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F 000! INITIAL COMMENTS Foopj The statements made in this plan of
correction are not an admission and do
A Recertification Survey was conducted 07/17/12 ot constitute agreement with the
through 07/20/12. Deficiencies were cited with -  alleged deficicicies hereil. To renai
Ihe highest scope and severily of a "E”. _— . .
A it coempliance with all state and federal
F 225 [ 483.13(c)(1)(ii)-(ii), (c)(2) - (4) Foos| ! - ay
$8=D | INVESTIGATE/REPORT regulatiotts, the ceuter has taken or will
ALLEGATIONS/INDIVIDUALS take the following action.
ghe fc;:ci!ity muﬁ;.t noft ebmp!oy indivltdua!s who have It 1s the policy of Elliott Nursing & B/31/12
een found guilty of abusing, neglecting, or | L . -
mislreating residents by a court of law; or havs Rehab‘“t?t'm? C“n_wr (ENRC) Drat atl
had a finding entered into the State nurse aide '-f-gf_h?geqr:y[o)atlons tvolviig

; [egistry concerning abuse, neglecl, mistreatment
of residents or misappropriation of their property
and report any knowledge it has of aclions by a
court of law against an employee, which would
indicate unfiiness for service as a nurse aide or
other facility slaff to the State nurse aide registry
or licensing authorities. )

The facility must ensure Ihat all alleged violallons
ilvolving mistreatment, neglect, or abuse,
inctuding injuries of unknown source and 5
misappropriation of resident property are reported
immediately to the administrator of the facilily and
lo other officials in accordance with State law
through established procegures {(including to the
State survey and certification agency),

The facility mus! have evidenca that all allsged
violattons are Ihoroughlty investigated. and mus!
prevent further potential abuse while |he
investigation Is in progress.

The results of all investigations must be reported
to the administrator or his designated
representative and to olher officials in accordance
wilh State faw (including to the State survey and

m is’h"éét@ent, neglect, or abuse,
[inchud lg mjuries of unknowin source
and misappropriatiou of resident
“property are reported intmediately to
the adniinistrator of the facility and to
other officials in accordance with State
law tlirough established procedures
(ineluding to the State survey and
certification agency).

The facility couducted an internal
lirvestigation on the eveiug of 5/16/12
by the wurse and extending to the
morning of 5/17/12 witl several
members of thie interdisciplinary team
meluding the Adunnistrator. It was
determined that the eveut il question
did not meet the requirement for
notification of stare agency as the
oceurrence was an accident and did not

BORATORY O[%CJR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Mty

§PL

TITLE '
Administrator

W deliciency statement ending wilh an aslerisk {*) denotes a deficiency which the institulion may be excused Trom correcting providing il is determined that
ter safeguards provide sufficleni proteclion o [he pelients. {See Instrucilons.} Excepl for nUrsing homes, the tindings slaled above ale disciosable 9 days

lowing the date of survey whelher or not a
y$ folowing the dale these documents are
igram partlcipation.

plan of correclion’Is provided. For nursing homes, the above findings and plane of correction are disclosable 14
made avallable 1o the facilily. i deflciencles sre clied, an approved plan of correclion s requislie 10 continued
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F 225 Continued From page 1 F 225| entployees in question.

certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective actlon must be taken.

This REQUIREMENT is not met as evidenced
by: .
Rased on interview, record review, and review of
facility's policy, it was determined the facility failed
to have an effective system to ensure all alleged
violations involving abuse were reported
immediately to the Administrator of the facility and
to State Agencies in accordance with state law.

In addition, the facility failed to have an effective
system to ensure residents were protected after
an allegation of abuse for one (1) of fifteen (15)
sampled residents {Resident #1).

An allegation of abuse involving Resident #1 was
not reported immediately to the Administrator of
the facility, and therefore not reported
immediately to State Agenctes. In addition, the
facility failed to conduct a thorough investigation
and failed to protect the rasidents from further
potentlal abuse while the investigation was in
progress.

The findings include:

Review of the factlity's Abuse Policy, undated,
revealed any alleged violations Involving
mistreatment, neglect or abuse must be reported
to the Administrator. "The Charge nurse will’
promptly start the investigation and inimediately
notify the Administrator. The facility Administrator
shall immediately notify, thelr State Adult
Protective Services Agency and their state

i
f
i

On 7/20/12, LPN #3 was educated by the
Administrator regarding the itnportatice
of following facility policy as outlined in
the Resident Advocacy Protocol

Manual. This nurse also received
additional education regarding the
impaortance of ensuring resident safety
itmntediately foliowing any allegations of
miistreatmertt, neglect, or abuse, iticluding
injuries of unknowtt soutrce and
titsappropriationt of resident property, and
during any pending internal ittvestigatiotr.

Ont 8/8/12 and 8/9/12, all charge nurses
recetved additional education regarding
the importance of following facility
policy as ocutlited it the Resident
Advocacy Protocol Manual. This
itcluded additional education regarding
the intportatice of ensuring resident safety

the above noted items and the continued
safety during any pendittg intternal
irtvestigation. .

The Adnrinistrator and the
Administrator-In-Tratting (AIT) received
additional education by the Regional
Corutinued Quality hmprovetnent Nurse ott
20/12 & 7/23/12 reparding the

i

immediately following any allegations of
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| Review of Resident #1's medlcal record revealed

1 of Mental Disorder. Review of the Quanterly

licensIng agency of the suspected occurrence
and others as required by regulation." Further
review reveated, "employees of the facility that
have been accused of resident abuse will be
suspended from working pending an internal
investigation",

the facility admitted the resident with a diagnosie

Minimum Data Set (MDS) Assessment, dated
05/22/12, revealed the facility assessed the
resident as having both long and short term
memory loss and as having moderate impairment
in cognitive skills for decision making. Further
review revealed the facility assessed the resident
as requiring exensive assistance of two staff with
bed mobility and transfer,

Review of the Comprehensive Plan of Care, with
a problem onset date of 11/17/11, revealed the
resident required extensive assistance of two (2)
staff for bed mobility, and transfers due to
decreased functional status. Further review
revealed the resident had difficulty recalling
recent events and was at risk for further cognitive
dectine related to a diagnosis of Dementia. The
interventions included approaching the resident
from the front in a calm, unhurried manner.

