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F 000 INITIAL COMMENTS F 000
A Recertification Survey was conducted on ; —1 '
01/20/14 through 01/22/14 to determine the lw | FEB 2 014 |
facility's compliance with Federal requirements. \ : ,
The facilily failed to meet the minimum o
requirements for recertification with the highest
scope and severily of "E".
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253 ~
1. Room number 126 was cleaned by
§8=D | MAINTENANCE SERVICES housekeeping staff on 1/20/2014 after
y ) Resident 11 had finished eating her lunch and
The facility must provide housekeeping and the housekeeping supervisor was interviewed
maintenance services necessary to maintain a by the state surveyor, Resident 11 was out of

the room while housekeeping staff cleaned the
room. Unsampled resident A from room 124A
was in the dining room when her furniture
was moved by maintenance into room 126A.

sanitary, orderly, and comfortable interior.

This REQUIREMENT s not met as evidenced She remained In the dining room while room
by: 126 was cleaned, Resident 11 moved to room
Based on observation, interview, and facility 102A later that day after it had been cleaned
policy review, it was determined the facilily failed prior to her move, The Maintenance
to provide the housekeeping services neccessary Supervisor was verbally educated on
to maintain a sanitary, orderly and comfortable 1/20/2014 by the Director of Nursing (DON) to
environment for one (1) of seventeen (17) s Esgr':]‘ o :rzsc'ﬂe'c‘g; bi‘i’%g'”gs
i e
sampled residents (Resldent #1). Housekeeping bouke it 6sie e mnﬂ <
services were "_Ot provided prior to a room i cleaned. They were also educated to never
change for Resident #11. move belongings into a room during meal
times. The Charge Nurse, a Licensed Practical
The findings include: Nurse (LPN), on duty was verbally educated
by the DON on 1/20/2014 that she must
A review of the facility policy titled, "Environmental ensure housekeeping is notified of any room
Services Guldelines", undated , revealed a changes and ensure the room is cleqned prior
terminal room cleaning should be performed [tr? o rgi';”g:ﬂjg;‘;frtgf":e;'gi”t beirig plaed
ge/cleaning
when a resident s discharged from the unit. The shouldn't occur during meal times.
cleaning includes cleaning of the bed frame,
malll‘ess, hedside Stand, closet (inSIde and 0Ul), 2, All residents have the potential to be
overbed table, chalrs, lights, walls and bathroom. affected by the deficient practice.
They should be aggressively cleaned with
disinfectant/germicide, and the unit will be made 3. A mandatory In-service training for all
up in anticipation of a new admission. maintenance staff and licensed nurses \évill be
conducted on two dates, 2-20-2014 and 2-21-
LABORATORY nlnecron)s\gn_'ijosnﬁmmma REPRESENTATIVE'S SIGNATURE TITLE ‘ {X6) DATE
/o Aowundierparns 22 (1y

Any deliclency statement é'x{c(infq wilh‘an a fe’{sk’ () denotes a deficlency which the instilution may be excused from correcling providing It is determined Ihat
other safeguards provide sufficlent prolecfonlo the patlents. (See Inslructions.) Excepl for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether of not @ 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 lo the facilily. If deficlencles are cited, an approved plan of correction Is requisite to conlinued

