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F 000 | INITIAL COMMENTS

A Recertification Survey was condueted on
08/17/14 through 06/19/14 to determine the
facility's compliance with Fedaral requirements,
The facllity failed to meet minimum requiretnents
for recertification with the highest S/3 of an "F",
F 164 483.10(e), 483.75(1)(4) PERSONAL
§8=D | PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the Hght to personal privagy and
confidentiality of his or her personal and clinjeal
recorgs,

Personal privacy includes accommodations,
medical treatment, written and telephaone
communications, personal ¢ara, visits, and
meatings of family and resident aroups, but this
dogs not require the faciiity to provide a private
room fer each resident.

Except as provided in paragraph (&)(3) of this
section, the resident may approve or refuse the
release of personal and clinical records to any
Individual outside the facillty,

The resident's right to refuse release of personal
and elinical records does not apply when the
resident is transferred to another health care
institution; or record release is reguired by law,

The facillty must keep confidential sll information
contained in the resident's records, regardless of
the form ¢r storage methads, except whan
release is required by transfer to another
healthcare Institution; law; third party paymant
contract; or the resident.
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F 000 Disclaimar: Preparation and sxacution of this -

plan of corraction does not constitute
admisslon or agreament by the provider of the
truth ofithe facts allaged or conclusions set
forth In the statemant of deflclency. This plan
jof corraction is prepared and executad solely
because it Is raquired by fedaral and state law,i

F 164 483.10(a), 483.75(1) (4) PERSONAL
PRIVACY/CONFIDENTIALITY OF RECORDS
The resident has the rights to personal privacy
and confidenttality of his or her personal and
clinical records. Personal privacy includes
accommodations, medical treatment, written and
telephone communications, personal care, visits,
and meetings of family and resident groups, but
this does not require the facllity Lo provide a
private room for each resident. '
Criteria #1: Privacy is being provided during
care for Resident #11 as determined by: care
observation parformed by administrative nurses
on 6/23/14, 6127114, and 7/i/14.
Critarla #2: All residents had the polential to be
affected by this alleged deficient practice, o
Criteria #3: Nursing staff members are receiving
a nursing skills check-off and in-service
eduoation on 7/15/14 and 7/17/14 by the Director
of Nursing or her designee on the requirements
of F 164, including, but not limited to: providing
privacy (closing blinds, pulling privacy curtain,
closing door, efc.) when providing personal care
that would indicate the need for privacy. Any
nursing staff membars that have not been in-
serviced by target date will by prior to their next
shift worked.
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(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES
FREFIX {EACH DEFICIENCY MUST B PRESEDED BY FuLL, I PQEPFX (eﬂogfn?@?&ﬂ%ﬁéﬂﬁsﬂﬁéﬁ%“gg BovmETON
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F 184 | Continued From page 1 ’ F 154 ! Criteria ##4: The QA indicator tool for the
This REQUIREMENT I8 not met as evidenced monitoring of privacy 8s oullined in F 164 shall
by: be utilized weekly X4 weeks, then monthiy X 2
Basad on observation, interview, and review of months and then quarterly s per established QA
the facliity's Resident's Rights policy, it was F calendar under the supervision of the Director of
determined the facility failed to ensure personal Nursing. Results of the audits will be reported fo
privacy for one (1) resident (Resident # 11), in the the QA Commitiee by the Direstor of Nursing or
selected sample of thirteen (13} residents. Designes each monih itis completed. Ifan
o accepled threshold of compliance is not
Findings include: ! achlavad, the Direstor of Nursing or Deslgnes
. ) shall immediately develop ang oversee a
Review of the Resident's Rights, undated, corective plan, The delsils of the corfective plan
revezlad each resident had the right to privacy will be reported to the QA Commiltes, with
with regerd to personal care. updated audit results, at the next monthly
Observation of Resldent #11, an 06/17/14 at 4:10 meeling. Audit frequency may be Increesed or
| decreased per QA commiites findings, 7712014

FM, revaaled Licensed Practical Nurse (LPN} #1
administered insulin to the resident without pulting
the privacy curtain, enabling the resident's
reommate to view hisfher care,

Critetia #5; Target Date

intervigw with LPN #1, on 06/17/14 at 4:10 PM,
reveated It was dificult 10 provide privagy as the
00 was so small,

Interviaw with the Diractor of Nursing (DON), on
06/18/14 at 12:15 PM, revealed she expacied
staff {o ulllize the privacy curdain belwaen
residents when providing treatment,

F 281 | 483.20(k){3}(}) SERVICES PROVIDED MEET F 281
S5=0 | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meel professional standards of guality.

This REQUIREMENT is not mat as evidencad
by
Based on observatlon, interview, record reviaw,

i
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F 281 Continued From page 2 F 281

and review of the facility's polisylprocedure, it wae
determined the facility failed to enaure Bervices
provided met professional standards of quality
related to staff following physleisn's orders for
ong (1) resident (Residen: #1), in the sefacted
sarmple of thiteen (13) residents, and ane {1)
resldent (Resident A), not in the selected sample.

Findings includs;

1. Record review revealad the facility admitted
Resldent #1 on 04/25M13 vilh diagnhoses fo
include Muscular Wasting, Anorexia, and
Dementia. Review of a quarterly Minimum Data
Jet (MDS}, dated 05/24/14, revealed the rezldent
was assessed to have g Brief Interview for Mental
Stalus (BIMS) score of alx (B),

Review of the June 2014 physician's order
revealed an order for Resident #1 to have heel
protecters to his/her bifateral heels every shift

Review of the Treatment Administration Record

1 {TAR), dated June 2014, revealed documantation
by staff that bilateral hasl protectars were in place
aevery shift, except for ane emission noted an

criginal order far the hael prolectars was written
on 12/17H3,

Obsgrvation of Resident #1, on 06/18/14 2t 8:40
AM, revealed the resident was not wearing heel
protactors, end the heel protectnrs were not in
view in the resident's room,

Further observation of Resldent #1, on DE/18/14
al 1140 PM, revesled the resident was net
wearing heel protestors. A review of tha Kiosk by
State Registared Nurse Alde (SRNA) #2 revealad

06/10/14, Furtner review of the TAR revealed the .

i F 281 483,20(k)(3)(i) SERVICES PROVIDED

| Physlclan orders for iterns including but not

MEET PROFESSIONAL STANDARDS

The services providad or amanged by the fagility
shalt meet professional standards or quality:
Griteria #1: Resident #1 - an order to
discontinue heel protestors was obtained on
6/1814, Resident A Is recelving medications i
accordance with physician orders as delermined
by: med pass observation and MAR inspection
on 6/18/14, 6/26/14, and 7/6/14.

Criterla #2: An audit of resident ancillary orgsrs
wag completed on 6/18/14 by the Assistant
Director of Nursing (ADON} to determine ihat

limited to: heel boots ware being followed.

Medication observations were performad en
718114 by the pharmacy consultant to determine if
other residents were not recgiving medications
per MD order{s).