Review of the Nursing Note, dated 05/16/12 at
6:30 AM and completed by Licensed Practical
Nurse (LPN)#3, revealed the Note was a late
entry for 05/15/12 at @00 PM. The Note stated,
this nurse was doing resident's bedtime finger
stick and the resident stated, the Certified
Nursing Assistant (CNA) who had put herhim to
bed hit herthis head on‘the arm of the chair which

Manual in relation to reporting
requirements, resident safety, and
thorough ntvestigation.

All hicident reports, cottiplaint/corrcertt
forny, and nursing report for the last 6¢
days have beeit reviewed by the
Director of Nursing/RN Supervisor on
8/1712 to determitie that any incidents
that thay meet reporting criteria have
beert identifted.

Al residentts who can conmtutticate will
be tnterviewed to entsure that residents
are comfortable, feel safe, and would
feel free to verbalize any cotcertts 1o
factlity staff. This will be completed by
Atigust 31, 2012 by the Social Services
Coordinator.

The Social Services Coordinator will
ittterview a minimunt of 4 residents per
week for 6 weeks to ensure they
continue to feel safe, be contfortable
aitd feel free to verbalize atty conceris
to staff. All tncident reports,
complaint/concertt foris and nursing
report will be reviewed daily (M-F) in
the morting meeting to ensure that ary
incident meetintg thte criteria for
reporting is identified and notification
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F 225 Continued From page 3

was beslde the bed. Further review revealed the
nurse checked the resident's head and no red
areas were noted. According to the Note, the
resident continued to complain that the CNA was
rough with her/him and complained shefhe hit
her/his forehead on the chair. The Note stated
the nurse questioned the CNAs and one of the
CNAs stated, "yas, she did hit the residents head
on the chair arm", and stated that the resident's
head barely brushed the arm of the chair.

Review of the facility "Incident Report" revesled
an incident was reported 05/16/12 related tq the
resident transferring to the bed from the chair.
This was signed by LPN #3. CNA #14, the
Director of Nursing (DON) and the Administrator
on 05/17/12. '

Review of the Incident Investigation Report
signed by LPN #3, on 05/17/12, revealad thc
resldent was transferring.from the chair to the
bed and hit her/his head on the chair that sits
next to the bed. The Report stated the witnesses
were CNA#14 and CNA#15. The corrective
action section stated: decrease in functional
status with left sided weakness related to
previous stroke. Further revlew revealed the
facitity would do three (3) day charting to monitor
condition, and observation of mental status,

Review of the statement obtained from CNA #14,
on 05/16/12, revealed she and CNA#15 were
transferring the resident to bed from the chair and |
the resident was on the side of the bed. CNA#15 |
had the resident's top half of the body and CNA
#14 had her/his legs. When CNA #14 moved the
resident's lags up on the bed, CNA#15's hand
sid off of the residents head. The resident stated

occurs as per facility polictes. The
results of the interviews and reviews will
be evaluated int the monthly Quality
Improverent Cotuniltee meeting for
contittued cotpliatice.

F 225
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- resident's legs. When CNA #14 moved the

incident was not willful-lost control of the transfer. |

"you hit my head".

Revlew of the statement obtained from CNA #15.
on 05/16/12, revealed she and CNA #14 wera
putting the resident to bed. CNA #15 had her
hand on the resident's back and was supporting
the resident's head and CNA #14 had the

resident's legs up to the bed, CNA #15's hande
slipped. The resident complained, "oh, my head",
The resident was asked if sherhe hit her head
and she/he replied yes.

A section of the Abuse Policy, labeled
"Definitions" was attached to the investigation.
The definition of abuse per the policy, revealed;
‘abuse was defined as the willful infliction of _
injury, unreasonable confinement, intimidation, or
punishment with resulting physical harm or pain
or mental anguish. or deprivation by an individual".
A handwritten note from the Administrator was
noted on the attached policy, which stated the 1

Interview with Restdent #1 on 07/20/12 at 1:05
PM, revealad the staff treated her/him good.
She/he stated CNA #14 and CNA #15 "never
aimed to hurt me and don't treat me rough".
Further interview revealed there was a problem
during a transfer and shethe brushed her/his
head which was an accident.

Several attemots were made to reach CNA #14
and CNA#15 by phone on 07/20/12, however
the CNA's were unable to be reached for
interview. '

Interview on 07/18/12 at 4:20 PM with LPN #3

1
i

l
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revealed Resident #1 stated CNA#14 and CNA
#15 were rough when assisting her/him to bed
and LPN #3 had questloned the CNAs' who
explained the resident hit herthis head during the
transfer from the chair to the bed, and they ,
denied being rough with the resident. She stated
she checked the resident and there was no red
areas on the resident's head. Continued
interview ravealed sha was to report any
allegations of abuse to the Administrator
immediately; however, did not fes! this was an
allegation of abuse hecause she felt It was an
accident aid there was no injury. She stated she
reported it immediately to the RN Supervisor the
next marning on 05/16/12 at about 7:00 AM.

Interview on 07/20/12 at 1:10 PM with Reqgistered
Nurse (RN) #3 /Supervisor, revealed the merning
of 05/16/12 LPN #2 had notified her of Resident
#1 hitting her/his hewad during the transfer and of
the interviews she conducted with the CNA's.
She stated she brought it up in the morning
mesting on 05/16/12 and felt it was an accident;
however, she stated she was unaware of the
resident accusing the CNA's of baing rough.

Interview on 07/20/12 at 10°30 AM, 3:15 PM and
3:45 PM, with the Administrator revealed she was
notified of the event in the morning meeting on
05/16/12 and initialty questioned why she was not
notified immediately of the incident because she
had educated staff if there was a suspicion of
abuse they were to notify her immediately.
However, after reviewing the information in the
morting meeting, she felt staf lost control during
a transfer and this was not willful. Continued
interview revealed further interview was not
conducted with this resident because LPN #3 had
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Continued From page 6 -

received the statement and transcribed it into the
Nursing Note dated 05/16/12, She also verified
CNA#14 and CNA #15 were not removed from
duty during the investigation. She stated, if there
was an allegation of abuse, staff were to report to
her immediately and she would report to the state
agencies. Further interview revealed the
perpetrators would be suspended pending
investigation and a thorough investigation would
he completed which would include interviewing
the perpetrator, resident, resident's family,
resident's roommate, and staff involved. She
stated the facility had not foltowed through with
removing the perpetrators from duty and reporting
the incident to State Agencies because staff was
to suspect abuse before reporting it.
483.20(k){3)() SERVICES PROVIDED MEET
"ROFESSIONAL STANDARDS

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

This REQUIREMENT is not met as evidenced
by: :

Based on interview and record review, it was
determined the facility failed to ensure Physician's
Orders were followed for one {1) of fifteen (15}
sampled residents (Resident #8).

