date :

Lapthots
| one staff for eating. | !

! Review of the Comprehensive Plan of Care,

| dated 12107112, revealed Resident #18 required |
i assistance to perform activities of daily lving, i
; which included eating related to physicaf

i weakness, decreased strength and due to having
I Cerebral Palsy.

l Review of Nurse's Notes and the facifity's Event

| Report Investigation, dated 02/25/13, revealed

| during the breakfast meal service Resident#18 i :

‘ removed the fid from a cup of coffee and spilled | : 1
|
]

! hot coffee to the mid chest area directly to the ! j

b
3
]
|
i

]

3
13
i
I
|
i
_l
|
!
1
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l resident's skin. Further review of the
i investigation revealed the resident had sustained
| an eight (8) by four and a half (4.5) centimeter |
| {cm) reddened area with peeling skin. The report
! listed the possible causative factor was the
t resident 'tcok top off coffee cup', '
| Observation, on 03/07/13 at 9:15 AM, of
. Registered Nurse (RN} #3 conducting a dressing l
| change to Resident #18's bum to the chest area |
| revealed a black scabbed area measuring l
! approximately 8.0 x 4.5 cm. Interview with RN |
| #3, at that ttime, revealed she believed the burn
| was a second degree burn because it blistered |
| when it occurred. Further interview with RN #3,
{ on 03/08/13 at 4:00 PM, revealed State |
| Registered Nursing Assistant/Restorative Aide
' (SRNA/RA) #23 had called her to the dining room |
| on the moming of 02/25/13 because the resident |
i had removed the lid from a cup of coffee and ;
| spilled coffee on himself/herself. She stated the I
! resident's hand dexterity was compromised and
! Resident #18 should have been supervised and |
| assisted with the hot coffee. l’

¥

|

]

i

I

l

! Interview with Resident #18 during the dressing

| change, on 03/07/13, revealed he/she had spifled

; a cup of coffee on himselfherself a few weeks

1 ago and it had reafly hurt on her chest. RN #3

i stated "tell her how you spilled it" and Resident
#18 replied "l took the lid of” as held his/her head

' down as he she spoke.

Interview with SRNA/RA #23, on 03/08/13 at 4:15
i PM, revealed Resident #18 had one hand that
| did not work well. She stated she was in the |
{ dining room when Resident #18 was burred.
| She stated Resident #18 had atong history of [
[ H
1

F 323i
|

|

|
|
|
|

|
!
1
]
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F 323 Continued From page 9 %

|
]
|
|
|

£
]
i

3
]

|
|
!
|
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F 323 Continued From page 10

|
I taking the lids off of coffee cups and he/she
l should have been closely supervised during

|
| |
| 5
|
E

I meals.

I
f An interview with SRNA/RA#22, on 03/08/13 at |
1 4:10 PM, revealed she would set the resident up !
| for a meal by cutting up hisfher meat, opening
" and adding salt, pepper and butter and open milk |
| carions and removing the lids on cold drinks.
| Further interview revealed she was not aflowed to |
i remove the lid from coffee cups; only the |
| residents were allowed to remove the lids. She
! stated residents were encouraged not to remove
! the fids from coffee because there was a litile |
l hole in it and they were supposed to feave them
i on and drink from the cup. |
! An interview, on 03/08/13 at 5:35 PM, with the |
| Administrator and Consultant Nurse revealed on |
| 02/04/13 they had identified, at a behavior :
! meeting that the facifity needed to do a hot l
[ beverage assessment on all residents; however, i
: this was not initiated prior to Resident #18's burn. 3
E The Consultant Nurse stated they alsc decided to |
{ order new liquid absorbing clothing protectors for
! all residents, but at this point had only ordered
| one for Resident #18 after hisier burn. The
' Consultant Nurse stated the facility staff had not |
| completed a hot beverage assessment on the
residents bacause they were waiting until they
! had the equipment avaitable so when the
| assessments were completed the equipment l
j such as clothing protectors and spiff proof cups
i would be available for use. Further interview
} revealed that once Resident #18 was burned they |
. did assess her and implemented the fiquid
]absorbing clothing protector and spifl proof cup, |
; but had not assessed other residents for the need |

F ORM CMS-2567{02-99) Pravious Veraions Obsolete ’ Evaot HX TCV11
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55=0 | UNLESS UNAVOIDABLE
!
| Based on a resident's comprehensive
i agsessment, the facilily must ensure that a
; resident -
: (1) Maintains acceplable parameters of nutrrtronal
| status, such as body weight and protein levels,
f unfess the resident's clinical condition
| demonstrates that this is not possible; and
{ (2) Receives a therapeutic diet when there is a
i nutritional problem.
f
|
|
! This REQUIREMENT s not met as evidenced
j by:
' Based on interview, record review, and review of
the facility's policy, it was determrned the facifity
failed to ensure nutritional parameters were
maintained for one (1) of twenty-eight (28)
sampled residents {Resident #2). Resident #2
sustained an eleven percent (11%) weight loss in
one hundred and eighty (180) days. The
Reglstered Dietician's recommendations were not
| implemented to increase Boost; provide finger
foods; and to provide nutr'rt'lonaf shakes with
funch and supper to prevent further weight loss.

The findings include:

Review of the facility’s policy, "Significant Weight
Loss or Gain", Nutrition Risk Assessment C:3.6,
no date, revealed if a significant change {loss or

lBased on a resident’s comprehensive assessmnent, the
hfacii;[iy must ensure that a resident maintains
lacceptable parameters of nutritional status, such as |
ibody weight and protein levels, unless the resident's i
jclinical condition demonstrates that thisis nol i
i possihle. §
[
I
!
!
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F 323 i Continued From page 11 I F-3234 E
| of assistive devices of the ability to handle hot [ i
| fliquids independently to prevent possibfe bums i \
for other residents. ' |
F 325 I 483.25()) MAINTAIN NUTRITION STATUS F 325ir325 Nutrition® |
|

i
| Criteria 1 Residettt #2 receives dictary

| recommendation interveutions as per indicated on |
| the care plan, 12/7/12 siguificant weight loss I
+ natification via telephone conversation with
responstble party. 1/3/13 significant weight loss
notification via telephone conversation with
responsible party. Care Plan conferences atlended |
' by responsible party with discussion of weight loss !
| included 8/17/12, 8/22/12, 10/24/12, and 1/18/13.

|

| Nurse Administrator and MDS Coordinators |
| immediately compared dietary

| recommendations for the past three months

I with those sent to the physicians to determine |
I if other residents were affected by the alleged |
) deficient practice. Physicians were notified of |
\ any outstanding orders and new orders were |
j received. All recommendations are discussed |
| in the morning meetings aitended by Unit
I Managers.

!
|
1
|
i
| Criteria2:  On 3/7/13 the Dietician, Clinical |
I
|

i
!
| |
[ |
; i

S e e ———— e —— e e e .
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F 325 l Continued From page 12

gain) occurred, nursing would notify the dietary
: manager or registered dietitian in writing of the
| significant change, The resident would be
| referred to the registered dietitian for a nutritional |
| assessment. Nursing would notify the physician
iand family of the significant change.

|
| |
| |
|
|

| Review of the facility's policy, "Nutrition Risk E
! Assessment”, C:3.1 not dated revealed, The '
| Dietitian would communicate a summary of l
! findings and recommendations to the dietary |
| manager and appropriate nurse. i
| |

I

| Record review revealed the facility admitted

: Resident #2 on 06/14/12 with diagnoses of

| Dementia with psychotic agitated features,

' Hypokalemia, Vascular dementia, Hyperlipidemia,
| and abnormal gait-muscle weakness. Further |
 review revealed Resident #2's welght on 06/14/12 l
: was one-hundred eighty six and four tenths

i pounds {186.4 pounds).

|

lf Review of the Minimum Data Set (MDS) I
| Assessment dated 08/09/12 and 01/07/13, |
| revealed the facility assessed the resident to have|
: severely impaired cognitive skills for daily i
; decision making. The facifity also assessed the |
‘ resident under the Nutritional Status; Section K,
| to have weight loss of five percent {5%) or more |
i in the fast month or loss of ten percent (10%) or |
! more in last six (6) months. 1
| Review of Care Area Assessment Summary '
| (CAA) dated 08/09/12, revealed Nutrition Status l
 triggered. Review of the indicators for nutritional
status revealted the resident left significant I

' proportion of meals, snacks and supplements
! daily, Further review of the Care Summary |
!

£ 95| Criteria 3+ - The nursing staff have received.in- |
iservice education as provided by the DON/Staff
i Developrment Coordinator on the provision of
' dletary interventious in accordance with each
| resident's care plan, condacted on 3/21/13, 3/23/13,
13/24/13, 3125113, 3/36/13, 3/27/13, 412113, 41313,
| 474113, 4/9/13, 4/10/13, 4/11/13, 4/16/13, 4/17/13,

4/18/13, 4/19/13.

! Criteria 4 'The CQI indicator for tiie monitoring
L of provisions of dietary interventions i accordance |
[ with the care plan will utilized monthly X 2 months |
! and then quarterly as per the established CQI
; calendar, under the supervision of the DON. i

iTarget Date:

TAG 7 I CROSS-REFERENCED TO THE APPROPRIATE ]
[

i
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F 325 ' Continued From page 13 :
| statement revealed significant weight loss of six l
| and seven tenths percent (6.7%) in thirty days |
! (30), eight and three tenths percent (8.3%) in :

ninety (90) days, and twefve and two tenths |

{ percent {12.2%) in one hundred and eighty (180) I

| days. The plan was to monitor on Nutritionalat

I Risk (NAR). |

l
|

. Review of the Care Plan, dated 08/15/11 and

| updated 01/08/13, revealed Resident #2 was at

' risk for altered nutrition; weight foss; and

| dehydration. Review of the goal with a begin date j
. of 10/24/12 and a target date of 04/08/13, l
| revealed Resident #2 would remain adequately |
. nourished with no weight loss of five percent (5%) |
i or more in one (1) month, Interventions dated i
. 08/15/11, included to monitor per facility's !
| nutritional at risk (NAR) policy, and provide Boost '
i one hundred and twenty{120) cubic centimeter |
! (cc) followed by one hundred and twenty (120) !
' cubic centimeter of water three times a day (TID) |
! in between meals for planned weight gain. i
. Review of the Significant Weight Change l
| Notification, dated 01/03/13, reveated Resident |
I #2 had lost thirty (30) pounds, sixteen and nine l
l tenths percent (16.9%) in one hundred and eighty !
; {180) days, with current weight at one hundred |
| and forty-seven pounds (147) and fair appetite. I
! Further review revealed the Physician had signed |

| and dated the notification on 01/09/13. |

| Review of Nutritional Recommendation dated i
" 01/08/13 by the Registered Dietician to the i
' Physician, revealed Boost two hundred and forty |
' (240) cubic centimeters (cc) fhree times aday ¢
| (TID), nutritional shakes twice a day (BID) with
{ lunch and supper, and finger foods for planned |

|
|
[
|
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F 325 | Continued From page 14
| weight gain. Further review revealed to proceed
{ with the recommendations acknowledge by
. checking the box and return to Registered
| Dietician within seventy two {72) hours, Review

T
]
3
|
]
|
| i
aj'

|
1

! ;

I

|

1

F 3251 ;

IE

3

i

venty b |
| revealed the Physician signed and dated to |

]’ proceed with recommendation on 01/09/13.

i Review of the monthly nutrition at nsk review

| (NAR), dated 02/06/13 and 02/21/13, revealed

j weight loss continued, nutritional

: recommendation for more supplements related to
| continued weight loss, and decreased fluid intake
| (PO). However, further review reveated

| supplements and snacks ordered during this time
included Boost one hundred twenty {120) cubic

: centimeters (cc) and one hundred twenty (120)

| cubic centimeters (cc) of water. There was no

t evidence the Registered Dielician's

- recommendations from (01/08/13 and signed by

% the Physician on 01/09/13 were implemented.

| 03/2013, reveated Boost one hundred twenty
(120) cubic centimeters (cc) followed by one

f hundred twenty (120) cublc centimeters (cc) of
| water between meals three times a day (TID) for
E planned weight gain.

f Record review of weights for Resident #2, dated

| 09/01/12 through 02/28/13, revealed an eleven

| percent (11%) weight loss; from pne hundred fifty

I nine pounds {159#) to one hundred and forty

E pounds {140#).

i Review of Nutrittonal Recommendation dated

| 0212813, revealed to increase Boost Plus to two

i hundred forty (240) cubic centimeters (cc),
change ice gream to magic cup and provide at

|
I
l
|
I
r

! !
I |
! |
; |
| ‘

.

|
l
|
!
|
1
!
|
|
l
|
|
|
|
t Review of Resident #2's Physician orders, dated |
!
I
|
i
!
|
|
|
l
!
E
|
1
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F 325 Continued From page 15
I funch and supper, and provide nutritional shake l
| at breakfast for significant weight loss. Further

review revealed the Physician's signature was not |
. noted on recommendation.

: Record review of fax log, on 03/0611 3, reveated |
| there was no pending faxes to the Physician for
' Resident #2 and none retutned.