program participation.
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2014. The DON will provide the in-service
F 2563 | Continued From page 1 F 253] related to ensuring housekeeping services are
provided to maintain a sanitary residence. In-
; . service content to include: Proper natification
s Gt Gt o
. g p unit. The licensed Charge Nurse on duty Is to
126 Awhere Resldent #11 was silting eating knowledge of any room changes or discharges
hisfher lunch, Interview with the malintanence from the unit. The Charge Nurse should advise
staff at the time revealed Room 126 had not heen Housekeeping of the time the room change is
cleaned prior o Resident A being moved in there, :gg:gfﬁg tt;:eofgé’;tg ::rf:l‘:;f;f}“'"t Z’Sgéi,:ime to
: . interfere with the resident’s meal time.
Interview with the Housekeap?ngltaundry Maintenance staff will be educated to never
Supervisor, on 01/20/14 at 11:54 AM, revealed move belongings into a room without first
she was aware from morning meeting that checking with housekeeping to ensure the
Resident #11 had requested a room change but room has already been cleaned and not to
had not been made aware that a changs had rnove belongings Into the room during the
baen made. She revealed the unit supervisor is residents meal time,
responsible for notifying housekeeping of any )
move. She stated when one resident Is moved 4, The Social Services Director wilt monitor alt
out of a room, that room Is cleaned and the foam changes or discharges from e Ut for
months to ensure that Housekeeping
drasser and closet is wiped out and if a resident been properly notified. The Housekeeping
lsaves the room permanently the enlire room is Supervisor will monitor all room changes or
wiped down. She stated she expected discharges from the unit for 2 months to
housekeeping stalf to have cleaned the room ensure maintenance staff is checking with
before another resident was moved Info the hausekeeping prior to moving resident’s
room, belongings and the room has been cleaned.
The LPN Quality Improvement Coordinator or
. Quality Improfr\éme[rjtt Committee team
Interview, on 01/20/14 at 12:37 PM with member will moniter for continued compliance
Reglstered Nurse (RN) #2, revealed to ensure proper notification to housekeeping
housekeepling should have bean nolifled by the and from maintenance is being done and
nurse on duty when it was determined the rooms are cleaned prier to any room changes
resident was going to move to another room. or discharges from the unit during a time that
She stated the room should have been goesrt"tjlnttlerfe;e \E:th tge reslder?ts meal times
. y randomtly checking 5 room changes or
complately cleaned prior to another resident discharges per month, Any non-compllance Is
moving Into that raom. to be reporied to the DON. The DON/Destgnee
F 334 483.25(") INFLUENZAAND PNEUMOCOCCAL F 334 will re-educate the staff member Involved in
ss=D | IMMUNIZATIONS any found non-compliance followed by
’ discipline, if Indicated, per guldelines of the
The facility must develop policies and procedures personnel policy handbook.
that ensure that -- ’ .
5. Completion Date: 2-22-2014 2-22-2014
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(1) Before offering the influenza immunization,
each resident, or the resident's legal
representative raceives education regarding the
benefits and potential side effects of the
immunization;

(ll) Each resident Is offered an influenza
immunization October 1 through March 31
annually, unless the Immunization is medically
contraindicated or the resident has already been
immunized during this time period;

{lll} The resident or the resident's legal
representativa has the opportunity {o refuse
immunization; and

{iv) The resident's medical record includes
documentation that Indicates, at a minimum, the
following:

(A) That ihe resident or resident's legal
reprasentative was providsd education regarding
the benefits and potential slde effects of influenza
immunization; and

(B) That tha resident elther received the
influenza immunization or did not receive the
influgnza immunization due to medical
contraindications or refusal.

Tha facility must develop policles and procedures
thal ensura that --

(1) Before offering the pneumococcal
immunization, each resident, or the resident's
legal representative recelves education regarding
the benefits and potential side effects of the
immunization;

(i} Each resident Is offered a pneumococcal
iImmunization, unless the Immunization is
medically contraindicated or the resident has
already been immunized;

(i) The resident or the resident's legal
representative has the opportunily lo refuse

(*4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) o
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F 334 Conlinued From page 2 F 334] 1. 0n 1-22-2014 a late entry was recorded by

the LPN Infection Control/Quality
Improvement Nurse on Resident #6
Immunization record reflecting her refusal of
the influenza vaccination for 2013, The DON
verbally educated the LPN Infection
Control/Quality Nurse on 1/22/2014 that any
refusal of the Influenza vaccine must be
documented on the resident's immunization
record annually.

2. All residents have the potential to be
affected by the deficlent practice.

3. All residents lImmunization records are
belng reviewed by the LPN Infection Controlf
Quality Nurse and RN Unit Supervisors to
ensure any refusals are documented. A
mandatory in-service Is scheduled for the
dates of 2-20-14 and 2-21-14 for alt licensed
nurses. In- service will be conducted by the
DON. In-service content to include procedure
and protocol related to proper documentation
of influenza immunlzations and refusals,
Restdents must be offered the influenza
vaccine annually between the dates of
October1 through March 31 unlessit is
medically contralndicated or the resident has
already recelved an influenza vaccine during
that time period, Documentation of the
vaccine administration, refusal, or medical
contralndication must be entered on the
resident’s immunization record, All vaccine
refusals must also be documented as a
narrative entry In the nurse’s notes.

4. The RN Unit Supervisors will review the
resldent’s immunization records within 7 days
of all new admissions through the influenza
vaccination time frame for the current year,
March 31, 2014, to monitor for continued
compllance, Annually, all residents
immunization records will be reviewed by the
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F 334

‘Immunization; and

Continued From page 3

{iv) The resident's medlcal record includes
documentation that Indicated, at a minimum, the
following:

(A) That the resident or resident's legal
representative was provided education regarding
the benefils and potentlal side effects of
pnaumocaccal immunization; and

(B) That the resident either recelved the
pneumococcal Immunization or did no! recsive
the pneumacoccal immunization due to medical
contraindication or refusal.