Resident #6 had Physician's orders to notify the
Physiclan if Resident #6 received less than three
hundred sixty (360) cubic centimeters {cc's) of
Pulmocare (Enteral Formula) duting a twelve {12)
hour shiff; however, there was no documented
evidence the Physician was notified when the
resident failed to receive the specified amount on
thirtéen (13) different shifts in 07/12.

F 225

F 2811t is the policy of Eltiott Nursing & 8/31/12
Reliabilitation Center (ENRC) that
services provided or arranged by the
facility must meet professional standards
of quality.

The Medical Director was consulted on-
7/18/12 and stated that due to the patient's
current medical condition, notification for
this order was 1ot tiecessary at this tinte
and MD notification should be removed
from the order.

On 7/18/12 the order for Resideint #6 was
chainged o omit MD potification.

Phiysiciau's Orders for all residents have
been reviewed by DON/RN
Supervisor/Clarge Nurse for all current

M CMS.2567(02-98) Praevious Varelons Obsolste Event 10: Q02011
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residenits and then reviewed again by
DON/RN Supervisor/Charge Nurse 110
fater than 8/31/12 (o entsure that

The findings include: physiciait's orders ltave been noted and
implemented as written by the Physician. -

F 281 Continued From page 7 F 281

Interview, on 07/20/12 at 5:05 PM, with the
Quality Assurance (QA) Director, revealed the : : : .
facility did not have a policy regarding following : Edu‘fauon will be provided to a.“ licensed
Physician's orders. She stated, following nursing staff by 8/31/12 regarding the

PhysiClan's ordars was an expectation based on importance of following pliysician's

nursing standards of practice. orders as directed itcluding 1otification
of physictan by the DON/RN Supervisor.

Record review revealed tte facility readmitted
Resident #6 on 02/28/11, with diagnoses which

included Hypoxemia, Food/omit Pneumonitis, The DON/RN Supervisor will review at

Oysphagia, Anemia, Mental Disorder, Psychosis, teast 10 pltysician's orders per week for 4
and Hypertension. Revie.s of the Annual weeks to estsure that the order las been
Minimum Data Set (MDS) Assessment, dated - d and imol d
04/25/12, revealed the facility assessed Resident recetved, noted an m?p emented as

#6 as having a Brief Inten few for Mental Status directed by the physician.

(BIMS) score of 0, indicating severe cognitive

impairment. The results of these audits will be

, : L forwarded to the mouthly Quality
Review of the Physician's orders, dated July Improv (C ittee for further
2012, revealed orders ' 1;otify the Physician if mprovement Lommittce for fut
Resident #86 received less than three hundred
sixty (360) cubic centimeters {cc's) of Pulmocare
(Enteral Formula) during a twelve (12) hour shift.

mottitoring and continued compliance.

Review of the Medication Administration Record
(MAR), dated July 2012, revealed thirteen (13)
different shifts when Resident #6's total intake of
Pulmocare was less than three hundred sixty
{360) cc's for the previous twelve (12) hours
which included: 07/01/12 PM shift, 07/03/12 AM
shift, 07/04/12 AM shift, 07/07/12 AM and PM
shifts, 07/08/12 AM shift, 07/097/12 AM and PM
shifts, 07/10/12 AM shift, 07/11/12 AM shift,
07/12/12 AM and PM shift, and 07/14/12 AM shift.

|
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However, review of the Nurses Notes revealed no
documented evidence the Physician was notified
when the resident faited to receive the specified
amount.

literview, on 07/18/12 at 3:50 PM, with Licensed
Practical Nurse (LPN) #2, confirmed the
Physlcian's orders, dated July 2012, indicated to
notify the Physictan when the total intake in a
twelve (12) hour shift was below three hundred f
sixty (360) cc's; however, there were was no !
documented evidence the Physician was notified |
when the total intake of Pulmocare per twelve |
(12) hour shift was less than thres hundred sixty

(360) cc's.

Interview, on 07/18/12 at 4.00 PM, with !
Registered Nurse (RN) #1, revealed there was no -
documented evidence the Physlelan was notified
of Resldent #6 receiving less than three hundred
sixty (360) cc's on thirteen (13) different
occasions,

Interview, on 07/18/12 at 4:20 PM, with the
Director of Nursing, revealed the Physician's
order should have been followed regarding
Resident #8's amount of intake of Pulmocare in a
twelve (12) hour shift.

Interview, on 07/18/12 at 4:15 PM, with the
Medlcal Director, revealed the order should have
been followed to notify the Physician if Resldent i
#6 did not receive the ordered amount of '

Pulmocare in a twelve (12) hour shift.

It is the policy of Elliott Nursing and 8/31/12

F 323 | 483.25(h) FREE OF ACCIDENT F 323
$8=D | HAZARDS/SUPERVISION/DEVICES Reliabilitation Center (ENRC) to ettsure
o . that the residettt environment remnains as
The facility must ensure that the resident free of accident hazards as possible; and
WM CMS-2667(02-9%) Previous Varslons Obsolele Event 10; Q02U Facitity ID; 100890 . . f conlinuation sheet Page & of 28
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1 degrees-F and b) should temperatures get

-steps should be taken Immedlately.

environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and asslstance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and review of
the facility's policy, it was determined the facility
failed to ensure residents' environment rematned
as free from accidents and hazards as is
possible. Observation during the survey of water
temperatures in residents' rooms revealed the
temperatures measured between 118 degrees
Farenheit (F) to 126 degrees F. In addition, the
facility's policy. "Hot Water Testing & Regulation"
failed to comply with the maximum hot water
tempearature of 110 degrees F identified in State
Regulation 802 KAR 20:310-16(5)(g).

The findings include:

Revlew of the facility's policy “Hot Water Testing
& Regulation”, dated 01/01/85, revealed the
facility hot water testing and regulating
requirements for resident rooms, a) should not be
below 105 degrees F and not go above 115

outside of acceptable temperatures, corrective

Review of Kentucky State Regulation, 802 KAR

20:310-16 (5)(g), revealed the Plumbing fixtures
which require hot water and which are intendad

-itended for patiertt use.