I Interview with Registered Dietitian on 03/08/13 at |
~ 12:45 PM revealed, she placed the nutritional
recommendation tn the program manager's
* maifbox and waited untif she obtained a green
| copy of the Physician order attached to the
| recommendation. She only followed-up with her
i recommendations when she received a green |
" copy of the Physician order. She further stated !
i she never recived the green copy. Mowever, she |
! stated she assumed the prder was done, and the !
i time frame from the original recommendation of |
st 1 01/08/13-03/06/1 3 was along time for a
| recommendation to be implemented. l
i Interview, with the Program Manager #1 revealed \
| the nutritional recommendations were placed in |
! her mailbox and either she or the nurse would fax l
i the recommendations to the Physician. The
| recommendations were placed in the fax book to i
i follow-up i there was no response. When the
| Physician returned the fax to the facility, the i
! Physician's order would be written; and the copy |
| given to the Dietician along with the original |
' recommendation. Per interview, she never
received Resident #2's nutritional |
' recommendation and thought this was a system
| failure, with too many hands involved. Further |
| interview revealed pending recommendations ;
| were discussed during the Nutritional At Risk |

.
F 325
|
|

i
¢
'
|
|
!
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f, (NAR) meeting every week, and she was not
l aware of this being pending.
|

| interview on 03/08/13 at 3:40 PM with Medical

i to be faxed. The signed bpriginals went back to
i the units' mailbox and the dietary

,l as stated on the Nutritional Recommendation

! form. Per interview, she could not remember if

|I 03/0713 and 03/08/13, revealed the Dietician,
; Program Managers, and the DON attended the
' weekly Nutritional At Risk (NAR) meeting.
Weight loss, hydration, and interventions were
E discussed. These issues and pending

| recommendations were alsp discussed at the

' clinical meetings. Per interview, depending on
| Physician preference, orders and

i recommendations were etther faxed or hand

| carried to the Physician. She stated Resident

| stated the issue with Resident #2's
! recommendations was somewhat a system
| failure. '

F 371 483.35(i) FOOD PROCURE,

s5=F | STORE/PREPARE/SERVE - SANITARY

"The facifity must -
(1) Procure food from sources approved or

| authorities; and
i (2) Store, prepare, distribute and serve food
| under sanitary conditions

i Records Supervisor #18, revealed they picked u
! orders and dietary recommendations on each un
| that needed to be signed or the Physician wanted |

ith

. recommendations went directly to the Dietician,

| she saw Resident #2's recommendations or not.

I
: Interview with the Director of Nursing (DON) on

- #2's Physician liked his orders faxed. She further }

l considered satisfactery by Federal, State or local

i
!
|
|
|
!
|
:
i

l

g
.
!
r

|
!
!
|
|
!
|
i
!
i
|
i
1

F 371F 371 Food Procure, Store/Prepare/Service-
Sanitary The facility must store, prepare,
'distribute and serve food under sanitary

konditions.
i

l
!
1
i
!
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1
|
|
!
j
|
i
j
i
!
|

FORM CMS -2567(02-55) Previous Versiors Obsolste Eveol ID: TECV1

Facitty 1D 108423

If conlinuation sheet Page 17 of 30




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

PRINTED: 03/22/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
185124 B. WING 03/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
851 KIMSEY LANE
REDBANKS
HENDERSON, KY 42420
x4 ! SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORRECTION : 5}
PREFIX : {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE i COMPEETION
TAG REGULATORY OR £ SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
l DEFICIENCY)
‘Criteria }: The expired food and dented cans were
F 371 | Continued From page 17 £ 371 | discarded by the dietary manager immcdiately. The.

This REQUIREMENT is not met as evidenced
by
Based on observation, interview and facility
. policy #t was determined the facility failed to
i ensure food was stored , prepared and served |
| under sanitary conditions. Observations on

' 03/05M 3 revealed there was food in the reachin |
i the refrigerator that had expired; two {2) dented |
{ cans stored in the dry goods store room; a can

- opener with grease and food build-up; dried l
| grease and food build-up between the stove and !
 the deep fat fryer; ladles, a can opener and tongs
: stored in a utensit drawer, dried food and grease

I build-up on drawer handles and refrigerator

* handles and cans not rotated in the dunnage rack
. in the dry good store room. In addition,

l observation during the supper meal, on 03/06/13,
! revealed staff [eft the tray- fine service, touched

| refrigerator doors, microwaves and themselves

! and returned to the tray-line without washing

i hands and changing gloves.

' The findings include: I
| Review of the facility's poficy titled ,
| "Handwashing", undated, revealed handwashing ‘
and hand antisepsis should be regarded by the
facility as the single most important means of

| preventing the spread of infections. The policy
further stated all personnel should follow the
established handwashing and hand antisepsis

| procedures to prevent the spread of infection and
disease to other personnel, residents, and

! can opener was replaced on 3/11/13. Arcas with

i greaseffood build up were cleaned on 3/1 1/t 3under

! the supervision of the dietary manager. Cans were

 rotated in the dry storage raom in accordance with

l facility policy by the dielary manager on

| 3/11/13. Dietary staff will follow infeclion contzol

i standards for glove use and hand washing when l

l serving food on the tray line, Al dietary employees

received in-service education by the Dielician,

| Dietary Manager and Diletary Director on 3/19/13 to!

| include Sanitation, Handwashing procedures and

. Trash DisposalfWaste Control. }
Crileria 2: An audil was completed of the kitchen 1

 tdentify any dietary sanitation issues. All idenlified

iasues addressed as indicated, The dictary :

department audil was conducted on 3/14/13 by the i

dietary director to tdenlify any potential areas :

affected by the alleged deficient practice. Issues

! ident/ficd were and corrected by 3/25/13, A dietary

deep clean was condocted on 3/15/13 through

! 3/29/13. Alldictary employees complelcd a hand

washing competency with a relurn demonstration

an 4/3/13 conducted by the Dielary manager.

‘Criteria 3: The dietary staff have received l

inservice educalion on dictary sanitation issues 1
including but wot limited 1o cleaning schedules, |
dating and rotatiog of food items, and f
handwashing/giove use while serving food on the
Iray line as provided on 3/19/13 by the RD/Dietary
| Manager. .
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F 371 Continued From page 18
; visitors.

l Review of the facility's policy titled "Dry Storage”,

! undated, revealed stock would be rotated on a

| firstin first out (FIFO) basis. Further review of the
| palicy revealed damaged canned food containers
! would be stored in a separate and distinct area

| away from other food items and the area should
i be labeled and the containers returned to the

E vendor,

| Review of the facility's policy titted "Refrigerated
| Storage”, undated, revealed all foods would be

: properly wrapped and/or stored in sealed

! containers, dated, labeled and discarded within

| appropriate shelf life.

i Observation, on 03/05/13 at 10:35 AM, revealed

| the blade of a large can apener had thick btack

T sticky substance build-up. Observation of a |
‘ utensil storage drawer revealed a can opener.
'replacement, ladles and tongs stored in opposite :
| directions. Further observation revealed the
i handle of the drawer was sticky and greasy.

1 -

! Continued observation and interview with the

i Dietary Manager, on 03/05/13 at 10:40 AM,

' revealed several tems in the refrigerator which

i were past the use by date. These items included
four (4) bowls of salad with a use by date of 02/26
| (seven days prior), a plastic container of

| chocolate pudding with a use by date of 02/28

* (five days prior), a plastic container of cut-up |
| tomatoes with a use by date of 02/25 ( eight days |
| prior), a ptastic container of thick white substance
I with chunks of potatoes that did not have a labet
| or date, ground ham with a use by date of 02/28 !
i {five days prior), pinto beans with a use by date of |
J i

T
|
|
!
!
'
|
|
|
|
|
|
|
|
|
!
!
|
|
|
|
i
l
!
!
|
|
|
|
|

I
F 371 jof dietary sanitation will be utilized as monthly per i

sthe established CQ! calendar under the supervision |

lof the Dictary Manager.
|

t

|
[Target Date :

!
|

|

|

I

|

|

r
|
l
i
|
|
I
!
r
!
|
I
I

:

|
!
[Criteria 4 The CQI tndicator for the monitoring I
i
i

|
l04/21/2013
|
i

{

|
i
!
i
!
|
!
E
|
|
|
|
!
g
|
|
!
g
]
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i and stored wet.

i of gloves.

;

| went back to the tray line touching trays, plates, |

! 02/24 {nine days prior), fima beans with a use by

| date of 03702 and a bow! of egy satad with a use

' by date of 03/03. Interview with the Dietary
Manager, at that time, revealed the items had

| expired and should have been thrown out. !
* Further interview revealed she had recently hired |
i several new staff and probably needed to re-train l
 them. Further observation of a pot and pan -

" ! storage rack reveated four {4) half sized and nine ‘

one third sized steam table pans were stacked |

i
|
g
F 371 Continued From page 19 F
|
|

! I

| Observation during the supper tray-line service, |

' on 03/06/13 at 4.40 PM, revealed that Dietary l
| Aide #2 left the tray line went to the microwave

touched the door handle with gloved hands and |

: went back to the tray line service and touched the ‘

| inside of lids and the rims of ptates of food ;

| without removing gloves, washing hands and !

" putting on a new pair of gloves. Further |

| observations revealed Dietary Aide #2 kept :

| putting gloved hands on hips while waiting l

! between trays several times without remaving [

| gloves, washing hands and putting on @ new pair '

!

|

|

l

|

i

|

I

i Interview, on 03/06/13 at 6:00 PM with Dietary
Aide #2 revealed when leaving the tray line staff |
{ was supposed to dispose of gloves, wash hands

| and abtain fresh gloves. Further interview

i revealed she usually washed her hands after

| leaving the tray-fine and prior to returning to the

l tray-fine but she must have forgotten.

| Observation, on 03/06/13 at 4:45 PM, revealed
i Dietary Aide #1 dropped a package of crackers
on the floor, picked them up with gloved hand and

!

{

l
|
!
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F 371 i Continued From page 20
i crackers, meal tickel, bagged siverware, and
! cold plates without removing gloves, washing
! hands and putting on a new pair of gloves.

! the tray-line service, went to the walk-in

| refrigerator and touched the handle which had
[ dried red particles with gloved hand and going
. back to tray line without removing gloves,

. washing hands and putting on a new pair of

| gloves.

i— Interview with Dietary Aide #1, on 03/06/13 at

. his hands and put a new pair of gloves on
! anytime he went from one task to another such

! washed his hands and put new gloves on once
| during tray-fine service and had not completed

i he picked up the package of crackers.

[ Observation, on 03/06/13 at 5:.05 PM. revealed
: the Dietary Manager took salad tongs that she
| was dipping salad from a large bowt into single
] servingBowls with tongs. Further observation

‘ 'same tongs and continued to serve salad from

".ﬁﬁe big salad bow! to the single serving salad
i bowls.

!

i Further observation revealed Dietary Aide #1 left

! 545 PM, revealed he had been employed at the
| facility for four{4) days and had received training |
i that he was supposed to remove his gloves, wash i

| as leaving the tray-line. He indicated he realized
: after he completed the tray-line that he had oniy

i that task every time he left the tray-ine or when

: revealed she then used the tongs to remove the

! lid from a can of parmesan cheese. The top of

! the can dropped into the big satad bow! and the

| Dietary Manager took the tongs and removed the
i lid from the big bow! of salad. She then took the

! Interview with the Dietary Manager, on 03/06/13

|
t
|
|
|
|
|
|
|
|
|
|
|

|
i
|
i
|
f
|
!
!
=
|
|
|
|
|
i
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!'touching the lid and then the lid dropping into the

! salad could cause cross contamination. Further
. interview with the Dietary Manager revealed to

2 prevent cross contamination, staff was su pposed
" to remove gloves, wash hands and put a new pair
’ of gloves on after leaving the tray-fine. Additional l

interview revealed the facility had recently hired

|
|

)

l several new staff and she needed to re-train staff \

: related to proper cleaning and infection control

| practices, :
F 372 483.35()(3) DISPOSE GARBAGE & REFUSE
ss=g | PROPERLY

! The facility must dispose of garbage and refuse
| property.

{

I This REQUIREMENT is not met as evidenced
by:

I Rased on observation, interview and review of
l the facility's policy, it was determined the facility

! faited to ensure garbage and refuge were

properly disposed. Observatians, on 03/05/13

! and 03/06/13, revealed that not alt of the

| dumpster lids were closed. Further observations

! revealed gloves, food items, trash and debris
' around the dumpster area.

' The findings include:

|
} Review of the facility’s policy “Waste Control”,

Safety and Sanitation A:6.10, not dated, revealed, ;
| trash should be kept in approved cans with plastic

! liners. Lids were to be kept an cans at all times,

|

F 372; F372 Dispose of Garbage and Refuse
| Properly. The facility must dispose of
i garbage and refuse properly.

I Criteria 1: The trash around the dumpsters
I 'was removed and the ltds to the dumpsters
| were closed tmmedtately on 3/7/13 by one

: dtetary aide and the Dietary Manager.