Criteria #3: The facility protoce for diseentimulng
MD orders when indicated {such as after a
wound has healed) has been reviewed and
revised as indicated on 7/1/14 by Administrative
nurses, Faclity nurses and KMA's will receive i

‘provided by the Adminisirative nurses on the

Iservice sducation on 7/16/4 and 7117114 a3

feguiatory requirements of F 281, fncluding, but
notfimited to: {1} on verifying orderfireaiment(s)
are In place prior 1o Initialing the ftem TAR {such
as hesl boots), (2} eny revisions made to the
above mentioned protocol, and (3) administering
medications as per MD order, Any nurses or
KMA that wers net In-serviged by target date wit
recelva In-servics education prior to their next
schedulad shift,
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F 281 Continvad From page 3 Fogtl

no entry inthe SFSNA'S care plan for the has) Criteria #4: The CQY too! for the moniering of
pra};ctors. Interview with the SRNA revesled the foflowing MD orders, including, but not limited fo;
Pieo fout o va hee| protactar booes and heel baots and medication administration shal be

! pilows. utiized weekly X2 weeks, monthly X2 months,

. , . . n as f
Interview with the Assistant Director of Nursing and then quarterly as per ?S.tathhed C.QI
i calendar under the supervision of the Diraglor of
{ADON), on 08/18/14 at 3:35 BM, revealed a rew Nursing. Resuits of the audits will be reparied to
ardar was written oh 0B/18/14 to diseontinue the 0. . po
bilateral heels boots, She reported the hoots the QA Commitiee by the Director of Nursing or
ware discontinued on an unknuwn date and the Deslgnes sach month itis completed, If an
heels have been floated since that lime. After & accepted threshold of campliance is ot
review of the June TAR for the rasident, the achigved, the Diracior of Nursing ar Designees
ADDN reveated the heal protectars were shall immediately develop and oversee a
dacumented as In place which she revealed was sorreclive plan, The detalls of the correclive plan
inaccurately dacumented. will be reported to the QA Committes, with
updated audit resulls, at the next menthly
Interview with the Director of Nursing {DON), on mesting, Audit freguenty may be increased or
06/19/14 at 11:65 AM, revaaled she expected decreased per Qf-cuitrittas findings. 71712014
staff to follow the physiclan's orders, and if they { Criterta #5: Targst Date
cannat, they should comtact the physician, An )
expectation would alse be for staff to gcaurataly
documgnt the care 9 resident received.
2. Review of the facility's polisy/procedure for
“Trensdermal Drug Delivery Systern Application",
undated, revealed to identify the location en the
body for patch placement. Remove the old patch
from tha body, Document the placement site on
the Medication Administration Record (MAR},
Raview of the "Madicalion Administration™
policy/procedure, revised 12/18/12, ravepled
medications were administered In accordance
with written orders of the altending physicisn,
Record reviaw revealad the facility admitted
Resident A on 01/08/14 with diagnosas to include
Type i Dlabetes Mellitus, Hypertension (HTN),
Peripheral Vascular Disease (PVD), Maslitis VS X
FORM CM3-268102-99) Previovs Vartions Shisolele Evant 10 4TX 11} Faeitty ID; 160353 If conlinuaticn shast Pagn 4 of 21
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Continued From page 4

Inflammetory Cancer Right Breast, Lower
Exiremity Cellulitis, Left Faot Ulcar, Deprassion,
Self Cara Deficit, and Anxiety. Review of the
physician's orders, dated June 2014, revealed an
arder for Exelon 4.6 mgi24 hour franedemsal
patch once daily for cognitive dysfunction.
Remave the old patch before applying the new
one, rotata sites (do not apply 2 new pateh io the
same focation for at leas! fourteen days), Reviaw
of the MAR, dated June 2014, revesled staff did
not document which sita the Exelon pateh was
applied, from 06/01/14 through 08/17/14.

Obszervation, on 08/18/14 3t 7:32 AM, revealed
Kenfucky Mediczld Aide (KMA) #1 applied an
Exelon transdermal pateh 4.8 miliigrams {mg) to
the left upper back on Resident A; however, she
dld not remeve an old patch from the resident,

Intervigw with KMA #1, on 06/18/14 at 7:17 A,
revasled sha "always" used fhe same site when
applying the resident's Exclon pateh, She
revealed the resident’s old patch was not on
his/her back when she applied the new ane.

interview with the Director of Nursing (DON), on
06/18/14 at 12:15 PM, revealed staf were
expected to look for the old pateh before applying
a new one, andg notify the nurse if unable 1o locate
the old patch, Staff should document on the MAR
which site a transdermal patch was placad, S1a8
were expected to follaw the physician's orders
related to medication sdministration . The
standard of practice used by the faciity was the
"Transdermat Druy Delivery System Application”
policy.

483,26(d) NO CATHETER, PREVENT UT},
RESTORE BLADDER

|

F 281

F 315
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[ | !
F 315 | Continued From page 5 E g F 315 483,254} NO CATHETER, PREVENTUT,

Based on the resident's comprehensive
assessment, the faclfty must ensure that g
resident wio enters the facility without an
indwelling catheter Is hot catheterized unless the
resident’s clinical condiffon dermenstrates that
catheterlzation was necessary; and & resident
who Is Incontinent of bladder receives appropriate
treatment and services to pravent urinary tract
infactions and to restore as much nomal bladder
i funttion ag pozsible,

This REQUIREMENT is pot met 25 avidenced
by:

Based on observation, interview, record review,
and revisw of the facility's policy/progedure, the
facility failad to ensura residents received
appropriate frealment and services to prevent
vrinary tract Infections (UTH) for one {1} resident
(Resident #1), in the salected sample of thirteen
{13) residents, related to impraper technigue for
¢atheter care.

Findings include:

Review of the facility's policy/orocedurs relaiad 1o
Gatheter Care, undated, revealad the procedyra
of catheter care was to hold the catheter hear the
megtus, dean the catheter from the moatus dewn
the catheter about four (4) inches, using soap,
water, and a clean waghglath. Clean dawnward
away from the meatus with cne (1) stroke.
Repeat as noeded with a clean atea on the
washcloth each tlme,

RESTORE BLADDER

A resident who 18 incontinent of bladder recelves
appropriale fresiment and sevices to pravent deinary
tract infections and fo restore a3 much nermal bladder
funelion as possitte;

Criteria #1: Resident #1 Is receiving catheter care as
per fagllity policy and procedure a¢ delenmined by; esth
care oservation done on 6/20M4 by adminlshative
nutaes,

Criteria #2; Al residants with indwelling cathelers have
the polentlat to be affected by this alteged deRcient
praviice,

Criterla #3: - SRNA'S recalved In-servics education
on the faclfily's policy and procedure on praviding
catheler care Inftisted on B/20M4 8 provided by
Director of Nursing or her designes, A posttest wag
géven glong with relum demonstration to delermine staff
competency, Re-education and esting was provided 25
indicated, Any SRNA rot In-servicad on 620114 wit be
on THEM4 and 7717114 skil chesk offfn-senvice
session. Any SRNA not In-serviced by larget date wil
fecelve in-service education prior to thelr next shiff
worked,

Criterla #4: The QA Cath Care Skills tood shall be
uliizad randomiy with 4 staff members weekly X 2
wagks, then monthly X 2 manths and then anaually
and prn as patt of the facility's annuat skills review
process, Al new hire SRNA'S will be requirad to
successhelly perlom this task as par of their
orientation process, Results of the aucis will b
reported 1o the QA Commitiee by the DON or
Designee each month 1 is completed. If an ascepted
Ihreshald of compliance Is not achiaved, the DON ar
Designea shall Immediately devalop and overses a
corrective plan. The detells of the comective plan wil
be reported to the QA Committes, with updated audit
results, at the nexi monthly mesting, Audt frequency
iay be Ingreased or dacreased par QA commilies

Recard review ravealed the facility admitted findings. TH7IEN
Resident #1 on 04/25/13 with diagnosis to include Critorla #5! Target Date
Urinary Rafention, Review of the Quarterly -

FORM CM5-2557(02.58) Frevious Verslons Obsalata Event ID24TX111 Faefly ID: 0b453 Hcontinuation zhaet Pege B of 21
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Minirmum Data Set (MDS) assesement, dated
05/24/14, revealed the fagllity assessed Resident
#1 to have a Brief Interview Mental Status (BIMS)
seore of slx {6).