J

supervision and assistance devices to
prevent accidettls.

Steps were taken by tle Maintenance
Director to itntmediately reduce the water
to a lower temperature on 7/17/12.

: 1
On 7/23/12, the policy was chauged by !
tlte Administrator to reflect a naximui
temrperature of 110 degrees for any waler

The Maintenznce Director was educated
on 7/23/12 regarding the updated water
temp pelicy iidicating that all water
ittended for resident use should be at a
maximumn of 110 degrees by the
Admiuistrator. Also, that if any
letttperature above the maxintuttt is
identified corrective steps should be taken
imimedialely and the Administrator or
Adminstrator-in-traitting (AlT) should be
rtotified.

New mixing valves atd rew hot water
heater were ordered 8/6/12 by tlte
Admittistrator-ti-Traitiing.

An Environmertal/Accidettt Hazards audit
was cottducted by the Maintenance
Director wittt the Regiottal Maintenance
Sapervisor ott 7/20/12 to identify any
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' temperatures above 110 degrees F were

for patient use shall be supplied with water which
is controlled to provide a8 maximum water
temperature of 110 degrees Fahrenheit at the
fixture.

Review of the facility's Weekly Hot Water
Temperature Log Sheet for June 2012 revealed
on 06/19/12 the facility racordad the following
maximum hot water temperatures above 110
degrees F: room 102 =115 2 degress F, Room
111 = 112.3 degrees F, Room 204 = 114.4
degrees i, Room 209 = 111.7 degrees F and
listed showers = 114.3 degrees F. No plan of
correction was documented.

Further review of the June 2012 Weekly Hot
Water Temperature Log Sheet revealed on
06/26/12 the following maximum hnt water
temperatures above 110 degrees = were
recorded: Room 104 = 114.7 degrees F, Room
109 = 113.4 degregs F, Room 206=114.8
degrees F, Room 211 ='112.9 degrees F, Room
302 111.4 degrees F, Room 302 = 111.4 degrees
F.and Room 307 =112.8 degrees F. No plan of
correction was documented.

Review of the facility's Weekly Hot Water
Temperature Log Sheet for July 2012 revealed on
07/05/12 the foltowing maximum hot water

recorded: Room 104 = 115.2 degrees F, Room
108 = 114.7 degrees F, Room 206 = 114.3
degrees F, Room 209 = 113.6 degrees F, and
Room 302 = 111.3 degrees F.

Further review of the July 2012 Weekly Hot Water
Temperature Log Sheet revealed on 07/10/12 the
following maximum hot water temperatures

tssues have been addressed.

The Maintenance Director will clieck
water ternperatures at least 3 times per
week for 4 weeks at different tintes of
the day in different areas in the facility
to ensure compliance. The
tetnperatures will be documented on the
mainterrance log,.

The
Aditinistrator/Admtinistrator-ln-Trairi
g will cotnplete and
Etnviromnental/Accident Hazards audit
weekly for 4 weeks 1o identify any areas
itoted to need improvement. The
Administrator/AlT will also audit the
Maitttenance Directors log and do
random cliecks of water temperatures.

The results of these andits/logs will be
forwarded to the ntonthly the Quality
Improvemertt Cominittee and the Safety
Comntittee for further review and
contintted cotttpliance.
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above 110 degrees F were recorded: Room 104 =
115.2 degrees F, Room 109 =114,7 degrees F,
Room 206 = 114,3 degrees F, Room 209 = 113 .6
degrees F, and Room 302 = 111.3 degrees F.

Observation, on 07/17/12, revealed the following
maximum hot water temperatures were identified:
3:30 PM Room 107 = 112 degrees F; 3:50 PM
Room 111 = 112 degrees F; 6:10 PM Room 302
= 126 degrees F (the temp dropped to 112
degress F after approximately 15-20 seconds)
and Room 309 = 118 degrees F.

Additinnal observation with the iMaintenance
Supervigor, on 07/17/12 at 6:40 PM, revealed the
maxirium hot water temperatures were inltially
meas.Jred as follows (before dropping down
below 110 degrees F afier a few seconds): in
Rourr 309 = 123 degrees F, in Room 302 = 126
degreos F and in Room 408 initially measured at
114 d grees F.

interview, on 07/17/12 at 6:45 PM, with the
Maintenance Supervisor, revealed he did weekly
hot wiiter checks, but had been checking several
rooms almost daily due to conceris with
regulating the maximum hot water temperature.
He stated, he did not record the daily
temperatures. Further interview reveled-the
maximum water temperature should be "about
115 degrees F or below 110 degrees F". In
addition, he stated he did not check the
thermometer for accuracy because "you can't
calibrate this kind of thermometer".

Observation of the water temperatures in resident
rooms on 07/18/12 revealed: at 8:53 AM Room
308 = 114 degrees F. at 09:05 AM Roonm 204 =

RM CMS~2567(02—99) Previous Verslons Obsolete . Evenl 10: Q02U Faclity 10: 100690 ‘ If conlinuation shast Page 12 of 28



PRINTED: 08/03/2012
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF OEFICIENCIES (X1) PROVIOER/SUPPLIEIVCLIA (X2) MULTIPLE CONSTRUCTION [X3) OATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBLR: : COMPLETEQ
A BUILOING
B OWING
185415 07/20/2012

NAME OF PROVIDER OR SUPPLIER )

ELLIOTT NURSING AND REHABIL|TATION GENTER

STREET ADORESS, CITY, STATE, ZIP COOE
RT 32 EAST, HOWARD CREEK RD

SANDY HOOK, KY 41171

{X4) 10
PREFIX
TAG

SUMMARY STATEMENT OF OEFICIENCIES
(EACH OEFICIENCY MUST BE PRECEOEQ BY FULL
REGULATORY OR LSC IOENTIFYING INFORMATION)

D
PREFIX
TAQ

PROVIOER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULO BE
CROSS-REFERENCEO TO THE APPROPRIATE
OEFICIENCY)

(x5]
COMPLETION
DAYE

F 323

F 3N

8§8=D

Continued From page 12
112 degrees F; and at 9:25 AM Room 408 = 112
degrees F.

interview, on 07/20/12 at 5:45 PM, with the
Administrator revealed the maximum water
temperature should riot be above 115 degrees F
and not below 105 degrees F. She stated, the
Maintenance Director had reported he had
trouble reguiating the temperatures. She furthrer
stated the Maintenance Director had a weekly log
and also did an informal daily chack of
temperatures and was timely abyut making
adjustments if any problems. Frrther interview
revealed they were unable to de‘ermine what the
problem was with keeping the turmperature within
the proper range at all times. &!je stated,
maximum hot water temperatur: controls were
for the safely of the residents.