[ Criterfa 2: The dumpster area ts monttored

| by the Environmental Director to determine

| that trash is placed in the dumpsters and the

; lids are kept closed.

|

i Criteria 3: All staff have received inservice

' educatton by the Environmental Director/

| Staff Development Coordinator 3/15/13,

{3718/13, 3720713, 3/21/13, 3/23/13, 3/24/13,

! 3725713, 3/26/13, 3/27/13, 3/29/13, 4/2/13,
413113, 414113, 4/9/13, 4/10/13, 4/1 /13,

P 4/12/13, 4/16/13, 4/17/13, 4/18/13,4/19/13 on

! the need to place trash in the dumpsters and

i to keep the lids closed at all times,
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’ ) { Criteria4:  The GQL indicator for the monitoring
F 372! Continued From page 22 F 372 bf the dumpster areas will be utilized monthly X 2
. and trash should be discarded in the dumpsters months and then every six months as per the
frequently and at least at the end of each shift Eﬁ@‘smd C“if“‘!“ under the supervision of the
The dumpster must be kept closed at alt times | nvironmental Director.
i when not in use. : E
; |
Observations, during the initial tour, on 03/05/13 (Target Date: |04/21/2013
| and 03/06/13 at 10:30 AM, revealed three (3) ’ :
: dumpsters, and, two (2) recycle bins outside the : |
| food delivery extt, with the lid completely open on |
two (2) of the three (3) dumpsters. Further ;
: observation revealed boxes and debris on the I
ground in the surrounding area, including a I
container of applesauce, four (4) pairs of gloves :
and trash. i
Interview, on 03/08/13 at 6:00 PM, with the l
| Environmental Services Director revealed, the
_garbage should be properly contained in the ‘
dumpsters with the lids and doors closed and not | :
on the ground in order to prevent harborage and ‘
| feeding of pests and animals. !
F 4311 483.80(b), (d). (¢) DRUG RECORDS, i F 431 F431 DRUG RECORDS, i
ss=g | LABEL/STORE DRUGS & BIOLOGICALS ; {LABEL/STORE DRUGS & BIOLOGLICALS Drugs
SS-F F land biologteal used in the facility must be labeled in
! The facility must employ or obtain the services of ‘ accordance with currently accepted professioual l
a licensed pharmacist who establishes a system éprinctple.s. and i.nclude Fhe appropriate accessory
of records of receipt and disposition of att i;zmd cautm‘na.ry instructions, and the expiration date |
controfled drugs in sufficient detail toenablean | l“’he" applicable.
accurate reconciliation; and determines that drug | !
records are in order and that an account of alt l
* contralled drugs is maintained and pericdically |
reconciled. ’
Drugs and biologicals used in the facility must be i : i
labeled in accordance with currently accepted | l l
! professional principles, and include the : 5
i ]
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F 431 Continued From page 23

appropriale accessory and cautionary
! instructions, and the expiration date when
l applicable.

i in accordance with State and Federal taws, the
! facility must store all drugs and biologicals in

. have access to the keys.
. The facility must provide separately locked,

' controlled drugs listed in Schedule I of the
Comprehensive Drug Abuse Prevention and
{ Control Act of 1976 and other drugs subject to

!_ package drug distribution systems in which the

| be readily detected.

5 This REQUIREMENT is not met as evidenced
| by: ‘

| separately from other medications in a double
- locked compartment, when two (2) bottles of
| tiquid Ativan were found in two (2) different

: untocked refrigerators.

i The findings include:
!

! Review of the facility's policy titled Medication
‘ Storage in the Facility, not dated, reveated all

l locked compartments under proper lemperalure
controls, and permit only authorized personnel to |

‘ permanently affixed compartments for storage of |

abuse, except when the facility uses single unit

; quantity stored is minimal and a missing dose can

* Based on observation, interview, and review of
! the facility's policy, It was determined the facitily
 failed to ensure all controtled drugs were stored

|
i
;

T

i Griteria 1:  The locks for the med room

F431 l refrigerator in the Central Bay and Marina Med E

rooms were inspected by the program managers to

; verify function, Tlte lack for Central bay was !

i

"Criteria 2, All med room refrigerator locks were

i replaced by Staff Development Coordinator.

l inspected by Program Managers on 3/18 to verify
- | function. Thelocl for Central Bay med ronm :
refrigerator was replaced with combination lock on i

l 4/18/2013 by the DON,

i

!CriLeria 3 Medication Administration staff have

: received inservice education by the DON/Staff i

| Development Coardinator on the need to keep all

! narcotic medicattons under double lock, end to

l immediately nottfy maintenance if any of the locks
{are not functiontng properly as provided on ‘
| 3/21/13, 3/23/13, 3/24/13, 3/25/13, 3/26/13,

£3/27/13, 412113, 413113, 4/4/13, 4/9/13, 4/10/13,

{4/11/13, 4/16/13, 4/17/13 4/18/13, 4/19/13, ;

§
" Criteria 4 The CQL for the motitoring of the

¢ monthly X 2 months and then quarterly as per the

|
¢ storage of narcotic medications will be utilized !

i established calendar under the supervision of the

i DON.

i

Farget Date;

|
|

loas21/2013
|

i
i

3
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E schedule two (2), three (3). four {4) and five (5)

[

controfted medications were to be stored
separately from other medications in a double
: locked drawer or compartment designated for

]
F 431} Continued From page 24 [
i
i
that purpose. :

! Observation, on 03/07/13 at 10:00 AM revealed
l the refrigerator in the medication room on the
I Central Bay Unit was untocked. Further
i observation reveated a botite of flquid Ativan (a
| controlted medication used to treat anxiety).
|
Interview with Registered Nurse {RN) #1, on
: 03/07/13 at 10:00 AM, revealed if a refrigerator
| contained a controlted medication, then the
; refrigerator should be locked. He further stated
! the refrigerator containing the Ativan should have
| been locked.

l

i Observation, on 03/07/13 at 11:00 AM, revealed
| the refrigerator in the medication rcom on the i
| Marina Unit was untocked and contained a bottle |
i of liquid Ativan,

l Interview with Licensed Practical Nurse (LPN) #3,
! on 03/07/13 at 11:05 AM, revealed the refrigerator

’ should have been locked since it contained a
controlled medication.

i

Ef Interview with 1he Unit Manager, on 03/07/13 at
| 4.00 PM, revealed if a refrigerator in the .
l’ medicalion rooms contained a cantrolled !
1 medication, the refrigerator should be tocked. !

1
i
!
i
i
:
i
b
|
!
i
|
5

!
;
|
i
}
]
!
!

I
I
i
£
1
|
|
i
|
|
i
|
I
i

[

!
I
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F 431/ Continued From page 25 F 431 ‘ |
i She further stated since the refrigerator in the ¢ |
: medication rooms on Central Bay, and on the l I
i Marina units contained liquid Ativan, they should
have been locked. l |
F 441: 483.65 INFECTION CONTROL, PREVENT ! F 441 F 441 Infectton Control o
SS=E I SPREAD, LINENS {The facility must establish and maintatn an infection l
: |contro£ program designed to provide a safe, sanitary, :
i The facility must establish and maintain an and comfortable environment and to help prevent l
" Infection Control Program designed to provide a ’Fhe dgvelopment and transmission of disease and |
l safe, sanitary and comfortable environment and i‘“fECt“‘“‘ 5
 to help prevent the development and transmission ! }
| of disease and infection. '- | !
{
{a) Infection Control Program ‘ ‘
l The facility must establish an Infection Contrat | Criterta 1: Administrative nursing - !
Program under which it - : ‘observations indicate nu rsing staff perform i
l (1) Investigates, controls, and prevents infections l Ihandwashing and changing of gloves in l
- in the facility; { laccordance with infection control standards of |
| {2) Decides what procedures, such as isolation, I Ipractice when providing care for residents, The‘
i shoutd be applied to an individual resident; and | ibleach, food items, hygiene items, and staff !
% (3) Maintains a record of incidents and corrective ! !personal items were removed from the l
¢ actions related to infections. ‘ imgdjcaﬁon room. i
H 1 1
! (o) Preventing Spread of Infection " iCr'tteria 2:  Admintstrative nurstng :
) Wh?” the Infectrorl Control Prggrarr} observations tndicate that nursing staﬂperform’
determines that a resident needs isolation to l Man dwashing and changing of gloves in
l ppsr;‘;fgtu:ger:;;e:; of infection. the facility must ¢ accordance with infection control standards of l
; {2) The facitity must prohibit employees with a l ! P rmtcel' and that Stalff P ersgna;&md or hygtena
communicable disease or infected skin lesions ttergs cleantng supplies and other non- N E
| from direct contact with residents or their food, if | medication supply items are not stored witl |
direct cantact will lransmit the disease. I ’ - medicatfon tn the medication room. The Uit :
(3) The facifity must require staff to wash their | | Managers immedltately tnspected the l
{ hands after each direct resident contact for which i | medication carts and inspected medtcation
| hand washing is indicated by accepted ’ rooms for cleanliness, free of clutter, and that ! .
 professionat practice. l disinfectants were stored separately from l
; ! medications.
l

(I {
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F 441 : Continued From page 28
Personnel must handte, store, process and
 fransport linens so as to prevent the spread of
l infection.

: This REQUIREMENT is not met as evidenced

I Based on observation, rntervrew record review,
' and review of the facility policy it was determined
| the facility failed to establish and maintain an i
“ infaction control program designed to provide a ‘
safe, sanitary, and comfortable environment and
i to hetp prevent the development and
| transmission of disease and infection during a
' dressing change improper technique was used,
and wound contamination occurred on Resident !
| #25. In addition, the facility faited to ensure ‘
: medications were properly stored when
observation revealed a container of bleach stored ;
' on the same shelf as resldent's drinks in the |
. medication room and an open package and !
unopened package of girl scout cookies, Jello, an |
: open can of soda, a resident’s used eleclric razor, .
| a staffs toitetry bag which contained a staff's l
: personat items, and cans of soup were stored
. with medications and medical supplies. ‘

The findings include:

| 1

Review of the facility's Palicy on "Handwashing"
| reveated “Handwashing and hand antisepsis shall
l be regarded by this facitity as the single most |
!important means of preventing the spread of
i infections, Policy further states under, "Protoco! l

¢
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3
| Criteria 3:  Mursing staff have received inservice
g

F 441} education on infection control standards of ’
practice, including butniot limited to: provision of
: resident care, including wound care, to include ‘
l | handwashing/changing of gloves in accordance !
: with tnfection control starrdards of practice; and the i
requirement for prevention of storage of nun-
! medicatlon supply items with medications, as
‘ provided by the Staff Pevelopment Coordinator on
! 3113713, 3/14/13, 3/21/13, 3123713,
[ 3/24713, 3/25/13,3/26/13, 3127113, 4/2/13, 4/3/13,
4/4/13, 4/9/13, 4/10/13, 4/11/13, 4/16/13, 4/17/13,
€ 4718713, 4/19/13. l
!
;

l
!
i
I

l
l
* Critcria4:  The CQlindicator for the monitoring l
‘ of infection control standards/handwashitg/glove |
¢ changing during care and proper storage of items (|

the medication rooms will be utilized monthly X 2 !
i monthsand then every six months in accordance l
: with the established CQl calendar under the
direction of the DON. The Clinical Nurse
Administrator will observe and monitor correct
infection control tecltniques for meat service/
feeding restdent, medtcation administration, trach
care, wound care, passing ice and/or water, oral !
hygiene, and any other infection control techniques!
that become available in the facilily monthly x 2
months and then every six months in accordance
with the established C(1 calendar under the
supervision of the DON

‘Target Date: I 04/21/2013

i

H

‘

|

FORM CMS-2567(02-89) Previous Versions Obsolele ‘Event 10;TBCV 1

Fecility 10: 100423 if continuation sheet Page 27 of 30




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

PRINTED: 03/22/2013
FORMAPPROVED
OMB NO, 0938-0391

I
| !
F 441 l Continued From page 27 l
| 1) Al personnet shall faltow the established

' handwashing and hand anlisepsis procedures to ’
| prevent the spread of infection and disease fo

: other personnel, residents, and visitors. ;

: 1. Review of the facility's paolicy, titled Medication l
| Storage in the Facility, not dated, reveated i
* potentially harmfu! substances, such as l
| disinfectants, were to be stored separately form |
: medications. Further review reveated medication |
storage areas were lo be kept clean, and free of |

i clutter. :

: 3

| Observation on 03/05/13 at 2:00 PM, revealed a |

botile of germrcndaf bleach on the same shelf as .
l residents’ drinks in the medication room ocated |
! on the Pier unit. l

i Interview with Registered Nurse (RN) #1 on l
i 03/05/13 at 2:30 PM, revealed the boftte of bleach I
r should not be on the same shelf as medication or :
l ! food items. She further stated she was not aware
; the bleach was there. ‘
i |
5 |
i Observation on 03/06/13 at 11,00 AM, revealed
' three {3) containers of Jello and two (2) cans of !
, soup were slored on the same shelf as Ostomy
¢ supplies in the medication room on the South l
i Port unit. '!
! E
l

i Interview, with Licensed Practical Nurse (LPN) #3 1
i on 03/06/13 at 12:00 PM, revealed the containers |

i
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|

| of Jello and the cans of soup should not have
. been stored on the same shelf as medical
! supplies.

{ Observation in the medication room on the
| Marina unit, on 03/07/13 at 11:00 AM, revealed a !
| box of open Girl Scout cookies and an unopened
box of Girl Scout cookies on the shelf with a |
; container of Vic's Vaper rub and a tube of |
|
l
|

F 441 | Continued From page 28 %
l
I

! Voltaren Gel. Further observation revealed an

i open can of Diet A&W Rootbeer on a shelf with
: different medical supplies. Observation of the

medication cart revealed a resident's electric

; razor in the same drawer as the medications, as
| well as a staff member's toiletry bag which

| contained a bottle of body spray, a botfle of nasal |
. spray, and two (2) tubes of lip gloss in the botiom

" drawer of the medication cart. ‘:

|

|
i
| Interview with RN #5, on 03/07/13 at 11:10 AM, |
} revealed the electric razor and the toiletry bag |
| should not be stored in the medication cart with i
| the medications. She further stated, the Girl
' Scout cookies and the opened can of Diet ASW |
| Roater were staff food tems and should not have |
I

| been stored in the medication roem.

|

{ Interview with the Infection Control Nurse, on .