Observalion, an 05/18/14 a1 8:45 AM, revealed
State Registared Murse Alde {SRNA) #4
completed Resident #1's cathster pare by using
the same ares of the washcloth, wiping the
catheter with & back and forth motion.

Review of documeniztion, recaivad frotn the
Assistent Director of Nursing {ADON}, revaaled
SRNA# regeived a review of per-care and
catheter sare procedures/skills by the ADON on
0&f18114.

Reviaw of a written inservice {raining on Catheter
Care, dated 05/20/14, revealed when doing
catheter care, tha slaff should alweys clean from
the meatus outward with 2 tlean washeloth.
SRNA#1 signed tha signature sheet for the
inzarvice training,

interview with the Director of Nursing {DON), on
0B/19/14 at 11:55 AM, stalad the cathelor care
policy/procedure revaealed to wipe with downwerd,
single swipes. |twas reported staff hava been
educated and received random and yearly
competengiss for catheter cars.

F 371 483.35() FOOD PROGURE, E 3
88=r | STORE/PREFARE/SERVE - SANITARY

The faeility must -

(1) Procure focd from sources approved or
considared satisfactory by Federal, State of lesal
authorlties; and

(2} Store, prepare, distribite and serve food

FCRM CMS-2587(02.93) Fravioua Vagsions Obseala Evar] [0:4TX 191 Feclity 1D; 100343 1f continuation shae! Page 7721
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under sanitary conditions

This REQUIREMENT is not met as evidenced
by

Based on obsarvation, interview, and review of
the facility's policy/prosedure, it was determined
the facllity failes to ensure food was stored and
served under sanitary conditions ralated to the
approprate storege of food in the refrigerator and
fraezer, the appropriate use of hair nets,
handwashing/alove usa while serving food, and
waler temperatures below recommendation for
the facility's dishwasher. The facllity's census was
forty-nine {49) residents with four (4) residents
recaiving tube feeding, Thare wate eight ()
residents on thickened liquids,

Findings inchude:

1. Review of the facllify's "Rafrigersied Storage"

.| policy/procedure, undated, revealed foods would

be dated with the “arrivel date” and an "opened
date". Food would be discarded within
appropriate shelf life.

Review of the manutaciurer's guidelines for
henegy thickened crange juice, honay thitkened
lemuon flavared water, nectar thickened cranbarry
cockltall, and nectar thickened ewaetened tea with
lemon, undated, revealed to refrigerate up {0 five
{5) days.

Qbservation of the refrigerator, on 06/17/14 at
8:55 AM, ravealed the following:

1. One (1) honey thickened oranga Julee, openad

¥ 371 ¥ 371 483.35()) FOOD PROCURE,

STORE/PREPAREISERVE - SANITARY

The faclity shall procure food from sources
approved or considered salisfactory by Federal,
State or focal suthorities; store, prepere,
distribute, and serve food under sanitary
conditions.

Criterla #1: The undated opened (hickened
liquids Identified by the OIG inspector were
discarded on 6/17114 by dietary staff The
malntenance director repalred the walk-in freezer
on 6/19/14, and it is maintainlng proper temp as
determined by review of daily temp log for 6/19/14
- 719114, Dietary staff ars utilizing haimaig and
gloves Bs per policy as determined by
abservafions performed on 6/20/14, 6/24/14, and
7/9114 by the Administrator. The dish washing
machine was inspected on 6/19/14 by the
malntenance director. It is running al the proper
lemperature. The dish machine is monitored for
Jpropar water temp with each losd.  Slaff have
been edtcated lo monitor each load fo ensurs the
lemperature reaches 120 degress for wash and
rinse, natuse the dishwasher or items ran through
‘ata temperature below 120 degrees, and report o
the maintenance  director immediately any
problems with mainlaining temperalures at
acceptable levels. Findings are documented as
per facllity protocol.

A new hot water booster was orderad on 7/9/14
and will be installed immediately upon arrival to
the facifity,

Criteria #2: All residents have the potenilal to be
affected by this alleged deficlent practica,
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with o dale,

2. Ong (1) honey thickened Jemon flavared watar,
opened with no date.

3. One (1) nectar thickened cranberry cocktall,
opened with no data,

4. One (1) nectar thickened sweetened tea with
temon, opened with ne date,

Interview with Dietary Aide (#1) and the Diaticlan,
on 05/17/14 at 2:65 PM and 2:00 PM,
respactivaly, revealed Reims in the refrigerator
should be dated when opened,

2, Review of the facility's "Proper Food Storage"
policy/procedure, dated 08/21/95, revoalad all ]
foods 2nd supplies would he stored appropriately
upon racelpt {o protegt them from ¢ontamination,
Refrigerators and freezers were kapt at optimun
temperatures for the specific produdts to be
stored.

Observation of the freszer, on 06/17/14 at 8:65
AM, revealed Maintenance glaff was warking on
the freezer door, The freezer lemperature was
twenly (20) degrees Farenhell {F}, Observation,
an 08/ 7/14 at 10:30 AM, revealad the door to the
freazer would not latch and the temparature
remsined twenty (20) dagress F. Observation, on
0B/17/14 at 2:45 PM, reveniad soveral ice
cresm/sherbet cups on a tray In the freazer that
weare not frozan solid. The fraezer tamperature
was five {5) degrees &,

Review of the “AM Readings” for the freszer,
dated 06/14/14, reveslted the following
temperalures;

08/05/14- two (2) degrees F

06/06/14- four {4} degrees F

| O8/14/14- ten (10) degrees £

F 371 Critoria #3: Dletary staff racelved In-service
education on 81714 by the Dietary Manager on
jrequirements of ragulatory requirements of F

371, Including but not fimited to: {1} proper water
temps during dish machine use, that machine i
not o be used when proper tamp cannot be

mainialned, (2) facility P&P on walk-n freezer
temp monitoring and documentation, {3} facity

P&P on glove and haimet use in the distary

deparlment, and (4) dating of food items per
facility P&P,

-The  maintenance staff received in-senvice
education on  G17/2014 by the facllty
Administrator on  roubine maintengnce and
checking of alt essential machanical, electrical,
and palient care equipiment In safe operafing
condition, Including, but not limited to the dish
mechine and walk-in freezer,

Critetia #4: The CQI indicator tool for the
monitoring of dletary sanitary condifons shall be
utiized weekly X 4 weeks and then monthly under
the supervision of the Dietary Manager. Rasults of
the audils will be reported to tha QA Commitice by
the Dietary Manager or Deslgnee each month It Is
compleled, i an accepted threshold of compliance
is not achieved, the Distary Manager or Designee
shell immediately develop and oversee &
corrective plan. The details of the corective plan
will be reported to the QA Committee, with
updated audit results, st e naxt monthly meeking.
Audit frequency may be icreased o decreased _
per QA committee findings,

Criteria #5: Targs! Date 71712014
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08/15/14- four (4) degrees F
P8/17/14- four (4) degrees F

Interview with Distary Alde #1, on 06717/14 at
| 2185 PM, revealed there have besn fssues with
the freezer door for 2 coupla of months,

interview with the Disticlan, on 0819114 at 7:30
AM, revealed the freezer temperatyre should be
st zero {0) degreas P, or below,,

Interview with the Maintenance Director, on
DBM9/14 at 10:45 AM, revesled tha freezer door
heater and zeals have been replaced twite by a
diffarent company. He revealad the facility was in
the precess of recelving "blds” for a naw freezear:
hawever, # had not been purchased at this time.

Reviaw of the Invoices, dated 02/28/14 and
05/31/14, revealed the freezer had bean sarvicad
on both dates,

interview with the Administrator, on 08/19/14 al
12:28 PM, revealed the facility's pollcy does not
spacify what degres the freezer temperature
should be; howaver, it was usually zero (0)
degrees or below. She revesled staff were
expacied lo monitor the temperature and cheek
for "softness” of food, reporting any jssues to
maintenance immediately,

3. Review of the facllity's "Dress Code"
polteyiprocadura, undated, revealed hair must be
appropriately restrained or completely coverad.