483.35(i) FOOD PROCURE,
STORE/PREFARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources zpproved or
considered satisfactory by Fadzral, State or local
authorities; and '

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by: :
Based on observation, interview, and review of
the facility's policy, it was determuned the facility
failed to store food under san:tary conditions as
evidenced by no thermometer in the freezer on

F 323

F 371

It is the policy of Elliott Nursing &
Rehabilitation Center (ENRC) that we
procure food from sources approved or
considered satisfactory be Federal, State
or local authorities and that food be stored,
prepared, distributed and served under
sanitary conditions.

8/31_/12

A thermometer was added to the freezer
identified in the Lighthouse on 7/17/12 by
the Dietary Manager.

Nurse #| was educated on 7/17/12 by the
Dietary Manager regarding the Frozen
Storage Policy and the necessity of a
thermometer in all freezer and proper
documentation and teimperature ranges.

Rt CMS-2567(02-99) Previous Versions Obaolsle
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E 371 . On 7/17/12 the Dietary Manager audited
4 Conil'm;ed From p.age 13 F 371 all facility freezer and refrigerators to
the Lighthouse unit. ensure that thermometers were in place
The findings include: and logs are complete.
Review of the facility's policy "Frozen Storage", All Nurses will be educated by 8/31/12 by
ungaled, r?"eg'?d the f?jcflity Wo'l#‘dfséore-l pr?plare the Dietary Manager/DON/RN Supervisor
and serve food in accordance with federal, state . o Pl
and local sanitary codes. Further revlew revealed regarding ﬂ]e Frozen Storage | pl:cy and
"Every freezer will be equipped with a visable the necessity of a thermometer in all
thermometer". freezer and proper documentation and
) : temperatre ranges. i
Observation, on G7/17/12 at 11:40 AM, revealed petatiive rang |
the freezer of the refrigerator on the Lighthouse A i ; |
unit did not have a thermometer in place. The All frcezer/refngcratgls will be audited
freezer contained six (6) bowis labeled "chicken for 4 weeks by the Dietary Manager to
soup" dated 07/16/12, seven. (7) popsicles, and a ensure thermometers are present and
bag of ice. temperatures are dociimented on the log |
interview, on 07/17/12 at 5:05 PM, with Licensed . s airAd e Foaronra e ~¢
Practical Nurse (LPN) #1 revealed she was not Resui@ Oded't,b forwai d?d to CQI
aware of the facility's policy on thermometers in committee for further review and
the freezer. He/She stated, "l would think, just contiiiied compliance.
like at home, if |t felt frozen, it would be okay".
interview, on 07/17/12 at 5:45 PM, with the
Certified Dietary Manager (CDM) and the
Registered Dietician revealed the freezer should '
have a thermometer in it. . . . _—
It is the policy of Elliott Nursing &
F 431 483.60(b), (d), (¢) DRUG RECORDS, F43q) . e pol yg lott ursing | 8/31/12
$5=D | LABEL/STORE DRUGS & BIOLOGICALS Rehabilitation Centes {ENRC) to employ

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically

or obtain the services of a licensed
pharmacist who establishes a system of
records of receipt and disposition of ail
controlled drigs in sufficient detaii to
enable an accurate reconciliation; and
determines that drug records are in order
is maintained and periodically reconciled. |
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' Drugs and biologjcal used in the facility
F431| Continued From page 14 F 431 must be labeled in accordance with

| applicabte.

‘facility must store all drugs and biologicals in

instructions, and the expiration date when

reconciled,

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when "

in accordance with State and Federal laws, the

locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys,

The facility must provide separately locked,
permanently affixed compariments for storage of
controlled drugs listed in Scheduls || of the
Comprehenslve Drug Abuse Prevention and
Control Act of 1876 and other drugs subject to
abuse, except when the facility uses single unit -
package drug distribution systems in which the
guantity stored is minimal and a missing dose can
be readily detected. _

This REQUIREMENT is not met as evidenced
by.

Based on observation, interview, record review,
and review of facility's policy, it was determined
the facllity failed to ensure drugs and biologicals
were labeled in accordance with currently
accepted professional principles, and included
the appropriate accessory and cautionary

applicabie.

currently accepted professional principles,
aind cautionary instructions, and the
expiration date when applicable,

- On 7/18/12, all medications opened but
not dated were removed froin use by the
Director of Nursing, ‘

On 7/18/12, all inedications were audited
by the consultant pharmacist and DON to
ensure that all drugs or biological were
properly dated.

All licensed nursing staff will be educated
by the Director of Nursing regarding the
proper dating of all drugs and/or
biological medications by 8/31/12.

All medications will be audited by our
pharmacy representative inonthly for
‘proper dating of all medications. The
DON/RN Supervisor will audit the
medication room, med carts, and treatinent
carts for 4 weeks to ensure all medications
are appropriately dated. Thereafter the
DON/designee will perform monthly audit
of all medijcations to epsure continued
compliance.

Results of audits will be forwarded to
Quality Improvement commitiee for
further review and continued compliance.
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F 431 | Continued From page 15

Observation of the medication cart and treatment
cart revealed medications and biologicals which
were opened and undated. .

The findings include:

Review of the facility's policy entitied "Medication
Storage in the Facility", undated, revealed
"Medications and blologicals are stored safely,
securely, and properly, following manufacturer's
recommendations or those of the suppiier.”

| Observation, on 07/18/12 at 9:30 AM, of the

medication cart revealed an Advair Diskus inhaler
which was opened with no date. Interview with
Registared Nurse at the time of the observation
revealed the Advair Diskus Inhaler should have
been dated when opened.