! 03/08/13 at 5:20 PM, revealed potentially harmfu! |
substances, such as disinfectants, should not l

. have been stored In the medication room, on the

! same shelf as the resident's drinks. She further l

! stored on the same shelf as medications and

| medical supplies. Further interview revealed the

l

stated food items as listed above should not be }
|

F 441!
!

!_
I
|
|
!
|
|
|
|
|
!
i
i
|
|
|

‘:
|
|
|

|
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| efectric razor and the toiletry bag should not have |
: been stored in the medication cart with
! medications.
| | |
l 2. Observation, on 03/06/13 at 2:25 PM, revealed
that Registered Nurse (RN) #1 just washed half |
: way up the top of histher hands and did not wash
1 the hands to histher wrist. RN #1 removed four
: {(4) undated and not initialed dressings to four (4)
! wounds. Observation revealed RN #1 went from
* wound to wound without changing gloves,
t washing hands or degloving.

! Interview, on 03/08/13 at 3.50 PM, with RN #1

? revealed there were no dates or initials on the

. dressings. RN #1 further stated that you should

! change your gloves when gaing from one wound

: to anather to prevent cross contamination. The
RN further stated that she did not do that. RN #1

| stated that when washing your hands you were

| supposed to cover the wrist, top and bottorn of

} the hands.

|
}
|
!
|
!
|
|
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. CFR: 42 CFR 483.70(a)5
BUILDING: 01.

" PLAN APPROVAL: 1975, |
SURVEY UNDER: 2000 Exisling.
FAGILITY TYPE: SNFINF.,

| TYPE OF STRUCTURE: One (1) siory, Type Il
 (200). :
1

' SMOKE COMPARTMENTS: Eighieen (18)
; smoke comparimenis,
!

: FIRE ALARM: Complele fire alarm syslem
t inslalled in 1967 and upgraded in 2013 wilh one
t hundred and forly-seven {147) smoke deleclors
tand lhree (3 heal deleclors.
)
' SPRINKLER SYSTEM: Complele aulomalic dry
' sprinkler syslem insialled in 1975 and upgraded

in 2013, :

|
1 i

| GENERATOR: Type I generalor insialied in 2071,
1

| Fuel source is Diessi.
i H
t A slandard Life Safely Code %urvey was
i conducled on 03/06/13 and 03/07/13. Redbanks
! was found in non-compliance wilh the
! requiremenis for parlicipalion in Medicare and
- Medicaid. The facilily is ceriified for Two-Hundred
; Twenty-Two (222) beds wilh & census of
. One-Hundred Eighly-Three (183) on the day of
: the survay.
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Any dafictency sta{emenl

{*)denotes a daficiency which the instilution ma

e
y be excused fro’m corracting providing it Is determined that

«dirgy with an aslertsk
other safeguards provide é{ﬁgnl Protection to the patienls. {See Instructfons. ) Except for riirsing homes, the findings statad above are disclosabla 90 days

foltowing the date of surve
days fotlowing the date these
yagram pariclpation,
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' Event I TaC v

ather or not a ptan of comeclion i§ provided, For nursing homes, the above findings and plans of correction are disclosable 14
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" Based on observatlon and tnterview it was

! determined the facitity faited to ensure that rooms
. open to the corridor would not Interfere with

. egress requfrements in accordance with NFPA
_standards. The deficiency had the potentiat to

# , affect one (1) of eighteen (t8) smoke

STATEMENT OF OEFICIENGIES [X 1| PROVIDER/SUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION [ X3 OATE SURVEY
AND PLAN OF CORRECTION IIOENTIFICATION NUMBER: A BULOING 01 COMPLETED
! 185124 B. WING 03/07/2013
NAME OF PROVIOER OR SUPFLIER i « | STREET ADORESS, CITY, STATE, ZIP GOOE
{ 857 KIMSEY LANE
REDBANKS HENDERSON, KY 42420
X410 SUMMARY STATEMENT OF OEFICIENCIES i io ' PROVIOER'S PLAN OF CORREGTION [
PREFIX |EACH OEFICIENCY MUS T BE PREGEOED BY FULL i .PREFIX. . . |FACHCORRECTIVE ACTIONSHOULDGE . . 1. SOMPLENON
COTAG REGIILATORY OR| SC IDENTIFYING INFORMATION) : WG ! CROSS-REFERENCEQ TO THE APPROPRIATE DATE
) ! i ‘ OEFICIENGY) .
i ; | j !
K 000 Continized From page 1 ‘ ! K 000! Disctaimer: Preparatton and exseculion of this ;
! | ! ' plan of correctton dees rot constitute admissfon ;
t The findings that folloyv demonstrate ! I or agreement by the provider of the truth of the
+ noncompltance with Title 42, Code of Federal ! ! facts atleged or conclusions set forth In the - '
* Regulations, 483.70(a) et seq. (Life Safety from * statement of deftclency. This ptan of correction i
i Fre), i : ' Is prepared and executed solety because It Is !
: ; " required by federal and state law, |
' Deficlencies were cited with the highest ; T T
' deficiency identified at "F" tevel. i .
K 017 ' NFPA 101 LIFE SAFETY CODE STANDARD ; K017, ' ,
SS&D; ; Kotz Ensure that rooms that open lo the corridor
. Corridors are separated from use areas by walls , would rot Interfere with egress requiremets in
 constructed with at least % hour fire resistance ! {  accordance ‘fr"r'][h NFPA Sta"‘(jj"?rfjs-
; rating. I sprinklered buildings, partitions are onIy: ; Criteria 1"- de employes ining. raom tabtes have ?
| required 1o resist the passage of smoke. In ; ! gg?" arrzra]ngg to atg)w a m'"'m“mhegress path of ;
| non-sprinklered buildings, walls properly extend ! per the Deputy Stale Fire Marshal. The exit for i
! b A S N ! i the employee dining area has had a concrete I
t above the ceiltng. (Corridor walls may lerminate ' sidewslk poured to assure a durable surface 1o the :
i at the underside of celllngs'?where specifically I I publicway.
i permitied by Code. Charting and clerical stations, i | Criteria 2 ~ AUl extts have been inspected by the
+ walting areas! dining rooms, and activity spaces | | Envionmental Direclor 1o assure none  are
!"'may be open to the corridof under certain ; | obstructed, Alt exits have been inspected by the
' conditlons specified in the (ilode. Glift shops may - I Environmental Cirector to asstfe there Is a durable
I be separated from corridorg by non-fire rated : ' surface to the public way,
“walls If the gift shop Is fully sprinklered.) | I Criteia 3 ~ The Environmental Director and the
119.3.6.1, 19.3.8.2.1, 18.36.5 | ! Mainlenance staff recaived in-service education on :
! | ' mainlaining unobstructed sgress paths by the
I ! | ! Administralor on 3/29/t3. Al Staff shall be in .
t ’ ! ¥ serviced on maintaining an ynobstrucied egress path -
! i I ' al att exits by the tn-service Director, !
i : t I Criteria 4 - The CQI togt ES-3 shalt be utilized for the
i i ! monitoring of egress paths and exit paths fo the
i i i ! public way by the Environmentat Director monthly x
) _ I Y2 then quarterty therzafter under the supervision of
 This STANDARD s not met as evidenced by: | ﬁ’;;g"gg{j‘fab“ .
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o

PREFIX '
TAG .. .}

PROVIDER'S PLAN OF CORRECTION ;
[EACH CORREGTIVE ACTION SHOULO 8 .

CROSS-REFERENGED TO THE APPROPRIATE . .. . DATE
i

OEFICIENCY)

txs}
COMPLETION

o the public way.

brought to code that
L area,
§

: | NFPA 101 (2000)
v 19381

by partitions complyi

“are unlimited in size

“{a} The spaces are

The findings Include:

| Observatlon on 03/07/13 at 11:19 AM, with the
AdmlnIslrator and the Environmental Dtrector,
" revealed an employee dmmg réom thal was part
, Fof the exit corridor inthe dining area. Further
| observatlon revealed the tables obstructed the
. egress path of the corrtdor! In addition, the exit in i
- this corridor area dtd not have a durable surface |

Corrldors shalt bg separated from alt other areas

(19.3.6.5. (See also 19.2.5.9))
' Exceptlon No. 1: Smoke compartments
! protected throughout by an approved supervisad
* automatic sprinkler system in accordance with
119.3.5.3 shall ba permitted to have spaces that

K 017! Continued From page 2

_ compartments, residents, staff and visitors. The ;
facttity ts certifted for two hundred and twenty-two |
. {222) beds with a census of one-hundred i
elghtyvlhree {183} on the day of the survey. The |
 facillty failed to ensure the egress path at the .
. employse dining area wasinot obstructed. i

I
i i
* Intervtew, on 03/07/13 at 11 19 AM, with the t
Administrater and the Environmental Director, |
. revealed once the exit located in the corridor was

would be the exlt for this

ing with19.3.6.2 through

open 1o the corrtdor,

* provided that the foltowing criterla are met: i

not used for pattent steeping ;

' rooms, lreatment rcoms, or hazardous areas,

K017

FORM CMS-2581{02-88| Pievious Ve slons Obsoleie i Evenl I0: TBCV21
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. PREFIX
TAG

SUMMARY STATEMENT OF OEFICIENCIES
{EACH DEFICIENCY MUST BE PRECFOEQ BY FULL . i
| " 'REGULATORY OR LSC 1QENTIFYING INFORMATION) - ’ ;

10 !

PREFIX
A

PROVIOER'S PLAN OF CORRECTION
tEACH CORRECTIVE ACTION SHOULO BE
" 'CROSS-REFERENCEO TO THE APPROPRIATE i
" DEFICIENCY] |

; comel E[rlou
-DATE

. | :_

K 017! Continued From page 3

K018

S58= f:|

i
! {b} The corridors onte which the spaces open in |
" the same smoke compariment are protected by |
an electrically supervisedz tomatic smoke .
‘ detection system in accorciance with 19.3.4, or
i the smoke compartment in which the space is
i located is protected throughout by -
1 quick-response sprinkfers. i
i {c} The open space fs protected by an electrlcany
; supervised automatic smoke detection system in f
| accordance with 19.3.4, or the entire space Is
, arranged and located to allow dlrect supervision
, by the facility staff from a nurses ' station or
" similar space.
(d} The space does not chstruct access to
: required exits.

i

i

I

t

| f
17.5.1.1 |
I Exits shall be located and exit access shall be |
| arranged so that exits are readily accessible al alf |
i times. I
NFPA t01 LIFE SAFETY CODE STANDARD {
I

|

. Doors protecting corridor openlngs in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as |
|those constructed of 1% |nCh solid-bonded core !
wood, or capable of resisting fire for at least 20 |
i minutes. Doors in sprinklered buildings are only t
i required to resist the passag‘e of smoke. Thereis|
| no impediment to the closing of the doors. Doors |
 are provided with a means suitable for keeping
the door closed. Dutch doors meeting 19.3.6.3.6 !
 are permitted. 14, 3 6.3 ; ;
! RoIIer latches are prohibited by CMS regulattons
" in all health care factities.

f
K 017!

K018

e e i st e+ e e o St e o+

L !

KOt8- Ensure doors fo the resident rooms were in
accordance with NFPA Standards.

Criteia 1 — The coridor doors identified in the
survey, t00, 415, 413, 406, 405, 400, 50t and 614
have been repaired to eliminate the gap arcund the
tamb.

E}n'[en'a 2 - At comidor deors have been inspacted by
the facitity Envircnmentat Director lo defermine that
there is nct a gap farger than %" around the jamb.
Criteria 3 ~ The Environmentat Director and the
nigintenance staff have recelved in-service education
on the inspectien of comidor doors for gaps larger
than 14" and the need o comect to resist the passage
of smoke by the Administrater on 3/29/t3.

Criteria 4 - The CQI indicator, ES-3 which inctudes
the menitoring of comidor doors for gaps targer than
%" shatt be completed by the Environmentat Directer
manthly x 2, then Curarterly thereafter under the
stipervision of the Adminlstrator.