(v) As an alternative, based on an assessment
and practilloner recommendation, a second
pneumococcal immunization may be given afler 5
years following the flrst pneumococcal
immunization, unless medically contraindicated or
the resldent or the residenl's legal represeniative
refuses the second immunization.

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, slaff interview, and review
of the resident face shes!, nurse's notes,
immunization record and facllity policy it was
determined the facility falfed to document a
refusatl of an Influenza vaceine for Resident #6.

The findings include;

Review of the facillly pollcy titled, "Influenza®, not
dated, revealed the facllily recommended flu

vaecines to residents andfor resident responsible
pariles and refusals should be documented in the

resldent's meadical record.

F 334

RN Unit Supervisors during the vaccination
time frame of October 1 through March 31 to
ensure compliance is sustalned. Any non-
compliance Is to be reported to the DON. The
DON will re-educate the staff member
Involved in any found non-compliance
followed by discipline, If indicated, per
guldelines of the personnel policy handbook.

5. Completion Date: 2-22-2014 1 2-22-2014
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8$S8=E

Continued From page 4

Review of the face sheet revealed the facility
readmilted Resident #6 on 06/27/12 with
diagnoses which Included Dapressive Disorder.

Review of Resident #6's immunization Racord
and nurses notes revealad there was no
documentation an Influenza vaccine was given or
a refusal of influenza vaccination for 2013,

Interview with the Infection Conlrol/Quaiity
Improvement Nurse, on 1/21/14 at 2.:30 PM,
revealed she did not document Residenti#&’s
refusal of the Influenza Vaccine for 2013 In the
resldent's chart.

Interview with the Director of Nursing {DON}, on
01/22/14 at 12:53 PM, revealed refusal of
immunizations should be documented on the
Imraunization Record and nursing notes annuatly.
483.60(a),(b) PHARMACEUTICAL SVC -
AGCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and blologicals to its residents, or obtain
them under an agreement described in
§483.75(h) of this part. The facliity may parmit
unlicensed personnel to administer drugs if Stale
law permits, but only under the general
supervision of a licensed nurse.

A facllity must provide pharmaceutical services
{Including procedures thal assure the accurate
acquiring, recsiving, dispensing, and
administering of all drugs and hiologicals) to meet
the needs of each resident.

The facilily must employ or abtain the services of
a licensed pharmacist who provides consultation