Obseryation of the tray line, on 081714 at 11:18
AM, revesled the Gook, Dishwasher, and Dietary
Aide #2 were wearing halr resiraints which did not
complately cover thelt halr, Hair wee noted i

FGRM GM$+567(02-89) Proviaus Varslana Chsolate Bvnnt 04T Faeity I0: 1£5353 H continuatler s4eat Page 10 of 24
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uncavered in the back and on the sides of the
halr restrainis for all three employees,

Interview with the Administrater, on 08/17/4 at
3:05 PM, revealed dietary staff should ensure all
hair was covered when wearing halr rastraints,

4. Review of the facility's "Handwashing and
Glove Use" policy/procedurs, undatad, revesied
guidalines for handwashing and glove use ip
promote safe and sanitary conditiens throughout
the dietary depariment must be followed. Hands
must be washed following contact with any
unsanitary surface, Gloves must be changed as
ofter a3 hands need to be washed,

Observation, on OB 7/14 11:30 AM, revesled the
Cook served faod during the fray line whie
wearing gloves, The Cook sk tha fray line,
obtained potate chips frem a bag for a resident

: tray using her solled gloved hand, then returned
to the tray line without washing her hands and
changing gloves,

Interview with the Disticlan, on 06/19/14 at 7:30
AM, revealed staff should not touch food ltems
with soiled gloves, If they leave the tray fine, thay
should rermova their gloves and wash their hands
before returning.

Interview with the Admintatrator, on 08/17/14 at
12125 PM, revealed she expected the dietary staff
to follow tha palicy related to hahdwashing and
glove use,

&. Review of the fasility’s "Dishmachine”
polloy/procedure, undated, revesled to check
water femperatura gauges, Follow manufaciurer's
instructions for proper temparatures scgording to

FORR: CMS-2567(02:50} Brevious Vers'ens Dbaclate Evenl10:4TX 184 Baclity 1D; 103353 Ifcontinuaticn theot Page 1¢ of 21
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low temperature or kigh termperature machines,
Ta reach proper temperatures Lpon startup,
several emply racks should be sant through the
taching, If the machine falled to reach the proper
tamperature, turn off the machine and repért to
the supenvisor.

Raview of the Manufacturer's Guidelines,
undated, revesaled operating temperatures of the
Dishmachine was 120 degrees {finimum) wash
and 120 degrees (minimum) sanitizing rinss,

Qbservation of the dishwasher, an 06/47/14 at
8:55 AM, revenled the wash cycle at 100 degrees
with 120 degrees rinse. On D8/17/14 at 2:45 AM,
the wash cycle was 100 degrens with 115
degreas rinse. At that fime, steff pushed in the
"booster” button on the machine. Rewash was
100 degrees with 120 degraes rinse,

Interview with Dietary Aide #1, on 08/17/14 at
2:55 PM, revaaled the "booster” button on the
dishwasher was suppose o stay pushed in;
hawever, it had not workad properly for "a couple
of waeks,"

Interview with the Roule Sales Manager for the
dishwasher leasing company, on 0B/15/14 at 8:25
AM, revesled the manyfacturer recommended a
wash and rinse eyele for tha low temperature
dishwashar at 120 degraes, The booster heater
should stay on at all times, making the
lemperature of the water well above 100 degrees,
He ravaaled the facility notified him last week of
the concern related to the booster heater:
however, it was thelr responsibliily te maintain the
eqiipment.

interview with the Maintanance Diractor, on
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of any corcerns refated to the dishwasher prior to
0B/17/14. t was determined today thare was a
"hole™ in the booster heater,

Interview with the Administrator, on 08/19/14 at
12:25 PM, revesled she would have expected
staff to nolify her of issues involving the
dishwasher; however, she was unaware priar to
06117114,

F 456 | 483.70(¢)(2) ESSENTIAL EQUIPMENT, SAFE
85=F | OPERATING CONDITION

The facility must maintain all essential
mechanical, electricel, and pallant eare
squipmant in safe oparating conditien.

This REQUIREMENT Is not met as evidensed
by

Bused on observation, Interview, reviaw of the
Manufacturer's Guidelines, and review of the
facllity’s policyforocedure, 1t was determined ihe
facility falled to maintain all essential mechanical
and electrical equipment in zafe aperating
conditien, The cansus of the facility was forty-nine
{49} residents with four {4) residents requiring
tube feading.

Findings inchuda:

1. Review of the facilily's "Proper Food Storage”
policy/precedure, dated 08/21/95, revealod
refrigerators and freszers were kept at optimum
temperatures for the specific products to be
stored,

Obzervation of the freezar, an 05/17/14 at 8:55
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: CONSTRUGTION
AND PLAN OF CORREGTION : B ey
IDENTIFICATION NUMBER: A BULDING COMPLETED
———
185334 8. VANG
QGM8/2014
NAME OF PROVIDER OR BUPPLIER STREET ADGRESS, CITY, 8TATS, ZIP GODE
REAVER DAM NURSING & REHAB CENTER, INC 158U twy 231 3,
BEAVER DAM, KY 42320
P D SUMMARY STATEMENT OF DEFIGIENCIES It PROVIDER'S PLAN OF 0ORRECTION
PREFIX (HACH DEFIGIENGY MUST B PRECEDED BY FLLL PREFIX (EACH CORRELTIVE A%ﬂor\j s;gglm BE ctMbiEmoN
TAQ REGULATORY QRLSC IDENTIFYING INFORMATION) TAG CROSS.-REFERENGED TO THE APPROPRIATE PATE
DEFICIENGYY
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Q8/19/14 8t 10:45 AM, ravesled he wes not awars

F 456 FF 456-483,70(c){2) ESSENTIAL EQUIPMENT,
SAFE OPERATING CONBITION

Maintain all essential mechanical, electrical, and

: patient care equipment In safe operating
condition;

Criterfa #1: The dish washing machine wes
rapaired on 6/18/14, It Is running al the proper
teraperaltre. The dish machine is monitored for
proper weter temp with sach load and findings ars
documented as per facifity protocol. Stalf have
been educated lo monitor each load to ensure the
termnpersture reaches 120 degrees for wash and
rinse, not to use the dishwasher or items ran
throtigh at 8 lemperature below 120 degrees, and
to report to the maintenance directar immediately
any problems with maintalning temperatures at
jacceptable levels, A new hot water booster was
ordered on 7/9114 and wil be installed
immediately upon arrival fo the facttity.

The maintenance director repalred the walk-in
freezer on 6/19/14, and it is maintaining proper
temp es determined by review of daly temp log for
6/19/14.7/9144,

Critaria #2: Al residents have the potential to be
+ affected by this alteged deficlent practice.

| !
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AM, revealed Malntenance staff was working on
the freezer doer. The freezer temperature was
twenty (20) degrees Farenheit (F}. Observation,
on 0B/17/14 at 10:30 AM, revealed the door fo the
freezer would not latch and the lemperature
remained twenly (20) degrees F, Observation, on
O6/17H14 at 2;48 PM, revealed severs ice
sream/sherbat cups on 2 ray in the freezer whish
were nat frozen solid, The freezer temparsture
was flve {5) degrees F.