Target Date: 4130013

FORM CMS-256T(02-99 Pievious Versions Obsoleis
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; Based on observation and interview, it was
. determined the facility failed to ensure doors to
the resident rooms were Inlaccordance with
NFPA standards. The deflclency had the
potentlal to affect fifteen (16} of etghteen (18)
smoke compartments, one hundred eighteen
(118) residents, staff and viSitors. The facility is
P certified for two hundred fwenty-two (222) beds
wnh a census of one hundred and eighty-three
(183) on the day of the survey. The facillty failed
o ensure eight {8) corridor doors to the resident
| foorns did not have a gap SmaIIer than one half
| ' (%4 }inch around the jamb,

| The findings include:

i Observations, on 03/07/13 between 8:00 and
I 4.30 PM, with the Admtnistrater and the
i Environmental Director, revealed the corridor

i and 814 had a gap larger than % inch around the
]amb |
, Interviews, on 03/07/13 between 8:00 and 4:30

. PM with the Administrator and the Environmental

, Director, revealed they were unaware of the

, acceptable measurement of a gap arcund the

“jamb al the doors. |

1 doors to rooms 100, 415, 413, 408, 405, 400, 501
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| 185124 BWING . - 03/07/2013
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: : h ' BEFICIENCY] B
¥ " . ;
K 018, Continued From page 4 : K 0181, .
i : i
' . !
: i , i
: : ! E
i :
- f L
i i H
. This STANDARD Is not met as evidenced by: I -

- = s v o i e e

FORM CMS-256T102-98| Previous Verslons Obsolele
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. Reference: |
it NFPA 10t (2000 edmon)

; 19.3.6‘3.1 Doors protectlng corridor openings in
i other than required enclosures of vertical
; openings, exits, or hazardous areas shall be
. substantial doors, such as those constructed of
, 13/4-In. (4.4-cm) thick, solld-bonded core wood
. or of construction that resists fire for not tess than
i 20 minutes and shall be constructed o reslst the
| passage of smoke. Compliance with NFPA 80,
, Standard for Fire Doors and Fire Windows, shall
| not be requlred. Clearance between the bottom
, of the door and the floor covering nol exceeding
y Tin. (2.5 cm} shalf be permnted for corridor
| doors.,
Excephon No. 1: Doors to tollel rooms,
, bathrooms, shower rooms, smk closels, and
| simifar
| auxiliary spaces that do nog contaln flammable or
combustible materials. [
' Exceplion No. 2: In smoke compartments
' protected thronghout by an approved, supearvised
I automatic sprinkler system In accordance with
_! 149.3.5.2, the door construction requirements of
1 19.3.6.3.1 shall not be mandatory, but the doors
I' shall be constructad to resIst the passage of
i smoke.
1 19.3.8.3.2* Doors shall be pfowded with a means
i suitable for keeping the doorI closed that is
i acceptable to the authority having jurtsdiction.
i The device used shall be capable of keeptng
i the door fully closed If a force of 5 Iof (22 N} is
| applied at the tatch edge of the door. Rolier
; tatches shall be prohibited on corridor doors in
" huildings not fully protected by an approved
" automatic sprinkter system in accordance with
, NFPA standards.

i i i i mt e e mn b o e

STATEMENT OF OEFICIENCIES . {{XI| PROVIOER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3| DATE SURVEY
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-~ x4 I SUMMARY STATEMENT OF OEFICIENCIES | o PROVIOER'S PLAN OF CORRECTION i fxs
PREFIX |, (EAGH OEFICIENCY MUST 85 PRECEQEO BY FLILL PREFIX {EACH CORRECTIVE ACTION $§HOULO BE , COMPLETION
S TAG | - REGULATORY OR LSC IDENTIEYING INFORMATION) . ...TAG... ;... . CROSS-REFERENCEO TO THE APPROPRIATE . .  DATE
i ' i § _ OEFICIENGY] '
i 3 B *
: i | i
K 018, Continued From page 5 K018,
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FORM CMS «256T{02-89 | Pievlous Versions Obsoleie

REDBANKS . ) HENDERSON. KY 42420
(X4)10 | SUMMARY STATEMENT OF OEFICIENCIES | n PROVIOER'S PLAN OF CORRECTION P )
PREFIX | {EACH DEFICIENGY MUST BE PRECEOEQ BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULG BE i COMPLETION
CUYAG REGULATORY OR LSC IDENTIFYING INFORMATION] T TAG 1T CROSEREFERENCED YO THE APPROERIATE i OATE
| ! : © OEFICIENCY] :
T i 'I g
H i i
K 025 NEPA 10t LIFE SAFETY CODE STANDARD t K 026; KO25- Facitity falled to maintain smoke barriers that
SS=F, i i {  Would resist the passage of smoke between smoke |
' Smoke barriers are constructed to provide at i | Comparments In accordance with NFPA standards, 1
least a one half hour fire resistance rating in ! . Crileria 1~ The unseated penetrations to e smoke |
" accordance with 8.3. Smoke barriers may i , pariitrons |det:|t‘|ﬂed during the survey that extend 5
" terminate al an atrium wall. Windows are i ,  above the celling have been repaired and seated.
" protected by fire-rated glazing or. by wired glass - Allic acoess panets. have.been-instatied 1o assure !
* panels and steet frames. A minimum of two i , ﬁmceczfr?otk% jvrgt‘[’;(e barriers to check the condition of |
f separate compartments arg‘pro\{ided on each ! | Criteria 2 - At s;noke walls have been Inspected and :‘
+ floor. Dampers are not required in duct i i repaired and seated with no further lssues identlfied. !
 penetrations of smoke barfiers in fully ducted i | Critefia 3 - The Environmentat Direclor and- the 1
i heating, ventilating, and a|rtcondltlonlng systems. | I mainlenance sta¥f have recelved in-service ecucatlon P
i 19.3.7.3,19.3.7.5, 19.1.6.3, 19.1.6.4 [ { on 323113 by the Administrator on the need to i
I i | inspect the smoke wats on a quarterty basis andfor '
: [ , when any service vendor has had access to the atiic ,
| | [ SPae to assure any unsealed penetrations are '
i ! | corre(_:ted‘
| This STANDARD Is not met as evidenced by: | ; Criteria 4- The CQt indicater, ES-3 which includes
Based on observations anq(m[erwew it was : I' the monitoring of smoke walls In the attic to assure
determined the facility failed to maintain smoke ; there are no unsealed penetrations shatt be
barriers that would resist the passage of smoke | Completed by the Environmental Director moithly x
! between smoke compartments in accordance ! : 2, then Quarterty thereafier under the supervision of
! with NFPA standards. The deficiency had the ! + Ihe Administrator. 413013
t potential to affect eighteen (18) of eighteen (18) ! P Target Date: :
t smoke compartments, alt restdents, staff and »I :
| visitors. The facility is certlfiad for two hundred ! i
| and twenty-two (222) beds with a census of one |
hundrad eighty-threa {(183) on the day of the t 5
. survey. The facillty failed to ensure twenty (20) ¢ '
' smoke barriers were accessible and sealedto ! 5
! resist the passage of smoke. !
? ' t :
| The findings include: l ! i
‘ ! |
- | Observations, on 03/06/13 between 3:45 PM and |- ! |
i 4:30 PM with the Administrator, the Maintenance { ! ;
I Supervisor, the Environmenlél Direclor, and the | ; ;
' Regionat Training Manager, revealed the smoke i a
i partitions, extending above the ceiling located | i
Ever 10: TECV2! Faelly 10: 100423 It conlinizallon sheal Page 7 of 26
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OEFICIENCY)
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I
|
!
T
B
0

I
#.025; Conlinued From page 7 ’
l'throughout the facility were penetrated by plpes,
 homemade door openings and wires. Eurther :
: ohservation revealed some of the smoke barriers
i were inaccessible to check the condlllon of the |
: barrlers, ‘ :

. Interview, on 03/06/13 behLeen 3:45 PM and 4:30
, PM, with the Administrator: Matntenance
. Supervisor, EnvlronmenIaIEDirector, and the
, Regional Training Manager revealed they were
unaware of the penetrations in the smoka barriers
, as they were under the assumptlon that the walls '
‘were sealed. The Environfental Director stated
- she atways checks with the vendors when they
' come from the atlic to ensure the walls are
"completely sealed. Further interview revealed
I'they were unaware the smoke barriers at all
' locations were not accessible to check the
I condition of the walls,
i
i Reference: NFPA 101 {2000 Edition).
i 8.3.6.1 Plpes, conduits, bus'ducts, cables, wires,
| air ducts, pneumatic tubes and ducts, and simitar
i building service equipment that pass through
, floors and smoke barriers shall be protected as
follows: i
| (a) The space between the penetrating ltem and
- the smoke barrier shall ;
- L Befilled wilh a material capabte of maintaining
' the smoke resistance of the smoke barrier, or
jr2. Be protacted by an approved device designed
!for the specific purpose. !
* {b) Where the penetrating item uses a sleeve to
" penetrate the smoke barrier, the sleeve shall be
- solldly set in the smoke barrier, and |he space
between the ltem and the sleave shall

t
!.
|
I
!
i
|
|
1
t
!
t
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[
K025, Confinued From page &
; 1. Be filled with a material 'capable of matntalning

i the smoke resistance of the smoke barrier, or
. 2. Be protected by an approved device designed
for the specific purpose. | {
(C) Where designs take transmtssion of vibration |
_into consideration, any vibration isolation shalt [
" 1. Ba made on either side of the smoke barrier, or!
' 2. Be made by an approved device designed for
the specific purpose. i

i 8 3.6.2 Openings occurnng al points where floors |
Yor smoke
I barriers meet the outslde waIIs other smoke
i barriers, or fire
| barrters of a building shall meet one of the
| following conditions:
i (1} It shalt be filled with a materlaI that is capable
; of maintaining
; the smoke resistance of the floor or smoke
barrler
(2) it shall be protected by an approved device
“that s
! designed for the specific purpose _
K 02?| NFPA 101 LIFE SAFETY CODE STANDARD
SS=E’
' Door openings in smoke barrlers have at least a
I 20-minute fire protectlon rating or are at least
| 134-inch thick solld bonded wood core. Non-ratad
« protective plates that do not exceed 48 inches !
1 from the bottom of the door are permitted. f
| Horizontal sitding doors comply with 7.2.1.14, i
i Doors are self-closing or automatic closing in ;
, accordance with 19.2,2.2.6. Swinging docrs are |
i
I

[
[
!
|
t
[
!
!
t
[
f
|
i
|
f

I’ not required to swing with egress and positive
tatching is not required.  19.3.7.5, 19.3.7 6,
S 19.3.7.7
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t
' This STANDARD s not met as evidencad by:
| Based on observation and inlerview, it was
i determined the facllity failéd to ensure cross
i ~corridor doors located in a smoke barrier would
i resist the passage of-smoke-in accordance with
i NFPA standards. The defmency had the
i potential to affect fifteen (1 5) of eighteen (18}

i smoke compartments, ond hundred and eightean

1 {118) residents, staff and vlsnors The facitlty is

| certified for two hundred MEHN‘[WO {222) beds

| with a census of one hundred and eighty-three

| (183} on the day of the survey The facitity failed
i to ensure thirteen (13) doors in the smoke

i
H
|
i

, barrters had a gap less lhan one eighth (1/8) |nch'

i where the doors meet. |

' The findings Inctude: ?

' | Observation, on 03/07/13 al 3:15 PM, wilh the
! Administrator and Environmental Director,
| reveated the cross-corridor doors, located on the
I'main hall next to therapy, which included resident
l'rooms # 100, 114, 301, 400, 514, 501, 512 and
1 801; the oxygen trans-filling room, therapy office,
i busmess office, and the ofﬂce on the 600 hall
| would not close completely Yvhen tested, leaving
; @ gap of approximately ona-quarter of an inch or
greater between the pair of doors and would not
| resisl the passage of smoke,

Minterview, on 03/07/13 at 3:15 PM, with the

* Administrator and Environmentat Dlreclori

' revealed they ware unawareTthe doors would not
* close all the way leaving a gap between the doors
'n the closed posilion.

T e e e e e e —

' Standards.

doors tecated in a smoke barder woutd reslst the - '
passage of smeke in accordance with NFPA
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NAME OF PROVIOER OR SUPPLIER 5 STREET AOORESS, CITY, STATE, ZIP COOE 5
851 KIMSEY LANE o
REDBANKS . -
HENDERSON, KY 42420
X410 ° SUMMARY STATEMENT OF CEFIGIENCIES ] 10 : PROVIOER'S PLAN OF CORREGTION ! X5)
PREFIX | {EACH OEFICIENCY MUST BE PRECEOEO @Y FULL  PREFIX. ' (EACH CORRECTIVE ACTION SHOULOBE . i COMPLEFION
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION] TUUTAG CROSS-REFERENCEO TO THE APPROPRIATE | DATE
) . i I OEFICIENGY :
i ;
i ;
K 0271 Continued From page 9 K 027i KOZ7- The facitity faited to ensure cross corridor
i

: Criteria t- The cross coridor doors identified during

the survey that did nat close completety when tested, :

- ' leaving a gap of appm)clmatety one-quarter of an inch .. S
i or greater between the pair of doors have been

i repaired.

¢ Criteria 2- Al cross comidor doors In the facility have

i been inspected by the Environmental Director and
those identifled have been repaired to assure when
closed there is no greater than 18" gap where the

doors meet.