F 334

F 425

RN #1 removed all explred drugs
from the Emergency Drug Box and
contacted the pharmacy for
replacement medications on
1/22/2014 after Interview with the
state surveyor, RN #1 also counted
and Initiated a Controlled Drugs-
Count Record for the Ativan that was
stored In the locked narcotic box
Inside the refrigerator, The DON
verbally in-serviced licensed nurses
and medication atdes on duty on 1-
22-2014 that all Narcotics must be
counted and signed on the Controlled
brugs-Count record by both the en
coming and off going nurse or
medication aides. The Pharmacy was
contacted by The DON on 1/22/204
regarding the explred drugs and the
need for them to manage the
Emergency Drug Box medications and
maintain it with non-expired drugs.
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2. All residents have the potentlal to be
F 4251 Continued From page 6 F 425 affected by the deﬂcieﬁt practice.
on all aspects of the provision of pharmacy 3. The Pharmacy has developed an
services In the facliity. Emergency Drug Box Protocol. A
mandatory in-service is scheduled for
the dates of 2-20-2014 and 2-21-
2014. In- service will be conducted by
the DON, In-service content to
; ;
This REQUIREMENT Is not met as evidenced ;}f;‘ﬁ,‘f,iff ‘;ﬁﬂiﬂf’ﬂﬁi}i?ﬁ&dﬁ
by: how to properly remove drugs from
Based on observation, interview, and review of the box so the drugs will be replaced
the facility's policy for "Controlled Substances", by the pharmacy, and the protocol for
ER Box Sign Out Shest, and Conltrolled how audits, inventory, and expiration
Substances Use Record, it was determined the dﬁebs 0!2 the ”‘Ed";at“"’s In the box
facllity failed to ensure the pharmaocy provided an Emere andied. All drugs In the
gency Drug Box will have its
Emergency Drug K(t (EDK) that was monitored own Inventory sheet. This sheet will
for expired medications and the expired be documented on when each drug Is
medications were removed from the EDK. In removed and replaced, along with
addition, the facilily falled to ensure narcotics, time, date, patient name, and the
locked in the EDK Medicalion Room Refrigerator, person removing or replacing the
were counted avery shift. drug. The phe;rmaclst will perform
quarterly audits and remove any drug
. with an expiration date that falls
The findings include: within the 2ext 6 six months of the
date the audit is performed And
Review of the facility policy "Controlled replace it with new medications with
Substances", undated, revealed staff assigned for a longer than 6 months explration
the medication administration must count date. A log will be kept by the
controlled drugs at the end of each shift. The Egsgt‘[’g’nﬁ‘l’r g]‘;;”&‘;zgéhfhz”ﬁ;;er
gta{ff coml:ig O{: dtuhty and l?? pezﬁon gocfing off protocol for counting narcotics and
uty, must make the count together an the documentation to prove the count
document the narcotic count. They must report was completed. All Narcotics In the
any discrepancies to the Director of Nursing facllity, including the locked
(DON,) or deslgnes. interview with Registered emergency drug box in the
Nurse (RN) #1, on 01/22/14 at 10:50 AM, refrigerator, must be counted and
revealed the RN was responsible to check the signed on the Controfted Drugs-Count
explration dates on the EDK, as the facllily had record by both the on comig and off
recently changed pharmacles and there was no P Any narcotie that e e oo
agresment or policy, with the pharmacy, to administered must be docurmented on
perform this service, the residents Controlted Substance
Use Record. Documentation to
1. Observation of the medication Room on the
Evan{ 1D; FKMH1 Facitity 1. 100328 It continuation sheel Page 6 of 10
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F 426 | Continued From page 6 F 425 ié:clude the date, time, amount glven,
West Wing, on 01/22/14 at 10:50 AM, revealed e amount left after administration,
RN #1 had expired medications in the EDK to arid the staff :?TZ";ES;S signature who
Include: One (1) ampule of Vitamin K, expired on 4. The DON or Designee will monitor for
October 2013; Four (4) tablels of Levaquin 250 compliance of the facility maintalning
Milligrams (mg,} expired April 2013; and one (1) accurate narcotic count records by
tablet of Clonidine 0.1 mgs, expired 11/20/13. viewlng the Controlled Substance Use
Records of all Narcotics dally five
Interview, on 01/22314 at 10:66 AM, with RN #1, s e week for two months
revealed there was only one EDK, in the facillty, o] Oy weekly visual checks to
; pliance is sustained. The
and this was kept on the West Wing and she was pharmacy audit logs maintained by
responsible to check the explration dates and had the pharmacist will be reviewed
not had the time to go through and discard the quarterly by the DON to ensure
medications. compliance is sustalned. Any
employee noted to be involved in any
Interview with the DON, on 01/22/14 at 12:15 PM, ?3{1'60?%"63?6 will be re-educated
revealed the pharmacist was under the e mveq oy discpline, Ifindicated, per
e e personnel policy handbook. Any
Impresslon the facilily was keeping up with the re-eduication and or discipline will be
EDK expired madications and the DON thought _ conducted by the DON.
the pharmacy was taking care of this, 5. Completion Date; 2-22-2014 2-22-2014

2, Observation of the Medication Room on the
West Wing, on 01/22/14 at 11:00 AM, revealed
four {4} vials of Ativan two (2) mg per milliliter
(ml,) were locked, in a separate box, in the
refrigerator and had not been counted since
01/18/14.

Review of the "ER Box Sign Out Sheet," dated
01/18/14 at 6:30 PM, revealed there ware "four
and one-halif vials left." Review of the "Controlled +{
Substance Use Record,” dated 01/01/14,
revealed there were five (5) vials of Ativan in the
EDK.

Interview with RN #1, on 01/22/14 at 11:05 AM,
revealed the-on coming licensed nurse and the
off going licensed nurse should have been
counting the narcotics in the EDK, in the
refrigerator, with every shifi change.
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F 425} Continued From page 7 F 425
Interview with the Statf Development Coordinalor
(sDhcy,
on 01/22114 at 12:30 PM, revealed the nurses,
from each shift, were to count the narcotics
together, at shift change and the narcotles in the
EDK, should have been counted at this time.
Interview with the DON, on 01/22/14 at 12:20 PM,
revaaled the EDK narcotics should have been
counted every shift and she was responsible to
monitor this was being completed.
F 441} 483.65 INFECTION CONTROCL, PREVENT F 441
8s=E | SPREAD, LINENS 1. The nebullzer machines that were on the

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanliary and comfortable environment and
to help pravent the development and transmission

of disease and Infection.