Review of the "AM Readings” for the freszer,
dated 06/14/14, revesled the following
temperatures:

06/05/14- two (2) degrees F

06/06/14- four (4) degrees F

061414~ ten (10) degraes ¥

061614~ Tour (4) degrees F

06/17H4~ four (4) degrees F

interview with Dietary Alde #1, on 08/17/14 ai
2:56 PM, revealed there have been issues with
the freezer doar for a couple of months,

Interview with the Maintenance Diractor, o
CB/M18/14 3t 10:45 AM, revealed the freezer doar
heater and seals have been replaced twice by a
different company, He revealad the facility was in
the process of receiving "bids" for a pew freezer

howevet, it had not been purchased at this time,

Review of the Invoices, dated 02/28/14 and
05/31/14, revealed the freezer had been serviged
on both dates,

Interview with the Administrator, on 08/19/14 at
12:25 P, revealed the facilily's policy does not
specify whet degres the freezer temperature
should be; hawaver, it was usually zero (0)
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F 458 | Continuad From page 13 F 466 Criteria #3: Distary staff received In-service

education on 6/17/14 by the Dlatary Manager on
tequirements of regulalory requirements of F 458,
including but not limited to: (1) proper waler temps
during dish machine use, that machine ts not to be
Used when proper temp cannot be maintained, (2)
facility PEP on waik-In freezer temp monitoring
and documentation.

The maintenance staff received in-senvice
educalion on 871714 by the facility Adminlstrator
on roufing mainlenance and checking of all
essentlal mechanical, electriog!, and palient ¢are
equipment in safe operating condition, including,
“but nof limited to the dish machine and walkein
freezer,

Criteria #4: The QA Ingicator too! for the
monitoring of the safe operating condifions of
essential equipment shall be ulilized monthly X 2
months and then quarterly 8s per established QA
calendar under the supervision of the
Administrator.  Results of the audits wil be
reporied to the QA Committes by the Maintanance
Director of Dasignes sach mopth ItIs completed.
If an accepted threshold of compliance I3 net
achleved, the Maintenance or Desighee shall
Immediately develop and overses a correclve
plan. The detalls of the corective plan wil be
reported io fre QA Commities, with updated audit
results, at the next menthly meeting. Audl!
-frequendy. may be increasedt o decreasad per
|OA committee findings.

Criteria #5: Target Date ‘ THTR014

FORM CMS-2557(02-99) Povious Versions Cbioheti

Evial I0; 4TI

Fecy ID. 100283 if eeatinuation shest Page 14 of 24




GE  18/61
97/22/2814 12:47 2782740484 DENISE PAG

DEPARTMENT OF HEALTH AND HUMAN SERVICES FRINTED: 07/03/2014
GENTERS FOR MEDICARE & MEDICAID SERVICES FORM APPROVED
SYATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA 1X2) MULTIPLE CONSTRUCTION P 0m938‘0391
AND PLAN OF CORRECTION BE : . ¥3) Dt SURVE
IDENTIFICATION MUMEBER: A BULDING COMPLETED
——— e
185334 B. WING
. 06192014
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP cODE
BEAVER DAM NURSING & REHAB CENTER, ING 1595 US HW 231 5,
BEAVER DAM, KY 42120
(X4) 1D SUIMMARY STAYEMENT D DEFICIENCIES t PROVIDER'S PLAN OF CORRECTION
PREFIX {EAGK DEFIGIENGY MUST BE PREGEDED BY FLELL PREFIX [EACH CORREOTIVE ACTION SHOJ!J.D BE ¢cug5€’ntn
TAS REGULATORY OR LEC IENTIFYING INFGRMATION) TG ! CROSSREFERENCED T0) THE APPROPRIATE taTe
. ERIGIENGY)
F 456 | Continued From page 14 F 458

degrees or below. She revealed staff were
expectad to menlter the temperature and check
for "sofiness" of food, reperting any issues to
maintenance immediataly,

2, Review of the facility's "Dishimachine policy, |
undated, ravesled to chack water temperature
gauges. Follow manufacturer's instructions for
proper temperatures sccarding to low
temperalure or high tempsrature machines, To
reach proper temperafures upon startup, severat
emply racks should be sent through the machine,
If the machine faits ta reach praper temperature,
tum off the machine and report to the aupervisor,

Review of the Manufacturer's Guidelines,
undated, revealed operating temperatures of the
Dishmachine was 120 degrees {minimurn} wash
and 120 degrees (minimum) sanitizing rinse.

Observation of the dishwasher, on 06/17/14 al
8:55 AM revesled the wash cycle at 100 degrees
with 120 degrees rinas. On 08/17/14 gt 2:45 AM,
the wash cycle was 10D degrees with 118
degrees ringe, At that time, staff pushed In the
"booster” button on the machine. Rewash was
100 degrees with 120 degrees dnsa.

interview with Dlelary Aide #1, on 06/17/14 at
255 P, revesled the "hooster” button on the
dishwasher was suppose to stay pushed in;
haweaver, It had not worked properly for "a couple
of weeks.”

Interview with the Route Sales Marager for the
dishwashar leasing compeny, on 06/19/14 at B:25
AM, revesied the manufacturar recommended a
wash and rinse oycle for the low temperature
dishwasher at 120 degrees. The booster hegter
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o8 SUMMARY STATEMENT OF DEFICIENGIES to PROVIDER'S PLAN OF CORREQTION o5
PREFIX {BACH DEFICIENCY MUST B2 PRECEDED BY FULL FREFIX {EACH CORRECTIVE ADYION SHOULD B S4uFLETEN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROUSS-REFERENCED TO THE APPROPRIATE Late
DEFICIENGY)
F 486 | Continued From page 15 F 456
should stay on at all times, making the
temperature of the water well above 100 degrees,
He revealed the facility notified him fast week of
the concem related to the booster heater,
howsver, it was Iheir responsibility to maintain the
eqtiipment, S
Interview with the Maintenance Director, an
0B/19/14 &t 10:45 AM, revealed ha was unaware
of any concerns refated to the dishwasher prior to
08/17/14, |t was determined today there was a
"hate" in the boostar heater.
Interview with the Administrator, on 08/19/14 at
12:25 PM, revealed she would have expacted )
staff to notify her of Issues involving the
dishwasher; however, she was not awara prlor to
C8MTM4,
F 480 483.70(d){1){ivi-(v) BEDRODMS ASSURE FULL F 48D F 460 483,70{d)(1}(iv3-{v) BEDROOMS
s9+D | VISUAL PRIVACY ASSURE FULL VISUAL PRIVACY
Bedrooms must be dasigned or equipped to \
assure full visual privacs? for each resident. Bedrooms mus! be designed or equipped to
assure full visual privacy for each rasident:
In facilities Initlally centified after March 34, 1992, I facillles initially certifled after March 31, 1892,
excapt In private rooims, each bed must have except in private rooms, each bed must have
celling suspended curtaing, which extend around celling suspended curtaing, which extend around
the bed ta provide tatal visual privacy in the bed to provide total visual privacy in
comblnation with adjacent walle and curtains, combination with adjacent walls end curtsins.
Criteria #1: The privacy curtain in Resldent £'s
room has been repaired by the housgkeeping
This REQUIREMENT is not met as evidenced department on 7/8/14.
by: o Criteria #2; An audit of all resident raom privacy
Basedl :.:miobser‘vatnop, mtarvl:ew,_and review of curtaing  was complated  7/8/14 by the
the facility's Resident's leghts policy/procsdure, i housekesping supenvisor to delstmine that all
was determined the facliity falled to snsure sach were In correct working ordor '
resident bed was provided total visyal privagy far ’ '
one resident (Resident E), not in the selected
sample.
i
FORM CMS-2287(02-93) B:avi0us Varsivas Obaclele Event D) 4FX111 Faciity iD: 100283 I continuation shag| Paga 16 of 21
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(A I SUMMARY STATEMENT OF DEFICIENCIES 1) FROVIBER'S PLAN OF E
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX % {EACH CORRECTIVE k%ﬂg%RgHgJ[t%NSE muﬁgno.u
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSE-REFERENCED T0 THE APFROPRIATE ! DATE

F 460 Coniinued Prom page 15

Findings include:

Review of the Residents Rights, undated,
tevealed each resident shall be assured of at
laast visual privacy in multi-bed rooms,

Qbservation, an 06/19/14 at 11:55 AM, revealsd
the privacy curlaln dividing Resident E frem
his/her roommate was not long enough to provide
full visual privacy when pulled.