Observation, on 07/18/12 at 10:30 AM, of the
treatment cart revealed a bottle of Normal Saline
solution and a bottle of Agetic Acid 0,.25%
irrigation solution were opened with no date on
the botties,

Interview with Registered Nurse (RN) #1 at the
time of the observation reveaied the bottles
should have been dated when opened.

interview, on 07/18/12 at 10:30 AM, with the
Pharmacist revealed Normal Saline sojution was
good for twenty-four (24) hours after opening and
Acetic Acid was good for thirty (30) days after
opening.

interview, on 07/25/12 at 2:15 PM, with the
Director of Nursing (DON) confirmed the nurses
and Certified Medical Technicians (CMTs)} were to
date medications and biologicals when they

F 431
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' opened them. When asked if there was any
checks of the medication carts fo ensure proper
storage and labeling of medications and-
biologicals, she stated the nurses and CMTs were
responsible for checking this with use of the
carts. ' .
F 441748385 INFECTION CONTROL, PREVENT Fdg41! i , .
SS=E | SPREAD, LINENS itis the policy of Elliott Nursing & 8/31/12
' o o Rehabilitation Center (ENRC) to provide a
The facility must establish and maintain an ‘ safe, sanitary and comfortable
Infection Control Program designed to provide a ; ]
safe, sanitary and comfortable environment and environment and to help prevent the -
to help prevert the development and transmission development and transmission of discase
of disease and infection. and infectjon. '
frag Ir;fec_:lt_iton Cor:troll- Ft’)rl(';\ggraml fection Gontrol On 7/23/12, the Director of Nursing
! o .
prfgr'g;f]’,,’ der whosa g an infection Gontro re-educated RN #2, CNA #13, LPN #6.
(1) Investigates, controls, and prevents infections LPN#3, LPN#2, CNA #1 regarding proper
| in the facility; hand washing per the Irifection Control
(2} Decides what procedures, such as isolation, icies. CNA # | was reeducated
should be applied to an individual resident; and policies. CNA # | was recdu :
(3) Maintains a record of incidents and corrective regarding positioning of the ice scoop per
actions related to infections. the Infection Control Policy.
{b) Preventing. Spread of Infection | All nursing staff will be reeducated
(1) When the Infection Control Program ding proper hand washing before
determines that a resident needs isolation to regarding prope i dg '
prevent the spread of infection, the facility must during, and after personal an
isolate the resident. incontinence care per the Infection Control
(2) The facility must prohibit employees with a Policies. This reeducation includes review
communicable disease or infected skin lesions - . : :
; ; . . , t and
from direct contact with residents or their food, if of ;?roper 1'nfect10n'coﬁ rol _teChqu,JeS "
direct contact will transmit the disease. review of information obtained on the
(3) The facility must require staff to wash their CDC website. This reeducation will be
hands aft_e{ eaph_dir'ecl resident contact for which provided by the DON/RN Supervisor and
hand washing is indicated by accepted b leted by 8/3 (/17
professional practice. ¢ compieted by ’
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t Personnel must handle, store, process and

| transmigsion of disease and infection fcr three (3)

(c) Linens

transport linens so as to prevent the spread of
infaction. ‘

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of facility's policies, it was determined
the facility failed to establish and maintzin an
infection Control Program designed to jsrovide a
safe, sanitary, and comfortable environment and
to help prevent the development ang

of fifteen (15) sampled residents (Resicant #1, #3
and #4).

Observation on initial tour revealed a n:rse _
piaced the nasal cannula in Residen: #3's nostrils
with her bare hands and exited the raoim without
washing her hands.

Observation of incontinence care for Resident #3
revealed staff failed to wash hands after
performing incontinence gare and prior to
touching objects in the room. Staff also failed to
wash hands prior to exiting the room after the
incontinence care.

Further observation of Resident #3 revealed a
nurse performed Incontinence care and then
without washing her hands performed a dressing
change.

the DON/RN Supervisor regarding
proper nise and positioning of the ice
scoop per the Infection Control Policies
to avoid the possibility of cross
contamination by 8/31/12.

The DON/RN Supervisor will visually
monitor via daily compliance rounds
(Monday- Friday) various aspects of the
infection control program at least 3 times
per week for 4 weeks and once a month
ongoing.

In addition, the DON/RN Supervisor will
complete randoim observation of hand
washing before, during, and after
personal and incontinence care per the
Infection Control Policies and proper use
of the ice scoop. Any violation will be
addressed with one-on-one education.

The results of the daily compliance
rounds and the random observations will
be forwarded ta the inonthly Quality
improveinent committee meeting for

further review and continued compliance.
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Observation of perineal care for Resident #1 and
Resident #4 revealed poor infection control
technique.

in additton, observation further revealed staff
were repeatedly placing the Ice scoop back inside
the ice chest, on top of the ice during ice pass.

The findings include:

Review of the facility's policy entitled "Infection
Control", dated 09/89, revealed the objectives of
the infection controi pohmes and proceduras
included; preventing and controlling the spread of
communicable/contagious diseases and
maintaining a sanitary environment for personnel,
residents, visitors, and the general public.

Review of the facility's policy entitled
"Handwashing and Hand Hygiene", dated
12/01/10, revealed handwashing or the use of
alcohol-based hand rubs was recognized as the
most basic yet most effective means of
preventing and controlling the spread of infection.
Further review revealed hand hygiene was
indicated before and after contact with a resident,
after touching a source that is likely to be
contaminated. such as soiled linens, aftar
touching excretlons such as feces, urine, or
material soiled with them, and before and afier
changing an incontinent resident.

Review of the facility's policy entitled "Incontinent
Resident Care", dated 02/01/12, revealed staff
was to wash, rinse, and dry the buttocks area,
wash hands, change gloves, apply barrier cream
if indicated, wash hands, apply gloves, position
the resudenl replace the blanket and bedspread,
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remove gloves, wash hands, leave the signal
cord in reach, and wash hands.

A policy related to peri-care was requested
however, not received.

1. Review of Resident #3's medical record
reveailed diagnosee which included Aizheimer's

Dementia. :

Okservation during initial tour, on 07/17/12 at
11:00 AM, revealed Registered Nurse (RN) #2
placed the oxygen nasal cannula into Resident
#3's nostrils, and exited the room without washing
her hands. She continued tour with the surveyor
and went into Room 205, Interview with RN #2
during the initial tour at 11:15 AM, revealed she
should have washed or sanitized her hands after
handling the resident's nasal cannula.