Criteria 3- The Envionmentat Director and the

maintenance staff have received in-service education?
on 32913 by the Administrator on the need to

where the doors meet,

i

I

f

t

l inspect the cross comider doofs o a monthly basis
|| and repair any door that has greater than 3 18" gap
i

i

|

I

i

i

Critetia 4- The COI indicator, ES-3 which includes
the moniloring of cross comidor doors 1o assure there
is no mere than a t/8" gap where the doors meet
shall be completed by the Envirenmental Direclor
nionthly x 2, then quarterly thereafter under the

FORM CMS-2561102-29} Piavinus Veisions Dbsolele

Evenl IC: TECW21

supervision of the Administrator, 413013
i Target Date: ‘
5 |
i i
|
p r
i i
| :
,i
! i
f
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STATEMENT OF DEFICIENCIES tx1} FROVIOER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION tX3} OATE SURVEY
ANC PLAN OF CORRECTION ICENTIFICATION NUMBER: A, BUILOING 01 : COMPLETEQ
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] 185124 B. WING 03/07/2013
*MAME OF PROVICER OR SUPPLIER i $TREET ACDRESS, CITY, STATE, ZIP COOE
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REDSA HENDERSON, KY 42420
X410 SUMMARY STATEMENT OF OEFICIENCIES [ T PHOVIOER'S FLAN OF CORRECT ION i "“er
PREFIX . (EACH OEFICIENCY MUST BE PRECEOEQ 8Y FLLL :  PREFIX {EAGH CORREGTIVE ACTION SHOULO 8E } coMPIEYION
“UYAG ' REGULATORY ORLSC IOENTIFYING INFORMATION) " "\ "TAG ~'i"  CROSS-REFERENCEO TO THE APPROPRIATE i~ DATE:
| ( ! 2 OEFICIENGY! |
i i - i
' i
K 027 | Continued From page 10 : K027, ;
| Reference: NFPA 101 (2000 edition) . ! :
[ ( !
y 8.3.4.1* Doors in smoke barriers shalt close the ! i !
i opening Ieaving : ;
; only the minimum clearance necessary for prOper : i
coperation. . . J— e ' i - T T
, and shall be without undercuts Iouvers or grlnes : ;
i ' Reference: NFPA 80 (1999I Edition) [ ;
" Standard for Fire Doors 2-3.1.7 ! ! ;
The clearance between the edge of the door on I KO38- The facility failed to ensure the exits were '
Hhe pult side shalt be 1/8 in. {+/-} 1/18 in. {3.18 t  maintained in accordance with NFPA standards, _
! . mm (+-) 1.59 mm) for steel doors and shall not I Criteria t- The two extts for the employee dining area j
“axceed 1/8 in. (3.18 mm) for wood doors. and hattway have had a 4’ concrele sidewatk poured ;
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD Ko3g! o assure a durable suface lo the publc way. The i
58-D { , delayed egress signs on the Memory Care Unit, ‘

' ff,><|t access is arranged 50 that exits are readity

! accessible at all imes in accordance with Section

'71. 19241

i
I
I
I
t
|
I

I
{ This STANDARD is not met: as evidenced by:

| Based on observation and interview, tt was

| determined the factiity failed to ensure the exits
i were maintained In accordance with NFPA

i standards. The deficiency had the polentlat to

i affect three {3} of eighteen {18} smoke

| compartments, etghty-flve (85) resldents, staff

, and visitors. The facillty is certified for two

. hundred twenty-two (222} beds with a census of

, one hundred eighty-three (183} on the day of the

- survey. The facility failed to ensure two (2) exits

i

{Marina and Harbor) have been removed and these
two units are now considered Speciat Locking
Arrangement areas per approval of the Deputy Stale
Fire Marshal, The Delayed Egress signs have been
removed on these two units.
Criteria 2- All exit doors cther than those in the
Marina and Harbor Unit have been inspected by the
Envicnmental Diseclor and are propery identified
with delayed egress signs,
Criteria 3- The Environmentat Dirsctor and the
maintenance staff have received in-service education
on 3/29/13 by the Administrator to assure fhat alt
publi¢ exits have a durabte surface and that att deors
equipped with a delayed egress are properly
identified and doors that are approved as Speciat
tocking Arrangement do not have detayed egress
signage.
Ciiteria 4- The COI indicator, ES-3 which Inctudes
assuring that exits to the public way have a 4
sidswalk and that delayed egress doors are properly
identified shalt be compteted by the Environmental -
~Director monthty x 2, then Quarterty-thereafier-under—-4/30/43-
the supervision of the Admimistrater,
Target Date:

e i e i s e e e
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4y 1o | SUMMARY STATEMENT OF OEFICIENCIES ! o PROVIOER'S PLAN OF CORRECTION T el
PREFIX | {EACH OEFICIENCY MUST BE PRECEOEC BY FLULL PREFIX | (EACH CORRECTIVE ACTION SHOULO BE | COMPLETION
TAG JAG.. .. CROBS-REFERENCEOTO THE APPROPRIATE . .. ... DATE

. REGULATORY ORESC 10ENTIFYING INFORMATION) | i

1 GEFICIENCY)

K (}38’ Continued From page 11

T

¥

had a durabte surface to the pubtic way and
detayed egress signs were on alt doors that were
'on a detay,

: The findings include: i

Observahon on 03/07/13 at 11:19 AM, with the |
Adminlslralor and Enwronmentat Director,

' revealed the employee dining room haltway and
' the employee dining area did not have a four foot *

| (4} wide durabte surface {o a pubtic way. !

{ | :
{ tnterview, on 03/07/13 at 11:19 AM with the |
Adminisirator and Environmentat Director, i
revealed they were unaware all exils require a
{ durabte path to the pubtic mgay

1

i Observahon. on 03/07/13 at 11:53 AM with ihe

1 Administrator and Environmeniat Director,

i reveatad three (3) sels of doors in the Marina i

1' area of the facitilty thal were’equipped on a delay
wﬂhoui the proper signage sialfng how {o operate
I these doors.

i tnterview, on 03/07/13 at 11:53 AM with the
Admlnlslrator and Environmentat Direclor,
“reveated they understood if the wmg is a
- dedlcaled Alzheimer's unil ihe signs did not have

"'to be in ptace on every door;

|

| Referen(,e NFPA 101 (2000 edition}
. 7.1.10.1* Means of egress shati be conttnuousty
" maintained :
' free of alt obstructions or im pediments to futt
!instant use in '
: the case of fire or other emergency

: 7.5.1.1 Exits shatll be tocatediand exit access
i

K 0384
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i
i
!
| Reference: NFPA 101 {2000 Editton) [
'192224 |
| Doors within a required m@ans of egress shait nol |
| be equipped with a taich or tock that requires the |
tuse of a tool or key from the egress side. |
| Exception No. 1: Door—touklng arrangernenls i
| without delayed egress shalt be permitted in ,
| heatih care occupanctes, or portions of health
| Care occupancies, where the clinicat needs of the |
. patienis require specialized securily measures for |
thelr safely, provided thal staff can readty untock
sm,h doors at alt imes. (See'19.1.1.1.5 and
19.2.2.2.5.)
" Exceplion No, 2*: Deiayed-egress locks
‘ " complying with 7.2.1.6.1 shatl be permitted,

S TAYEMENT OF OEFICIENCIES {Xt) PROVIOER/SUPPLIEFUCLIA {X2) MULTIPLE CONSTRUCTION {X3) OATE SURVEY
ANO PLAN OF CORRECTION IOENTIFICATION NUMBER: A BUILOING 01 COMPLETED
185124 B.WING §3/07/2013
NAME OF PROVIOER OR SUPPLIER STREET AOORESS, CITY, STATE, ZIP COOE
851 KIMBEY LANE
REDBANKS HENDERSON, KY 42420
(X410 | SUMMARY STATEMENT OF OEFICIENCIES f 0o PROVIOER'S PLAN OF CORRECTION O )
PREFIX | {EACH OEFICIENCY MUST BE PRECEOEO 8Y FULL ! PREFAIX {EACH CORRECTIVE ACTION SHOULO BE | cousLERioN
“FAG - . - - REGULATORY.OR.LSC.IOENTIEYING INFORMATION) ... ... &.. ... TAG............ CROBS-REFERENCEO TO THE APPROFRIATE... ... PATE
! | . i OEFICIENCY) i
. , T .
K 038 Continued From page 12 | K o3s. f
i shatt be arranged ‘ i |
, 80 thal exlis are readily accessible at alt times. i ;
i 7.7.1* Exits shatt iermmaté direclty at a public i i ;
way or at an | i E
. exterlor exil discharge. Yards courts, open | i
spacas or other ; ;
" portions of the exit discharge shatlt be of required ! ;
" widih and I : i
" stze {o provide alt occupanis with a safe access . . ;
" {o a public way, .
! Exceplion No. 1: This requ1rement shall not apply \ ; i
' to inlerior exil discharge : ;
i ag otherwise provided in 7.7.2. ! ‘ i
i Exception No. 2: This requirement shatt not apply ' : i
1 to rooftop exit discharge | 5 ' !
1 as otherwise provided in 7.7.6. ! : i
1 Exception No. 3: Means of egress shatt be ' ! i
| permitied 1o {erminate in ¢ ‘:m| ! !
- , exterlor area of refuge as provided in Chapters 22! !
 and 23, : i ! |
! : 1
:CMSS&CtamrsaB . !
1
1
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STATEMENT OF CEFICIENCIES
ANC PLAN OF CORRECTION

[X1} PROVICER/SUPPLIER/CLIA
IGENTIFICATION NUMBER:

185124

[X2) MULTIPLE CONSTRUCTION
A UILCING 01

8 WING

[X3} CATE SURVEY
COMPLETEG

03/07/2013

NAME OF PROVICER OR SUPPLIER

REDBANKS

851 KIMSEY LANE
HENDERSON, KY 42420

STREET ADORESS, CITY, STATE, ZIP COOE

(X4{10 SUMMARY 5 TATEMENT OF OEFICIENCIES
FREFIX ! [EACH CEFICIENCY fMUST BE PRECEBEQSY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

1o ! PROVIOER'S PLAN OF CORRECTION
PREFIX ! [EACH CORRECTIVE ACTION SHOULO 8E
TAG..... ;... CROSS-REFERENCEO TO.THE APPROPRIATE: -

: OEFICIENCY}

! 1X81
COMPLETION
.. OATE

| serving

; profectad

i fire detectton
approved

|
l 42, provided

I in accordance

l deiectors

5&= Dl

|
K 038 Continued From paga 13 |
I provided thal not more than ene such device is
‘tocaled in any egress path.
* Exceplion No, 3: Access-controtied egress doors
« complying with 7.2.1.6.2 shalt be permitted.

[

(7.2.1.6.1 Delayed-Egress Locks. Approved,
: lisled, detayed egress

| tocks shatt be permitted to be inslatled on deors
i low and ordinary hazard contenis in buildings
; throughout by an approved supervised automatic
| system in accordance with Secnon 9.6, or an
supewlsed aulomatic spnnkter system in
accordance with Seclion ﬂ
9.7, and where permlned |n Chapiers 12 through

‘ that the fottowing criterla are mel.

: {a) The doors shalt unlock upen actuation of an
I approved, supervised automatic sprinkler system

| witht Section 9.7 or upon the actuation of any heal
. detector or aclivation of not more than fwo smoke

K 040 NFPA 101 LIFE SAFETY CODE STANDARD
UExit access doars and exit doors used by heatth

I care occupants are of the swinging type and are
| al teast 32 fnches in clear W|dih 18.2.3.5

. This STANDARD is nol mel |as evidenced by:

K038’

I
|
l
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j revealed lhe exit gate at the Marina extt to the

| courtyard did nol swing outward. The gale woutd

i have to be putted agains! thp egress travetin the
event of an evacuallon. Further observallon

. reveated lhere was a padlock tocated on the

' puiside of the gate at the exil loecaled next to

: Toom #527.

|

I

!

|

|

. l
[ tnterview, on 03/07/13 at 3:30 PM, with the f
| Adminisirator and Environrentat Director, |
| revealed they were not awaie the exit dlscharge i
{ yate needed to openin the c‘h;ecnon of egress i
; and the padiock was ptaced lon Ihe egress gate. |
| |
1

|

I

i

[

' NFPPA 101 (2000 edition)
7 2:14.3 i
[Adoof shait swing in the direction of egress travet .
' where used In an exit enclosbire or where serving |
* a high hiazard contents area }uniess itis a door
from an individuat tiving unit that opens direclty

Target Dale:

S TATEMENT OF OEFICIENCIES (X1} PROVICERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION [X3} GATE SURVEY
ANO PLAN OF CORRECTION IOENTIFICATION NUMBER: A BUILOING 01 COMPLETEO
| 185124 & WING 03/07{2013
NAME OF PROVICER OR SUPPLIER ' STREET AGORESS, CITY, STATE, ZIP COOE
’ ¥ 851 KIMSEY LANE
REDBANKS | HENDERSON, KY 42420
txaflo | SUMMARY STATEMENT OF OEFICIENCIES o | PROVIGER'S PLAN OF CORRECTION e
PREFIX i {EACH OEFICIENGY MUST BE PRECEOEO 8Y FULL PREFIX | {EACH CORRECTIVE ACTION SHOULO 8E | COMPLETION
T TAG " REGULATORY GRLECIOENTIFYING INFORMATIONY I 7 TaG ™~ CROSS-REFERENCED TO THE APPROPRIATE 1 OATE
- t ‘ ! OEFICIENCY} I
; - I' 3
! : } i ) A f
K 040 Conlinued From page 14 . K 040! K040 The facilly faled to ensure exit discharge
) | Based on ohservalion and interview it was | w ! doors opened In the direction of egress In :
. determined the factlily faited to ensure exil | | accordance with NFPA standards. i
i discharge doors opened in the direction of egress . { Crileia 1- The exit dﬂf‘" has be??] repaériedkio ‘*“i?:” I
i In accordance with NFPA standards. The | 1 EXIII |tn ige d:reﬁ?on cl)) lieg;rsszas bt; ;nare?ncovgg e |I
. deficiency had the potentiat to affect two (2) of t galelaading o e public Way s b8 e |
lght 18 k £t wenl ht ! i _Criteria 2- Alt exit gales have been Inspected by lhe ...
; elghteen (18) smoﬁe cgmpa ments, \?ren y-8ig e . Environmenlal Director to assure alt gales open in |
{28} residents, staff an wsnors The acilityis | " he diection of the egress and no gales have
. certifled for two hundred twenly-two (222) beds ! ' padocks,
 wilh a census of one- hundred and eighty-three ! ' Crileria 3- The Environmenial Direclor and the
( 183) on Ihe day of the SUWBV The facilily faited ! ! mainlenance staff have received in-service education
' lo ensure one (1) gale was swinging in the ! I on 3/29M3 by the Administralor to assure lhal alt
! correct way and alt gates could be easily ! | public exils Ihal have gates open in the direction of
L unfocked from the egress path, I t  the egress and no gales have padiocks.
l | t | Crileia 4- The CQf indicalor, ES-3 which includes
i The findings include: ! i assuring that exil doors open in the direclion of the
| l | egress and thal gates do not have padiecks shalt be
| Observation, en 03/07/13 at 3:30 PM, with the i | compleled by the Enviranmental Director mqn_lhly X
{ Admintstrator and Environmeniat Direclor, i | 2 then Quarterly thereafter under the supervision of. ;
: i the Adminislralor. 4130113
! !
i !
t
t

l
FORM CMS-2567(02-991 Pravious Versions Obsolele |
1
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of the survey. The facility faited lo ensure the
t emergency lights had two (2) bulbs al four (4)
Lexts,
i .
g The findings include: L