{a) Infeclion Control Program

The facllity must sstablish an infection Gontrol
Program under which it -

(1) Invasligates, controls, and prevents infections
in the factlity;

(2) Decldes what procedures, such as Isolation,
should be applied to an individual resident; and
(3) Maintains a record of Incidents and corrective
actlons related to infections.

{b) Preventing Spread of Infection

(1) When the Infection Control Program
determines-that a resident needs Isolation to
prevent the spread of infection, the facility mus!
isolate the resident.

(2) The facllity must prohibit employees with a
communicable disease or infected skin lesions

floor In rooms In 201 and 210 were removed
from the floor. The machines were cleaned
and stored In the medication room as
resident’s nebulizer treatments were no longer
ordered by the physician, LPN #1 was verbally
in-serviced on 1-22-2014 by the DON on
proper protocol for storage and use of
nebulizer machines related to infection
control.

The nasal cannula tubing was removed and
discarded from the oxygen tank stored on the
back of the wheelchalr outside the conference
room door on East Wing. The oxygen tank
and regulator was removed from the chatr,
sanitized, and placed In oxygen storage rack in
the medication room storage area.

2. Ali residents have the potential to be
affected by the deficient practice, All rooms
and hallways were visually Inspected by the
DON on 1-23-2014 for any Improper storage
of nebullzer machipes, mouthpleces/masks,
oxygen tanks, or tubing to identify any other
residents that may be Immediately affected by
the deficlent practice.
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F 441 | Conlinued From page 8 F 441} 34 mandatory In-service for all nursing staff

from direct contact with resldents or their food, If
diract contact wili transmit the disease.

{3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional praclice.

(c) Linens
Personnel must handle, store, process and
transport linens so as lo prevent the spread of

Infection.

This REQUIREMENT Is not mel as evidenced
by: _

Based on observation, staff interview, and review
of facility poticy it was determined the facility
falled to store two nebulizer machines, tubing and
one oxygen cannuia In a sanitary manner to
prevent the ransmission of infectlon and disease.

The findings include:

1. Review of the facilily policy tilled, "Nebullzer
Breathing Machine Therapy Policy", not dated,
revealed staff should disassemble equipment and
clean nebulizing unlt after each use., Each
resident should have histher own nebulizer
machine, tubing, mouth plece, or mask, and It
should be covered and stored in the nebulizer
machine. The medicalion container should be
rinsed with warm water after each use. Mask and
tublng should be changed weekly.

Ohservations on 01/20/14 at 11:45 AM, 12:41
PM, and 4:20 PM in room #210 revealed two
nebuiizer machines on the ficor, a nebulizer
machine, tubing and mouthpiece was on floor in

Is scheduled on the dates of 2-20-14 and 2-
21-2014. The DON will conduct the in-service.
In-service content to include training on
proper procedure and protocol! for infection
control malntenance related to storage, use,
and cleaning of the nebullzer machines,
oxygen tanks, and tubing. Nursing staff will be
educated on the Nebulizer Therapy Policy:
Each resident must have hisfher own machine,
tublng, mouthpiece, or mask. The medication
container should be rinsed with warm water
after each use, The machine and mouthpieces
or masks should be covered and stored with
the nebulizer machine on the resident’s
dresser or over bed table when not in use.
The tubing, mouthpleces, or masks are to be
changed weekly, Nebulizer machines or tubing
should never be in the floor or have the tubing
and mouthplece in & dresser drawer, After
nebulizer therapy Is discontinued per physiclan
orders all tubing, mouthpleces, and masks
should be discarded. The nebulizer machine
shoutd be removed from the room
immediately after the fast ordered treatment,
sanftized, and notify the supplier for pick up of
the machine. Nursing staff will be also be
educated on proper removal and storage of
oxygen tanks and tubing, When oxygen Is no
longer in use the Charge Nurse should
immedtately discard the oxygen tublng and
store the oxygen tank in the designated area.
Empty oxygen tanks are to be stored in the
soiled utility room. Non-empty tanks and
regutators should be disinfected and stored in
the medication room. Charge Nurses are
responsible for ensuring the nebulizers,
mouthpleces/masks, tubina, nasal cannulas,
and oxygen tanks are stored and used in a
sanitary manner that will prevent the
transmission of infection,
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STATEMENT OF DEFICIENCIES {X1)} PROVIDERISUPPLIERICLIA {%2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION fDENTIFICATION NUMBER: COMPLETED
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on 01/22/14 al 12;30 PM revealed a portable
oxygen tank stored on the back of a wheelchair
outside conferance room door on the East Wing
with a nasal cannula attached. Further
observation revealed dried brown particles
adhering fo the nasal prongs and "Y" portion of
the tubing.