Interview with the Director of Nursing (DON}, on
08/18/14 at 12:15 PM, revealad she expactad
staff to follow the "Resident Rights” related to
privacy.

F 4580 483,70(h){4) MAINTAINS EFFECTIVE PEST
58=F | CONTROL PROGRAM

The facilly must maintain an effective pest
cantrol prograr so that the facility is free of pests
and rodenig,

This REQUIREMENT is not meat as evidenced
by:

Based on observation, interview, review of the
fachity's Past Control Agreement and
policy/procedure, it was determined the facliity
felled to maintain an effective pest control
program &3 that the faclllty was free of pasty
related to multiple observations of flles in the
facllity. The facillty census was forty-nine (49)
residents.

Findings include:

3 H
Griterla #3: Al staﬁ?r’ew@n? in-servicedonthel
faciity's PAP for reporting of maintenance and |
F 4801housekeeping naeds which bagan on 872014 by
the Administrator and will be completed by
717114, Any steff member that did not received§n~J
service education by target date will recelve!
eduonllon prior to thelr next shift worked This
education included by was not limited to: proper
functioning of privasy curtaing to assure full visual
privacy in each resident room, and reporting
maintenance and housekeeping fssuss per facility
procadires,
Criteria #4: The QA indieator toot for the
monitoring of full visual privacy in resident rooms
shall be utllized weekly X 4 weeks, then monthly
X 2 months and then quarterly as per established
; QA calendar undsr the supervision of the
| Administrator, Resulls of the audits will be
F 489 reported lo the QA Committee by the
Housekeeping Supervisar each month it is
completed. If an avcepted threshold of
compliance is not achieved, (e Administrator or |
Designee shall immedlately develop and oversee :
a corrective plan, The deteils of the corrective
plan wilt ba reported to the QA Committes, with
updated audlt results, at the next monthly .
meeting. Audit frequency may be incressed or |
decreased per QA committea findings.

Criterla #5: Targel Date 71712014

FORM CME-2557(02-808} Previaus Verglons Obeoletn Event ID: 4T

Faclity 10: 1002353 If continuatian shéw! Page 17 of 24
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managemant program should be implemented
which would allow staff 1o docurment any sightings
and provide the pest control vendar
documentation of noted concems,

Review of the Pest Elimination Services
Agreement, dated 03/20/14, revaaled the facility
purchased the Large Fly Program; howevar, the
Small Fly Program was not included In their
coverage,

Observation in the kitchen, on 0B/17/14 at 115
AM, revealed ong fiy in the kiichen ares during
tray line,

Observation, on 06/17/14 at 11:20 AM, revesled
the presance of sinall flies in the dining reom
during a meal obeervation. There were sevaral
: smali flles flying arqund residants' tables during
{hair meal ime.

Observation of a medication pass, on 06M7/14 at
4:30 PM, revealed one fly oh an unsampled
resident's sheet while recelving medications in
hed,

Qbservation, on 08/17/14 at 8:10 PM, revealed
the presence of sevaral siali flies in Reaident
#1's roorn during meal time.  Adelitionally, an
obsarvation, on 06/18/14 at 8:48 AM, ravealed
the presence of several small flies in Resident
#1'5 room during ¢atheter care, Flies wera noted
to be around the room near the resident during
the procedure,

Interview with the Service Specialist for the

CENTERS FOR MEDIGARE & MEDICAID SERVICES OMgothl %ZPR%‘;SD
STATEMENT OF DEFICIENCIES {X1) PROVIDERUSUPPLIERICLIA : RVEYSS- :
AND BLAN GF CORREGTION IneN / (2 MULTIPLE CONSTRUGTION X3} BATE 51

GNTIFIGATION NUMBER: A BUILDING COMPLETED
185334 5. Yane 06/19/2014
NAME OF PROVIDER o) SUPRLIGR STREETADDRESS. CITY, 8TATE, 2If CODE
BEAVER DAM NURSING & REMAB GENTER, ING 1586 USHWY 231 8,
BEAVER DAM, KY 42320
o410 SUMMARY STATEMENT OF DEFICIENGIES : 7
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL pa'eoﬂx m@:@%”f%%%%%%%ﬁfgﬁﬁz coupLEnaN
TAQ REGULATORY O LS IDENTIFYING INFORMATION) 1A CROSB-REFERENCED TO THE APPROERIATE DATE
ArEAs-y s i
{F 459 483.70(h}13} MAINTAINS EFFEGTIVE PEST
F 469 | Confinued From page 17 F 4588 CONTROL PROGRAM
The facilly shall maintaln an effactive pest condrp!
Review of the facility's "Pest Control Servica" program to that the facility 1s fres of pasls and roderts:
paliey/pracedure, undated, ravealed the past Criterla #1: New UV lighis hava been ordered and wil

be placed at the front entrance, rear entrance, regiden]
‘smoking amsd and the distary enfrance daor
immediately upon amival 1o the facliity by pest contro)
confractor. The automatlo sprays ere functioning
propery. Fly s¥ips and bate have basn placed In
appropriate lecations, Oulside areas armund dumpster
are being sprayed ragulary.

Crileria #2: All residents had the potential to be affectad
by thls alleged deficiancy, .
Griteria #2: The Malatenanea Direclor shall monfler the
above Inferventions weekly during summer months and
then as needed throughout the year under the
supervislon of the edminisicator, Steff members wit
recelve In-service education on the faciiily's protosol for
reporting flealpestis end on not keeping the doors open
any fonger than absolutely recessary to help prevent fiy
aceess 1o the building en 711514 and 7/47114 by lhe
Administralive Nursing team during skill and in-service
check off sossions, Any steff member fhat did not
recelve [m-sarviee by targe! dale will recelve in-senvice
prior to thair next shift worked,

FORM CM$.2557{02-93) Provicys Versions Obioleln

Bvent 10; 27X 111
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STATEMENT OF DEFICIENGIES 1) PROVIDER/SUPHLIERICLIA (X2} MULTIPLE CONSTRUCTION ;
ANO PLAN : i {%3) DATE SURVEY
OF COARECTION IDENTIFICATION NUMBER; A BULOING . COMPLETED
185334 a1, WiNG '
06/19/201
MAME QF PROVIDER CR SUPPLIER STREETADDRESS, CHY, STATE, 2)P ¢oDE 4
BEAVER DAM NURSING & REHAR CENTER, INC 1685 LIS HWY 2315,
BEAVER DAM, KY 42120
(X4 10 SUNIMARY STATEMENT OF DEFIGIENGILS : 1
PREFIX (EACH DEFICIENCY MusT BE PREGEDSD BY FULL pRl&?;:;x (EAF:}RHOg!oDRE;sSc?Ln@ A%ﬁi%iﬁsfga%‘qarf ccug.sejnow
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSE-REFERENEED To T AREnPRTE bATR
; ’ BERIGIENGYY
i Griterla #4: The prosencefahsense of fimss andior
) pasts ahafl be monftored through uge of the Pest
F 469 | Continued From page 18 F 488 S!g.hh‘ng Log. This ehall also ba dlstyseed atihs next
facilty's pest controf compeny, on 08/19/14 at resident councit meating to assure resident sallsfaction
10:20 AM, revealed the faclilty had thres "y with {he facillly $ vomective actions. The QA Indieator
lights" in the facility with another one sdded on 1oolfor the monfaring of pastsfias shall be ulized |
Q6/18/14; however, these lights were used for wﬁ:{ﬂ&:fﬁ“ggg&? t{}‘r;gngz\y éé}:g‘)??: dancfhtgen 1
large flies, He further revaaled they "do not work gupervlsﬁm gf e Adm?nistra!or Resui?s of me; audlfs
well,” He revaaled small flles breed in diffarent wil e reported 1o the QA Cemn'zl!tee by the
areas and wers treated difierently than large flies. Maintenance Direclor or Daslgnee each month its |
complaled. If an accepled threshold of compllanes s
Inteniew with the Administrator, an 06/19/14 at _ pet ap(;ﬁew’ the Maiﬁ[enance Diretior o E?;sfgnee
12:25 I?M, revealed flies had been a prablam in saaﬂ-tmnieﬂiately develop and oversee g corraciive
the facility for approximately a weak, She was plan, The detalls of the corettive plan wif ba reported
under the impression the services provided by the "o thie (A Commlties, with tpdated sudil results, at the
pest control company covered bath farge and ‘naxt monthly meefing. Audi frequency may be
small fies, Increased or decroased pier QA committee fndings. 0014
F 514 | 483.75()(1) RES Fg14 ‘ 720
Griteria #5: Target Date
S8y RECORDSACOMF’LETEIAOCURATE!ACCESSIB