" PM with the Adrmmstraior and Environmentat
! Director, reveated the exterior exlts at the main

t singte tight for itumination of;the cutside of the
i extl,

wﬂh the Admintstrator and Ergwronmenial

I
Obse;vahon on 03/0713 beiween 8:00 and 4:30

I ambutance extt, the emptoyee dining halt, exit #2
t al the trash area, and the taundry extl only had a

tnterwew on 03/07/13 betwean 8:00 and 4:30 PM ;

 STATEMENT OF OEFICIENCIES X1} PROVICER/SUPPLIER/CLIA [X2) MULTIPLE CONSTRUCTION [X3} DATE SURVEY
ANO PLAN OF CORRECTION IGENTIFICATION NUMBER: A BUILOING 01 COMPLETED
185124 e wine 03/07/2013
NAME OF PROVIOER OR SUPPLIER STREET AGORESS, CITY, STATE, ZIP COGE
ED ANkS 3 851 KIMSEY LANE
REDB | HENDERSON, KY 42420
(XALIO | SUMMARY STATEMENT OF OEFICIENCIES ! o PROVIOER'S PLAN OF CORRECTION ' IXE|
PREF IX  (EACH OEFICIENGY MUST BE PRECEOEC €Y FULL | PREFIX {EACH CORRECTIVE ACTIONSHOULO BE | COMPLETION
TAG REGULATCORY OR LSC IOENTIFYING INFORMATIONE 777 TAG [ CRC‘)SS “REFERENCEO TO THE APPROPRIATE - OATE
| i I ~ OEFICIENCY} t
; 7 1 T
! i ; i
K 040 | Continued From page 15 i K 0404 '
i'inlo an extt enclosure, i | |
K 045 t NFPA 101 LiFE SAFETY CODE STANDARD ! K 045' KO45- Facﬂﬂy fa"ed to Bensure EX“S wore equlppﬁd !
§5=D! ! | with lighing in accordance with NFPA standards. |
1 luminatton of means of egress, including exil i I Criteria 1- The exterior exils idenlified during the :
dlscharge, s arranged so that faiture of any smgie' | survey that had single lighls have been corrected fo - |
| tghting fixture {bulb) witt not leave the-area-in———i — =~ assure lhal there are either two single fight fxlures or l
! darkness. {Thts does nof refer lo emergency one doubte fight fixture al each exil idenlified. !
' Ilghtlng in accordance with'seclien 7.8.)  19.2.8 Criteria 2 - All exterior exits have been inspecled by i
the Enviranmentat Director and any exils identified lo !
t have only a single tight fixiure for iltumination have -
1 been changed o have either two single tight fixtures - ;
:l or one fixjure wilh two bulbs. . |
) ) . Criteria 3- The Environmenlat Direclor and the |
? ths SJAND;;\ RD lts: nol rrzje‘l ?S eiwder]tced by: maintenance staff have received in-service educalion b
ased on o Se;"a,t',o” faf: ”: erviow, | W'?:S on 32913 by the Adminisirator to assure that af
; determined the facility failed to ensure exils were exterior exiis have elther wo single light fixiures or |
- equipped wilh tighting in acIE:ordance with NFPA one fixjure with two bulbs. :
standards. The deficiency had the potential to Criteria 4- The CQI indicalor, £S-3 which Includes
4 Laffect three (3) of eighleen {18) smoke assuring tha the exterior exit tights have two single
‘ | compartments, forly-eight (48) residents, staff bulb fixtures or one dauble butb fdure shatt be -
i and visitors. The facility is gerlified for two
| hundred and twenly-two (222) beds with a census 2, then Quarterty hereafter under the supervision of
of one hundred and eughty_t}wree (183) on the day he Adminisiralor.

413013 ‘
Target Dale; : f

I
[
I
i
I
|
i
I
1
1
I
|
i completed by the Enviranmental Director monthly x
I
!
I
}
l
I
|
|
i
i
i
i
i
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STATEMENT OF OEFICIENCIES Ttx11 PROVICERISUPPLIER/CLIA
ANOG PLAN OF CORRECTION IDENTIFICATION NUMBER:

185124

{X2) MULTIPLE CONSTRUCTION [X 3} DATE SURVEY
A. BUILOING 01 .COMPLETED
& wine 03/07/2013

NAME OF PROVIOER OR SUPFLIER

t
[
l

STREET AODRESS, CITY, STATE, ZIP CODE

851 KIMSEY LANE

t buitding fire alarm syslem. | 19.3.5

!
i
! .
- I This STANDARD is not metias evidenced by:
* Based on observalion and inlerview it was

" delermined the facilily faited lo ensure the
! building had a comptete sprinkler system, in

* accordance with NFPA Siandlards. The deficiency |

on 328/13 by the Adminisirator to assure that the
facility is inspecled lo assure fhere are no areas in
the buitding (hat are not properly covered by our
sprinkler system.

Criteria 4- The CQt indicalor, E8-3 which inciudes
i assuring thal there is proper sprinkter coverage In
i areas of the building shat be compleled by the :
I

i

REDBANKS HENDERSON, KY 42420
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i l ! : OEFICIENCY| |
! I i t
K 045 * Continued From page 16 t K 045: :
, Director, revealed they were unaware the tighting ' : ;
! fixtures serving the exlerior exits must include | ,
more than one (1) buth for ttumination of the ! | |
egress path. : | |
1777 Reference: NFPA i'Grﬁrr{'ZOCO--eai’liéﬁ).. ! : |
! 7.8.1.4* Required ituminafion shalt be arranged | | i
! so lhat the i l i
i fatlure of any singte lighttng unit does not resutt in ! | |
1 an itumtnation : - a |
i tevet of fess than 0.2 fl-candle (2 tux) In any ! i i
j designated ‘ ( '
| area, i ! K056- The facility failed lo ensure the buliding had a
K 056 ; NFPA 101 LIFE SAFETY CODE STANDARD i K 056 pﬁmpleie spnnkller system in four areas ol the facility
$5=D| . | |(r;1 accordance with NFPA slandards. _
i if there is an automatic sprinkler system, tt ts i ; Aglqng :: [Tr:,e ar?as ['dfmhﬂm gU(|ngflhe S”w#? ' {Ee
tnstalted in accordance withi NFPA 13, Slandard ! ¢ minisiralof s closel, e Walk 1n lieezal #5, e
1N S ' : I office closet in the Marina dining area and the post
| for the tnsialtation of Sprinkler Systems, fo | i office area have been correcled by the facilly
| provide comptete coverage for alt portions of the : | sprinkter vendar. The 8" canopy allached o the back .
| buitding. The system is property maintained in ! | of the building oulside the employee break area has
"accordance with NFPA 25, Standard for the ! i been removed. :
"'tnspection, Testing, and Malntenance of | i Criteria 2- At areas of lhe facility have been -
! Waler-Based Fire Protection Syslems. It is fulty ! | inspecled by the Environmenlat Direclor and the
. I'supervised, Therels a relia{)le' adequate waler | l facility contracted sprinkler vendor to assure there
! supply for the system. Rethred sprinkter I ! are no other areas not properly covered by our .
| systems are equipped with waler flow and lamper .| ' sprinkler system. :
| swilches, which are etecirically connecled lo the | *  Criteria 3- The Envireamenlal Director and the .
i = | mainfenance staff have received in-service educalion '
!
|
i
!
.l

Environmental Director monthly x 2, then Quarterty
thereafter under the supervision of the Administrater, - :

—Target Date: - e 303
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K 056= Continued From page 17
had the potentiat to affect

 The findings include:

| prolection.
i

hree {3) of elghteen
(18) smoke compartments, twenty-eight {28) '
" residents, staff and visitors, The facitity is :
{ certified for two hundred and twenty-lwo (222) |
! beds with a census of one hundred and i
‘ eighty-ttvee (183) on the day of the survey. The
- facllity faited to ensure four {4) areas of the |
: buitding had propsr sprinkter coverage. ;

; Reference: NFPA 13 (1999"‘.I‘E'dttion) 5.13 8.1

I
Observaﬂon on 03/07/13 be{ween 8:00 and 4:3¢ !

* PM with the Administrator and Environmentat !

' Director, reveated the Administralor’s closet, I

Al ! watk-in freezer #5, the office closel in the Marlna t
i dining area, and Ihe post offfce were not sprinkter

¢ prolecled. Further observatlon reveated an eighl |

i foot (8 ') canopy atlached to the back of the i

| buitding at the emptoyes ouside break area did :

| not have sprinkler proiacﬂon :

i

I

t

i

[ tnterview, on 03/07/13 betWeen 8:00and 4:30 PM
l'with the Admintstrator and Envitonmentat

i Dlrector, reveated they were not aware thal the

i areas fisted did net have proper sprinkler

| Acluat NFPA Standard: NFPA 101, Tabte 19.1.6.2 l
fand 19.3.5.1. Existing healthcare facities witk
| construction Type V (111) require complete i
i sprinkler coverage for all parts of a facitity. i
. Actuat NFPA Standard: NFPA 101, 10.3.5.1. |
. Where required by 19.1.6, health care facilites |
. shalt he protecled throughout by an approved,

j supervised automafic sprinkter system in

FFORM CMS-2587102-99) Previous Vergions Obsaolele

Evan| 10; TRCV21

Fatlity [0; 100423

If conlinualion sheel Fage 18 of 26




PRINTED: 03/22/2013

‘ requirements for spacing, localion, and position
" of sprinkers shalt be based on the fottowing
i principles:
i {1) Sprinkters instalted throughout the premises
i (2) Sprinkters located so as not to exceed
i maximum prolection area per sprinkler
{3} Sprinkters positioned and tocated so as 1o
provide salisfactory perforrr'lance with respect to
D activalion lime and distribution,

I Reference: NFPA 13 {1999 edition)

15-13.8.1. Sprinkters shatl be instatted under

i exterior roofs or canopies exceeding 4 ft (1.2 m)
| in widlh. i

!
i
i
t
|
;
I
i

. Exceplion: Sprinklers are permitted 1o be omitted 1
' where the canopy or roof is of noncombustible or i

!imited combustible construction.

K 069 | NFPA 101 LIFE SAFETY CODE STANDARD
8s=Dt ! :

{ Cooking facitities are prolec'led in accordance
i with 9.2.3.  19.3.2.6, NFPA 96
t
i
| This STANDARD is not mel as evidenced by:
| Based on observation and interview, il was
i determined Ihe facitity faited to ensure the
t cooking appliances were in accordance with
| NFPA standards. The defictency had the

l
t
i
i
!
i
i
;

« potentiat lo affect one (1) of gighleen (18) smoke |

. compartiments, residents, staff and visilors, The

, facllity is certified for two-hurdred and twenty-two

i
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i | ' f
K056 Conlinued From page 18 | I‘ K 056] :
i accordance with Section 9.7. : : .
1 Actuat NFPA Standard: NEFPA 101, 9.7.1.1. Each : i i
| automatic sprinkter system requlred by another ! [
; seclion of this Code shalt be in accordance with ! i
NFPA 13, Standard for the tnstaltation of Sprinkler f- I
.. Systems. N e
' Actual NFPA Standard: NF,PA 13, 5-1.1. The I a
- i

i
|
l
t
!

I

[

[

! K0B8- The grease fryer was localed direetly next to

I the stove. The slove did not have an eighl (%) inch

' sptash guard in place.

| Criteria 1 - The slove has had an eighl inch 8

i splash guard altached to if,

l Crileria 2 ~ There are no other areas affecied by this

| deficiency.

l Criteria 3 - The Environmentat Director, the
mainlenance stafl, Dielary Manager and Dietary

U Director have received in-service education on

t 372913 by the Adminisiralor to assure fhal there are

t No other areas in the dietary department (hat do not

have the appropriate sptash guard protectton,

Crileria 4- The CQt indicator, £S-3 which includes

assuning that there is an eight inch (8) splash quard

on the stove if the grease fryer is tocated closer than

16" 1o the slove shall be completed by the

Environmentat Direclor monthty x 2, then Quarierly

thereafter under the supervision of he Administrator,

Targel Date: 4120113
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1

(X5}
COMPI £TION
“OATE

| | ) i
K 0691 Continuad From page 19 L K069
'(222) beds with a census of one hundred and
! eighty-three (183) on the day of the survey. The
i facitity faited lo ensure separation from the
: grease fryer and 1he cooking apptiance.