2. Observation of incontinence care for Resident
#3 in Room 207, on 07/17/12 at 2:45 PM,
revealed Cerlified Nursing Assistant (CNA) #13
cleansed stool from the resident’s buttocks,
removed the soiled gloves, and without washing
or sanitizing her hands, opened the bedside table
drawer and obtained a tube of Aloe Vesta
Ointment. The CNA then donned new gloves and
applied the Ointment to the resident's buttocks.
Further observation revealed CNA #13, with the
same soiled gloves positioned the call bell in
reach.of the resident, pulled the residant up in the
bed and placed the soiled attends in a bag. CNA
#13 then removed one glove and opened the

door with the bare hand while hoiding the bag
with the gloved hand, opened the door to the dirty |
utliity and discarded the bag. She then left the
dirty utility room and went to Room 201 to wash

l
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her hands.

interview, on 07/17/12 at 2:50 PM, with CNA#13
revealed she failed to wash her hands after
cleansing stool from the resident's buttocks and
prior to obtaining the Aloe Vesta Qintment from
the drawer. She further acknowledged she had
touched objects in the room with her gloved
hands after applying Ointment to the resident's
buttocks, and failed to wash her hands prior to
exiting the resident's room.

3. Observation of a dressing change for Resident
#3 revealed Licensed Practical Nurse (LPN) #6
wiped stool from the resident's buttocks with a
wet wipe, removed her gloves, and without
washing her hands donned new gioves. She. then
cleansed the resident's wound to the coccyx with
a Normal Saline soaked guaze, applied
CombiDERM dressing, removed her gloves and

washed her hands.

interview, on 0/18/12 at 3:30 PM, with LPN #6
revealed she should have washed her hands
after cleansing the resident's buttocks and prior to
performing the dressing change,

4, Observation of perineal care for Rasident #1
on 07/18/12 at 2:55 PM, revealed Licensed
Practical Niirse (LPN)} #3 cleansed the resident's
buttocks with wet wipes, repositioned the resident
to his/her back, and then without washing her
hands and changing gloves, proceeded to
cleanse the resident’s vaginal area, She then
removed her gloves, and without washing her
hands, openead the ciosel door and retrieved a pair
of pants for the resident. After assisting the
resident with donning the pants, she then washed
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priorto touching objects i the rooms such as the

her hands.

Interview, on 07/18/12 at 3:05 PM with LPN #3,
revaaled she should have cleansed the vaginal
area first, prfor to cleansing the buttocks or
washed hands after cleaning the buttocks and
prior to cleansing the vaginal area. Cortinued
interview revealed she should have washed her
hands after completing incontinence care and

closet door.

5. Observation of parineal care for Resident #4,
on 07/18/12 at 3:1C PM, revealed LPN #2
cleansed the reside :t's buttocks as the resident
was positioned on his/her side, then'proceeded to
reposition the resident to the back. She then,
with the same soiled gloves, cleansed the
resident's pents anc¢ scrotum, Femoved her gloves
and sanitized her h¢ nds.

Interview, on 07/18/12 at 3:25 PM, with LPN #2
revealed she shoule: have washed hands and
donned new gloves after cleansing the resident's
buttocks and prior to cleamng the resident's
genitals.

6. Observation, on 07/17/12 at 11:30 AM,
revealed a chest containing ice with a scoop
inside on top of the ice. Furthar observation
revealed CNA #1 repeatedly scooped ice into the
residents water pilchers and then placed the
scoop back inside the ice chast on top of the ice
for restdents on the 300 hall.

Interview with CNA #1, on 07/17/12 at 12:30 PM, |
revealed the scoop was not supposed to be kept |
inside (he ice chest and was to be kept outside. |
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the chest in a scoop holder. The CNA stated the
$Coop was to be placed into the scoop holder
after scooping ice into the residents’ water
pitchers. Further interview revealsd the scoop -
was o be kept outside of the'ice chest when not
in use to prevent cross contamination.

Interview with Registered Nurse (RN) #1, on
07/20/12 at 12:40 PM, regarding the use of the
ice chest scoop when filling ice in the residents’
water pitchers, revealed when the scoop was not
in use, it should be placed in a plastic bag outside |
of the ice chest. Further Interview revealed tr.s
scoop should not be kept in the ice chest
because If the handle of the scoop came in
contact with the ice thera could be cross
contamination, ’

Interview, on 07/20/12 at 4:30 PM_ with the
Director of Nursing (DON) and Registered Nt 'rse
(RN} #1/Staff Development Coordinator, reve iled
the supervisors and nurses cbserved staff
randomly during daily rounds related to infaction
control issues whlle providing care. The DON
stated RN #1 and other nurses informed her of
any infection control concerns identified and
education was completed with the Ward Meetings
on the units and also one (1) on one (1) with the
staff involved. RN #1 stated she observed CNAs
to perform perineal care, and also rounded the
units several times a shift at least 3 days a week
to watch for infection contro! issues. She stated
some of her audits were recorded on an audit
form and some were casuval. Continued interview
revealed If she noticed a trend she would
inservice all staff related to the infection control
concern,

F 520 483.75(0}{1) QAA F 820| Next page.
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$S8=E | COMMITTEE-MEMBERS/MEET . .
QUARTERLY/PLANS Quality Assessment and Assurance
‘ Program that develops and tmplements
. o i appropriate plans of action to correct
A facility must maintain a quality assessment and wality deficiencics
assurance committee consisting of the director of 4 Y '
nursing services, a physician designated by the . .
facility; and at least 3 other members of the On 8/22/12, the Regional Quality
facity's staff. Improvement Nurse will educate all
h it {and members of the Quality Improvement
e quallty assessment and assurance . y ; - deve
committee meets at least quarterly to Identify ‘Com.mttee r.egardrng propet de»elopkmenl,
issues with respect to which guality assessment rmplemcmatran and follow-up of action
and assurance activities are necessary; and plans.  She will also discuss the
develops and implement:s appropriste plans of importance of follow-up on all identified
actlon to correct identified quality deficiencies. S .
deficiencies to ensure these issues are
A State or the Secretary may no! requlre resolved.
disclosure of the records of such committes
except insofar as such disclosure is related to the On 3/01/12, all CQI minutes inclhuding
co_mphancetof squh committee with the action plans beginning January 2012 to
requirements of t I_S section. current were audited by the Administrator
Good faith attempts by the committee to identify and the Quality Improvement Committee
and correct quality deficiencies will not be used as Chatrman to ensure that appropriate action
& basis for sanctions. plans were initiated based upon tracking
and trending of identified issues. Action
Plans were also reviewed to ensure that
;)I'his REQUIREMENT is not met as evidenced appropriate follow-up was completed until
y .
Based on observation, interview and record the problems resolved.
review, it was determined the facillty falled to : \ _ :
maintain a Quality Assessment and Assurance Effective 8/0“12’ th? Quahrr) _
Program that developed and implemented Improvement Committee will continve to
apprqpriqte plans of action to correct quality follow-up on any action plan wotil the
defplenc!es. This was ewder‘licefi by repeated problem has proved o be resolved for a
deficlencles related to the facility's fallure to .
_ ‘ mintmum of & weeks.,
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‘weeks to includ medication administration,

following: Observations for Resident #3 revealed

ensure there was an effactive infection control
program, and failure to ensure supervision to
prevent accidents,