LE

The facility must maintain clinical recards on each
resident in sccordance with aceepled professional
standards and praclices that are complete;

ageurately documentad; readily accessibie: and !
systematically organized.

The clinieal record must contain sufficient
information to identify the rasidant; a record of the
residenl's assessments; the plan of care and
setvices provided; the results of any
preadmission screening ¢onducted by the Siate;
and pragréss notes.

This REQUIREMENT is not met as evidanced
by:

Based on interview and recard reviaw, the facility
failed to maintaln ofinleal reserds in aceardance

FORM CME«2357(02-56) Previoun Vargiona Oisalots Eventt 10 4TX {11 Facilty ib: 100952 It centinuatien sheet Pags 19 ¢f 21
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s ' |2 i ! : (%3} DATE SUAVEY
AND PLAN OF CORREGTION 1DENTIFICATION NUMBER: A BULDING EGMPLETEDE
185334 B WING
06/19/2014
NAME OF PROVIDER QR SURPLIER STREET ADDRESS, CITY, BTATE, ZiP QODE
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(X410 SUMMARY SYATEMENT OF DEFICIENCIES [[a} PROVIDER'S PLAN OF CORREGTION X5}
PREFIX {EACHDEFICIENGY MUST BB PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE { CONPLETIAN
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROZS-REFERENGED TO THE ASPROPRIATE barg
DEFTCIENC Y)Y
F 514 | Continued From page 19 F 514
with a¢eepted professional standards and
praciices for one (1) residznt (Resident #1), in the F 514 483.75104) RES REQORDS.

selecled sample of thirteen (13) tesidants, related
to inaceurate dacumentation in the medical
ratord,

Findings include:

The facllity was unable to pravide a policy related
te documentation.

Record review revesled ths facllity admitted
Resident #1 on 04/25/13 with dia ghoses fo
include Muscylar Wasting, Anorexia, Dementia,
and Urinary Retention. Review ofa quarterly
Minfmum Date Set (MDS} assessment, dated
05/25/14, revealed the facifity assessed the
resident to have a Brief Interview Mental Stetus
{BIMS) scare of six (8).

Review of the Treatment Administration Record
(TAR), dated June 2014, revesled documentation
that staff signed the TAR for the presence of
Resident #1's heel protestors.

Interview with the Assistant Director of Nursing
(ADON), on D5/18/14 at 3:35 PM, revesled
Restdent #1's hesl protectors were discantinued
at an unknown dale; however, staff continuad to
desument the presence of the heel bools on the
TAR. The ADON reviewed the documentation
end revealed i to be inaceurate.

Intarview with the Director of Nursing (DON3}, on
0619714 at 11:55 AM, revealed staff should be
following current Nursing Slandards of Practics
by the Kentucky Board of Nursing (KBNJ. 1t was
furthet revealed by the DON alf documentatien by
the staff should be acourate.

COMPLETR/ACCURATEIACCESSIBLE

The facllity must maintain clinical records on gach
resident in accordance with aceeptad professional
standards and practices that are complals;
accuralely documented; readily accessible; and
systematically arganized.

Criteriz #1: Resident #1- an order fo discontinue
heel proteclors wag obtained on 6/18/4 by the
Asslstant Dirgotor of Nursing,

Criteria #2: The monthly ordars for al residents
have been auditad fo verify thal ancillary orders
are acourate and reflect the current physician
orders. Resldent #1 physician was nolified that
the resldent's TAR had besn inftialed when gare
was not provided. Resident #1 physician gave an
order to discontinue the treatment 81812014,
Critoria #3: The facility protocel for diaconlinuing
MD orders when indicated (such ag after g wound
has healed) has been reviewed and revised as
indicated on 7/1/44 by Administrative nurses,
Facillty nurses and KMA's will raceive in-service
educatlon on 7/115/14 and 7/17/14 as provided by
the sdministrative nurses on the tegulatory
requirernents of F 281, Including, but not fimited
to: (1) un verifying ordstitreatment(s) are In placa
prior to Initialing the ftem TAR (such as heel
bools), and {2) any revislons made to the sbove
tentioned protocel. Any nurses or KMA tha! did
not recelve in-service by the target date wil
Tecelve in-service prier to thelr next shift worked.

FORM CMS-2687{02.45) Previua Yerslons Obaslak
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OMB NO. 5938-0384

STATEMENT OF DEFIGIENGIES iy PROVID'ERIEUPPLIER!CL!A
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

195334

{42 MULTIPLE GONSTRUGTION
A, BUILDING

B, WiNG

(X3} DATE SURVEY
COMPLETSED

08/1972014

NAME OF PROVIDER DR SURPLIER

BEAVER DAM NURSING & REHAB CENTER, INC

STREETAD{?RESS. CITY, S8TATE, 2IP CODE
1585 US HWY 234 &,
BEAVER DAM, Ky 42320

(x4) [ SUMMARY STATEMENT OF DEFIGIENGIES
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY sULL
TAG RESULATORY OR ESC IDENT 1FYING [NFGRIMAYION)

0
PRERIX
TAG

PROVIDER'S PLAN OF GORRECTION
! {EACH CORRECTIVE AGTION SHOULG B
BROSS-REFERENGED TO THE APPROBRIATE
BERtENeY)

5
CONMFLETION
UATE

Griteria #4: The CQYl too! for the maonitoring of
following MD orders and monltoring {6 ensure
MARs and TARs are not initisled when care is
nol provided shall be utilized weekly X 2 Wesks,
monthly. X 2 months, ang then quarterly as per
established CQI calendzr undey the gupervision
pf the DON, Results of the audits wilt be reported
to e QA Commitiee by the DON or Designes
each menth It is completed. If an aceepted

, threshold of compliance Is not achievad, the

- DON or Designes shall immediately develop and

|- oversee a corrective plan. The datalls of the

" correetive plan will be reporiad to the QA

i Committes, with updated audit results, at the

, nextmonthly meeting, Audit frequency may be

increased or decreased per QA commities

| findings.