Interview with the Director of Nursing {DON), on
01/22/14 at 12:65, revealed when an oxygen tank
is not in use by a resident, the nasal cannula
tubing should be discarded and the tanks should
be returned to the designaled oxygen storage
area in the medication room. The DON stated
the resident who had resided in the room
adjacent to the East Wing conference room had
been sent to the hospital on 01/16/14.

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
DEFICIENCY)
F 441 Continued From page 9 F 441 4. The Charge Nurses on each wing will do a
Room 201-1 . and a nebulizer machine was on : walk through dally on their shift to monitor for
' any improper storage or use of nebulizer
the floor with luking and mouth plege hanging out machines, mouthpieces/masks, tubing, or
of top drawer of bedside table In room 201-2 , oxygen tanks. The RN Unit Supervisors will
visually Inspect all rooms and haliways of thelr
interview, on 1/20/14 at 6:30 PM with Licensed wing for any Improper storage or use of
Practical Nurse (LPN) #1, revealed nebulizer nebulizer machines, mouthpieces/masks,
machines should not be on the floor, LPN #1 ;‘}‘Bgég's ‘E:’ ‘:n"gg;gf?:rkiownfmg‘g t‘”‘:.
. ompliance.
aevealeg the tub!:!hg Sh(:gkéimt g%igggehwé) t Thereafter, the LPN Staff Development
rawer because they are dirty an 8t no Coordinator will visually inspect all rooms and
been In the room today. hallways for any Improper storage or use of
nebulizer machines, mouthpieces/masks,
interview, on 1/22/14 at 12:63 PM with the oxygen tanks, or tubing weekly to ensure
Director of Nursing (DON}, revealed nebullzer compliance Is sustained. Any non-compliance
machines should be stored on the dresser or over will be reported to the DON. The DON will re-
the bed table after Il had been cleaned and educate the staff member Involved In any non-
cavered with plastic bag. ;:i:tpllijnﬁg fo!lo;'vtid by disclpsline, II'f indicated,
guidelines of the personnel policy
handbook.
2. Observation on 01/20/14 at 11:30 AM and 4:30 _
PM, on 01/24/14 at 10:00 AM and 6:00 PM and 5. Completion Date; 2-22-2014 2-22-2014
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(X4 1D SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE GOM;;TE?GN

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

K 000 | INFTIAL COMMENTS K000

CFR: 42 CFR 483.70(a)
BUILDING: 01.

PLAN APPROVAL: 1972,
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Type |li
{211).

SMOKE COMPARTMENTS: Elght (8) smoke
compariments.

FIRE ALARM: Complete fire alarm system
installed In 1972, and upgraded In 2010 with 16
smoke detectors and 3 heat detectors.

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system Installed in 1972 and upgraded
in 2011.

GENERATOR: Type ll generator installed in 2011,
Fuel source is Natural Gas,

A standard Life Safety Code survey was
conducted on 01/21114. Calvert City
Convalescent Cenler was found in compliance
with the requirements for participation In
Medicare and Medicald. The facility Is centified for
Ninety-Five (95) beds with a census of
Elghty-Five {85) on the day of the survay.

The findings that follow demonstrate compiiance
with Titte 42, Code of Federal Reguiations,

LABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER ESENTATIVE'S SIGNATURE TITLE (X6) DATE
1 /5 ) i/

A bh JIS’TMT&/

Any deficlency statement enading with an as{evrigky(‘} dangles & dofleloncy which the institulion may be excused fiom cosrecting providing il Is detarmined that
other safeguards provide sufficent protection to the patidpis. (See Inslructions.) Except for nursing homaes, the findings siated above are disclosable 90 days
fallowing ihe data of survey whathsr or not a plan of correction [s provided. For nurefng homas, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facilily, [f deficlencles aie ciled, an approvad plan of cosreclion is requisite to continued

program paritcipation,
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K 000 Continued From page 1 K 000

483.70(a) el seq. {Life Safety from Fira).
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