The findings include:

1. Based on cbservation, interview, and record
review, it was determined the facility failed to
maintain an effective infection control program in
order to prevent the developrment and :
transmisslon of disease and infection within the
facility. This was a repeat deficiency for the
facility which was cited 05/20/11 refated to staff
administering medications after touching pills with
bare hands, poor infection control related to
peri-care, and poor Infection control during a
dressing change/wound treatment,

Review of the facility's Plan of Corraction, with a
compliance date of 06/30/11, revealed nursing
management would conduct inservices for all
nursing staff on the tmportance of maintaining an
Infection Control Program and providing care and
services in such a manner as to prevent the
development and transmission of disease and
infection. The facility alleged the Director of
Nursing (DON) or designee would visualty
monitor via dally compliance rounds Monday thru
Friday various aspects of the infection gontrol
program three (3) times per week for four {4)

handwashing, gloving, linen handling, dressing
changes, perineal care and catheter care.

Observatlons during the survey revealed the

a nurse placed the nasal cannula in the residents
nostrils with her bare hands and falled to wash

Improvement Committee calendar for
- annual follow-up by observation and/or
audit of the identified issue to ensure

ongoing compliance.
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.i observation for Resident #3 revealed a nurse

her hands prior to exiting the room. Further
observation for Resident #3 revealed staff failed
to wash hands after performing incontinence care
and prior to touching objects in the room, and
failed to wash hands prior to exiting the room
after the incontinence care. In addition,

performed incontinence care and failed to wash
her hands prior to performing a dressing change.

Also, cbservation of perineal care for Resident #1
and Resident #4 revealed poor infection control
technigue.

In addition, observation revealed staff were
repeatedly placing the ice scoop back inside the
ice chest, on top of the ice during ice pass.

listerview, on 07/20/12 at 4:00 PM, with the
Cluality Assurance Diractor revealed the DON had
ensured insarvice education was provided related
to Infactlon control and conducted rounds to
ohserve infection control practices.

Interview, on 07/20/12 at 4:30 PM with the DON,
and the Staff Development Nurse, revealed thers
had been inservices and return demonstrations
related to peri-care since the last standard survey
and there was continuad informal audits of
perineal care, skin assessments and dressing
changes being conducted. Further interview
revealed the nursing supervisors continued 1o do
daily rounds to observe for infection control
concerns; however, It was random and there was
no farmal audits at this time. The DON stated,
she would need to emphasize with staff the need
to wash hands prior to changing gloves.
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| remains as free of accident hazards as is

2. Based on observation, interview and review of
the facility's policy, it was determined the facility
failed to ensure residents’ environment remained
as free from accidents and hazards as is
possible. This was a repeat deficiency for the
facility which was cited 05/20/11 related to central
shower.rooms having numerous toiletries left out
on the counter tops, and water temperatures in
residents’ rooms and a shower rcom measured
between 113.9 degrees ?Fahrenheit {F) and
126.0 degrees F.

Review of the facility's Plan of Correction, with a
compliance date of 06/30/12, revealad the DON
or designee educated all staff regarding the
tmportance of maintairing &n environment that

possible, and the Maintena:ce Director recelved
additional education by the Administrator ’
regarding the importance cf maintaining the hot
water temperatures within the acceptable range
and to ensure coverage for scheduled checks if
he was going to be out of the facllity. Also, the
POC specified the Adminisirator or designee
would complete an Environmental Accident
Hazards audit weekly for four weeks to identify
any areas needing improvement, and the
Maintenance Director would audit hot water
temps at least three: (3) times per week for four
(4) weeks at different areas of the facility.

Observation during this survey revealed water
temperatures in residents' rooms measured
between 118 degrees Farenheit (F) to 126
degrees F. [n addition, the facility's policy: "Hot
Water Testing & Regulation” falled to comply with
the maximum hot water temperature of 110
degrees F identified in State Regulation 902 KAR
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20:310-16(5)(g).

Interview, on 07/17/12 at 6:45 PM, with the
Maintenance Supervisor, revealed he obtainad
weekly hot water checks, and In addition had
pean checking sgveral rooms almost daily dua to
concerns with regulating the maximum hot water
temperature. He verified, he did not record the
daily temperatures. Continued interview reveled
the maximum water temperature of the water
should be "about 115 degrees F or below 110
degrees F". Additionally, he stated he did not
check the thermometer for accuracy because
"you can't calibrate this kind of thermometer”.

Interview, on 07/20/12 at 5:45 PM, with the
Administrator, revealed the water temperature
should not be above 115 degrees F and not
below 105 degrees F. She was aware the
Maintenanca Director had trouble regulating the
water temperatures. She verified, the
Maintenance Director had a weekly log and also
did an inforrmal daily check of temperatures and
was timely about making adjustments if any
problems; however, thay ware unable to
determine what the problem was with keeping the
temperature within the proper range at all times.
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K 000

INITIAL COMMENTS

CFR: 42 CFR 483.70(a)

Building: 01

Survey under: NFPA 101 (2000 Edition)
Plan approval: 2009

Facility type: SNF/NF

Type of structure: One story , Type V (000)
Smoke Compartment: Three (3)

Fire Alarm: Complete fire alarm with smoke
detectors installed in corridors, heat detectors in
HVAC of Light House Unit.

Upgraded panel in 2009

Sprinkler System: Complete sprinkler system
(DRY).

Generator: Type 2 generator powered by diesel

A standard Life Safety Code survey was
conducted on 07/18/12. Elliot Nursing and
Rehabilitation Center ( Light House Unit) was
found to be in compliance with the requirements
for participation in Medicare and Medicaid. The
census on the day of the survey was seventy one
(71). The facility is licensed for seventy five (75)
beds.

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the
date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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