The findings inctude: ‘ : i

ODServatlon on 03/07/13 ai 415PM, withthe :
Enwronmeniat Director, revealed the grease fryer |
was located direclty nexl o the stove. The stove
" did not have an eight (8) lnch splash guard in
i ptace.
i ;
I Interview, on 03/07/13 at 4:15 PM with the
| Environmentat Direclor, reveated she was
| Unaware the grease fryer had fo have a sixieen
i inches {16 ") between the fryer and the slove
untess a sptash guard was instatted,

|

i

|

|

i

|

|

I

‘ NFPA 96 (1998 Edition) !

£0.1.2.3 Alt deep fal fryers shall be installed wilh at |

iteast | I

i 16-in. (406.4-mm) space between the fryer and |

; surface ftames [

from adjacenl cooking equipment. i

| - Exception: Where a stest oritempered glass '

baffle ptate is instatted ; |

“alaminimum 8 tn. {203 mm) in height betwean |

I the: fryer and surface | ;
i ftames of the adjacent! apptiance.

K 1431 NFPA 101 LIFE SAFETY CODE STANDARD |

§$8=D|

Transferring of oxygen is: :

i

I

(a) separaled from any porilon of a facility

" wherein palients are housed, examined, or

* treated by a separation of a fire barrier of 1-hour
- fire-resistive construction;

F ORM CMS-2567102-99) Pravicus Varaions Obsolele Even| 10: TRCVY Facillty 10: 1060423 If conlinuation sheal Page 20 of 28
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. TAG ..REGUI.ATORY.OR LSC JOENTIFYING. INFORMATION) ... TAG - - GROSS-REFERENCED TO THE APPROPRIATE S
, ‘l OEFICIENCY] i
i ok I ! ! [
K 143| Continued From page 20 t K 143t  K143- The facilily faited (o assure the room being - :
l ) I | used lo Iransfer fiquid oxygen was raled per NFPA | \i
i (b)in an area hat is mechanically ventitaled, ! { fequirements, , |
, sprinklered, and has ceramic or concrele flooring; | | ;ggﬁmughe use of Llquid 02 has been - ‘

i and : : Criteria 2 - There are no alher areas of the facility 'i
<) (0 an area posted wih signs ndicaling hal -~y Wi b wirg Eis |
Iransferring is oceurring, and thal smoking in the { instead of Liquid 02 and wil mainlain no more Ihan
i immediale area is not permitted in accordance [ { twelve {12) E-ank cylinders In any individuat smoke
i with NFPA 99 and the Compressed Gas i . comparimenl.  The  Environmental  Direclor,

i Associalion.  8.8.2.5.2 i . maintenance staff, Licensed Nursing Staff and the
[ ' l . O2vendar have recelved in-service educalion on this - :
I practice by the Administralor on 312973 and the In- i
! l I service Director.
! | | Criteria 4- The CQI indicalor, ES-3 which includes
t i i assuring that the are no combusiibles stored within
i | | five (5) feet of the O2 cylinders and recommends no
i i (  Mmore than twebve (12) cylinders be stored in any
| This STANDARD is not mél as evidenced by: | t |nd|v|dua! srhake compgﬁmeni shall be completed by
i Based on observation, inletview and plan of l t the Enviranmental Director monthly x 2, then
 correction review, it was determined the facility { Quarierly thereafter ninder the supervislon of the
! faited fo assure the room being used lo transfer | I Adm'"“;‘*“é'?r‘
Viguid oxygen was rated perlN FPArequirements. | % Target Date: ) 43013 !
I The deficiency had the potenttat to affect three (3) | | :
i of elghteen {18) smoke compartments, forty (40) | ! !
¢ residents, staff and visilors.} The faciily is i I |
i cerlified for two hundred and twenty-two (222) | t |
. beds with a census of one hundred and | | |
_t eighly-three {183) on the day of the survey. The i | 1
! facility faited lo ensure the okygen transferring i i ‘!
I room had no combustible slorage in the room, a t ]
i concrete or ceramic floor, and a fire rated door ' : ;
v , assembly. tl : [
t! The findings inctude: ! t :
| [ |
b ;
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K 143; Continued From page 21

i Training Manager, reveated (he oxygen
 frans-filting room was also,being used as a

" or ceramic floor and the door had a fire rating
"tabet but it was painted over.
i
i nlerview, on 03/06/13 at 3/15 PM with the
; Adminisirator, Mainlenance Supervisor,

, Environmentat Director, and the Regional

“the requirements lo make a room suitable for
"l éxygen trans-filling. E
i I
i i
: !
" Reference: NFPA 93 (1999 Edilton).

! 8-6.2.5.2 Transferrtng Liquid Oxygen.
lo another shatt be accomgptlished at a tocalion
as fottows:

Upatients are housed, examined, or treated by a

i construclion; and
- b. The areais mechanlcally venhiaied Is

Fand
: C. The area ts posted with S|gns indicattng thal

| immedlate area is not permitted.
Transferring shall be accompiished ulittzing
l equipment designed to comply with the

1 Pamphlet P-2.6, Transfitling of Low-Pressure
: Liquid Oxygen to be Used for Respirallon, and
' adhering lo those procedures,

storage room. The room did not have a concrete

. Training Manager, reveated they were unaware of

I Transferring of tquid oxygen from one container
i specificalty designated for the transferring thal is
" a. Separated from any porhon of a facility wherein

| separation of a fire barrier of 1- hour fire-resislive
" sprinklered, and has ceram|c or concrete flooring;

i i transferring is occurnng, and that smoking in the

i performance requirements and producers of CGA

FORAM CMS-2587102-98} Previous Versions Obsolele Even! |O: THCV21
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| clearance around them. |
: i
: The findings include: }

! This STANDARD s not met as evidenced by:
Based on observalion and interview, it was
t determined the facitity faited lo ensure electicat
. 1 wiring was maintahed in accordance wilth NFPA
{ standards. The deficiency had the potentiat to
| affect six (G) of eighteen (1;3) smoke
| compartments, forty five (45) restdenls, slaff and
. visitors. The facitily is certified for lwo hundred
" and twenty-two (222) beds wnh a census of cne
' hundred eighty three (183) on the day of he
I'survey. The facilily faited to ensure six (6)
i electrical panels matntained three (3) feat of

| Observations, on 03/07/13 between 8:00 AM and

| 4:30 PM, wilh the Administralor and

t Environmentat Direclor, reveated the etectricat
panels in the Dinelle, outside eteclricat room,
soited tinen room In the Manha area, suites dining |
mechanlcai room, slorage room foi dietary, and |
|n the kitchen had slorage within three (3) feel of

|

I
t
i
|
|
|
t
[
|
i
|
!
i
i
|
|
|
|
i
|
]

_i
i

REDBANKS HENDERSON, KY 42420
(xapio SUMMARY STATEMENT OF OEFICIENCIES | o PROVIDER'S PILAN OF CORRECTION C e
PREFIX [EACH OEFICIENCY MUST 8E PRECEDED BY FULL ! OPREFIX | [EACH CORRECTIVE ACTION SHOULOBE , COMPLETION
_TAG. ' ..  REGULATORY ORLSC JOENTIFYING INFORMATIONE ... j. . TAG. . ... . CROSS-REFERENCEOQ.TO THE APPROPRIATE . ! . OATE .
i i t OEFICIENCY} o
[ : | |
K 143" Continued From page 22 ' K143l :
! The use and operation of smatt portable tiguid i t |
! oxygen systems shall comply wiih the ' '
! requirements of CGA Pamphtel P-2.7, Guide for l t |
| lhe Safe Storage, Handling and Use of Poriabte | I i
! Liguid Oxygen Systems in*Heallh Care Facitities. ! g
K.147) NFPA 101 LIFE SAFETY. CODE STANDARD - -'— K 147 --K147-Faclliy failed fo ensure electricat panels were =~
s5=pl i ~ l maintained in accordance with NFPA sfandards, . "~_
i Elecirical wiring and equipmentl is In accordance ! ;  Criteria t1h [T';]e ;leictncat ?ansls 'dlﬁ""fﬁd du?")gflhe :
L ) LA o survey that had items slored within three et
i with NFPA 70, Nalionat Eteclricat Code. 9,1.2 ! | have been corrected.
- I : I Crleria 2- At areas of the facifily have been
N ¢ inspecled by ihe Environmenlal Director 1o assure
i i there are no ather eleciricat panels that have slarage
i within [hree (3) feet of the panel, '
- Crileria 3- The Environmenlal Director and the i

mainlenance staff have received in-service education

on 3/29/13 by the Administrator lo assure that the

facifily electrical panets do not have anything slored

within three (3) feat of the panet, ¥ o

Criteria 4- The CQYt indicatar, ES-3 which includes

assuring thal the are no items stored within three (3) .

feet of the eleclricat panels shalt be completed by the
Enviranmentat Director monlthly x 2, then Cuarterty
Iherealter under the supervision of the Administrator,

Target date; 4/30/13
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I
!
. [¢ 147" Continued From page 23 *
' the electrical panels.
I

¢ PM with the Administrator and Environmental

i panels.
!

! Reference: NFPA 99 (1999 ediion)
|
| 110-26 Spaces !1

10 28 Spaces About Electrical Equipment,
Sufflcuent access and working space shall be
provided and malntained ahout all electric

I equipment to permit ready and safe operation

qualrfled persons.
(A) Working Space, Workmg space for

I to ground and tikely to requrre examination,
i adjustment, servicing, or maintenance white

F10. 26(A)(1), (2), and (3) or as required or
| permitted elsewhere in this Code

| or opening if the live parts are enclosed.
| Tabte 110.26(A)(1) Working Spaces

i and malntenance of such equipment. Enclosures
i housing electrical apparatus that are controlled by '
i lock and key shall be consfdered accessibte to

energlzed shatt comply with the dimensions of

(1) Depth of Workmg Space The depth of the

| working space in the drrectlon of live parts shatt
not be tess than that specified in Table 110. 2B(A) |
(1) unless the requirements pf 110.28(A)(1)(a),
' (b), or (c) are met. Distances shall be measured

i ' from the exposed thve parts or from the enclosure

Nommar Voltage to Ground Minimum Clear

) i
UInterview, on 03/07/13 between §:00 AM and 4:30!

i Director, revealed they were unaware there could
i not be storage within three (3) feet of etectrical

[
!
t

! equipment operating at 600 volts, nominal, or ressr

|
|
|
I
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1
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r. Distance
Condition 1 Condition 2 Condition 3

10-150 900mm (3ft) 900 mm (3f) 900
“mm (3 ft) |

' 151-600 800 mm (3 fty tm(34f)
{1.2m(41ft)

I Note: Where the conditrons are as follows:;

i working space, or exposed lve parts on both
; stdes effecttvely guarded by suitabte wood or
other insulating materials. Insulated wire or

' to ground shall not be considered live parts,

i or tile walls shall be consldered as grounded
i the work space (not guardeg as provided in
Condrtron 1) with the operator between.

"'not be required in the back or sides of

- than the back or sides. Where rear access is
required to work on non-efectrical parts on the
' back of enclosed equipment, a minimum
! be provided.
1 working spaces shall be permitied where all

volts rms, 42 volts peak, or 60 voits dc.

- '

i Condition 1 - Exposed live parts on one side and
| No live or grounded parts on the other side of the

. insulated bushars operating at not over 300 volts

! Conditlon 2 - Exposed live parts on one side and
" grounded parts on the other side. Concrete, brick,

' Condition 3 - Exposed llve parts on both sides of

(a) Dead-Front Assemblies. | {Working space shat
Vassemblies, such as dead-front switchboards or
i motor control canters, wheré alt connections and

i alt renewable or adjtrstable parts, such as fuses
y or switches, are accessible from tocatfons other

! hortzontal working space of 762 mm (30 in.) shah
| (b) Low Voltage, By special permlssmn smaller
i Uninsutated parts operate at not greater than 30

(c) Existing Bu:fdrngs In exustrng bultdings where
" electrical equipment is being replaced Condition :
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' 2 working clearance shall be permitted between ! ; ;

! dead-front switchboards, panelboards, or motor
i controt centers located across the aiste from each | i
 other where conditions of maintenance and | !
r' supervision ensure that written procedures have | I i
been adopted to prohibit equipment on both sides X ! '
! of the aisle from being open at the same time and ! '
i qualified persons who are authorized will service |
i the instaltatton. | {
; (2) Width of Working Space. The width of the |
“working space in front of the electric equipment
! shall be the-width of the-equipment or 750-mm |
{30 in.), whichever is greatér. In all cases, the
i work space shall permilt at Jeast a 90 degree !
 opening of equipment doors or hinged panels, I
~(3) Helght of Working Space. The work space |
"'shall be clear and extend from the grade, floor, or ;
I ptatform to the height requited by 110.26(E). '
t Within the height requirements of thls sectlon,
other equipment that is associated with the !
 electrical instaltation and Is located above or I
'betow the electrical equipment shall be permitted
t to extend not more than 150 mm (6 In.) beyond
i the front of the electricat equipment.

e ! i
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