Criteria #5: Target Dafe

i

| 182014
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1853134 B, WING
; 06/17/2014
NANME OF PROVIDER OR SUPBLIER STREET ACDRESS, CITY, 3TATE, ZIP CCOE

1585 US HWY 231 8,

BEAVER DAM NURSING & REHAB GENTER, ING
BEAVER DAM, KY 42320

®emn | SUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN GF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOUL% BE corfg:sElTiCﬂ
TAG REGULATORY GRLSG IDENTIFYING INFORMATIOM) TAG CROSS-REFERENCED TQ THE APPROPRIATE RATE
I DEFICIENGY)
[ !
K 000 | INITIAL COMMENTS | Koo

CFR: 42 CFR 483,70(a)

BUILDING: 01

PLAN APPROVAL: 1964, 1975, 1984
SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: Type V (000)

: SMOKE COMPARTMENTS: Five (5) smoke
comparments

FIRE ALARM: Complete fire alam system with
heat and smoke detactors

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system.

GENERATOR: Type Il generator. Fuel souree is
propane.

A standard Life Safety Code survey was
conducted on 06/17/14. The facility was found not
1o be in compliance with the requirements for
participation In Medicare and Madicaid, The

| facility Is certified for fifty eight (58) beds with a
census of forty nine (49) on the day of the survey,

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483,70(a) et seq. (Life Safety from
Fira)

Deficiencies were cited with the highest

N s Pt
LAB0340RY DIRECTOR'S ORYROVIDE IER REPRESENTATIVE'S SIGNATURE ITLE .
A N
P h&\\ sy rador V428741

Any daficlency s{aleméﬁ?onding with an esterizk () dc‘"nolas deflciency which the Insttution may ba excused from correcting providing il is dotermined that ! ¥
other safaguards previde suiflclent protection to the patients., (5% Jnatructona,) Excapt for nursing homes, the findings stated abova are distlosatle 80 days
Keiowing the date of survey whether or not a plen of earrecton Is provided. For nursing hemes, the above findings sad plans of correction ara distlosabls 14
“izys fellowing tho date these documents are made evallable to the facility. If deficlencles are elted, 30 approvad plan of correction is réqulsite to conlinuad
jram participation,

If eaplinuation sheet Page 1 &f 1@

Evenl 1D:4TX 121 Fadlity 1D: 100353
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D6/17/2014
NAME OF PROVIDER UR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP 6ORE
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x4 | SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN 2
PREFIX {EACH DEFICIGNGY MUSY BE PRECEDED BY FULL PREFX {EACH CORRECTIVE A%@r%?«nsfg&g\ée cowigrion
TAR REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSHREFERENCED TQ THE APPROPRIATS DATE
DEFICIENGYY
Disclaimer; Freparation and executlon of fhis
K 080 | Gontinued From page 1 kooop| Plan of comection doss not oconstitute
. deficisney identified at "F" lavsl admission or agreement by tha provider of the
K 025 | NFRPA 101 LIFE SAFETY CODE STANDARD Kozs| fruth of the facts alleged or conclusions set

85=0
Smeke barriers are constructed to provide at
teas! & one half hour fire resistance rating in
accordance with 8.3. Smoke bariers may
terminate at an atrium wall. Windows are
protecied by fira-rated glazing or by wired glass
panels and stes! frames, A minimum of two
separale comparmenis are provided on each
fioor, Dampers are not raquired in duct
penatrations of smoke barriers in fully dugted
heating, ventilating, and air coneitioning systems.
18.3.7.3,10.3.7.5, 19183, 18.164

This STAMDARD is not met as avidenced by:
Based on observation and Intervisw, it was
detarminad the fachity failed to maintaln smoke
barriers that would resist the passage of smoke
betwazen smoke compariments in sccordance
with Natione! Fire Protection Association (NFRA)
standards, The deficient praciica has the potential
to affsct two {2} of five {5} smoke compariments,
fiftaen (18) residents, staff and visitors. The
facility has the capacity for fifty elght {58) beds
and at the lime of the survey, the census was
forty nine (48),

The findings Include:

Observation, on 56/17/14 at 11:40 AM with the
Mzintanance Director, revealed the smoke

partition, exiending abova tha ceiling located in
the North Lobby on the backside of room #104
was penetrated the length of room #101 where

H
I

forth In the statement of dsficiency. This plan
of correction Is prepared and executad solely
because It is required by faderal and state law,

K 025 NFPA 101 LIFE SAFETY CODE
STANDARD

Smoke barrers are constructed fo provide af
least & one half hour fire resistance rafing
accordance with 8.3. Smake barriars may
terminate at an akum wall. Windows ara
protecled by fire-rated glazing or by wired glass
panels and glael frames. A minimum of two
separate comparimenls are provided on each
fioor. Dampers are not required in dygl
ponefrations of smoke barriers in fully dusted
heating, ventilating, and alr conditioning systams,
19.3.7.3,19.3.7.5,19.1.8.3, 19.1.6.4

Griteria #1: The smoke pariiion, extanding
above the cefiing located i the Narth Lobby on
the backside of room #101 was filled with 2
material rated equal fo the partition and can
reslst the passage of smoke, the length of room
#101 where the wall meets the roof,

Criteria #2: An audit of 2 smoke bamier
partitions was completed by the Malntenance
Direclor of 8/17/14 1o determine that no ather
smoke partiions ware penelrated and can resist
the passage of smoke,

Criteria #3: The Maintenance Direclor has
received In-service aducation on Bf17/{4 by the
Administrator on Life Safely Code Standards
inchuding, but notlimited fo: penalrations In
$moke compartments musi be filled with a
material rated equal o the parlition and resists
the passsge of smoke, The Malntenance

FORM CM3-2247(02-98) Prévinus Vamsions Obsctata
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K625 ] Continued From page 2 K 026
the wall meets tha roof,
director wit ingpect smoke compartments after

Interview, on DG/17/14 at 11:41 AM with the
Maintenance Direcior, revanled he was unaware
of the penetration af the top of the wall.

Tha census of forly nine (49) was verifiad by the
Administrator on 08/1714, The findings wera
acknowledged by the Administrator and varified
by iha Maintenance Director at the exlt interviaw
on 08117114,

Actual NFPA Standard:

NFPA 101 (2000 Edition}, 8.3.6.1 Piges, conduits,
bus ducts, cables, wires, alr ducts, preumatio
tubes and ducts, and similar building service
equipment that pass through floors and smoke
barriers shall be protected as follows:

{a} The space batween the penstrating ltem and
the smoke barrier shalt

1. Be filted with a material capable of maintaining
the smoke resistancs of the smoke barrier, or

2, Be protacted by an spproved davice designed
for tha spadifia purpose.

{by Where the penalrating item uses a gleeve o
penetrate the smoke bérrier, the slegve shall ba
solidiy set in the smoke barier, and the space
between the item and tha slegve shall

1. Be filled with 2 material capable of maintaining
the smoke resistance of the smoke barrier, or

2, Be protectad by an approved device designed
for the specific purposs,

() Whare designs take transmission of vibratior
into consideration, any vibeation isolation shall

1. B¢ mude on alther side of the smoke barier, or
2. Be made by an approvad device designed for

any oulside vendors hava performed any work
that might hinder the smoke compertment and
make the necessary repairs In a timely manner,
Criteria #4; The QA monitoring tool for the
moniloring of Life Safety Code Standards and
Naliona! Fire Protection _
Association Standards in regards fo smoke
barrlers shail be ufilized mondhly X2 months and
then quarterly as per established QA catendar
under the supervision of the Adminlstratar.,
Criterla®5: Targst Date i
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K025 Continued From page 3 K025
the specific purpose.
8.3.8.2 Openings acqurring at points whare floors
or smoke
barriers meaet the outaids walls, othar smoke
barriars, or fire
batriers of 7 bullding shall rmeet one of the
fallowing conditions:
{1) It shall be fliled with a material ihat is capable
of maintaining
tha smoke rasistance of the floor or smoke
barrier.
(2) it shall bs protected by an approved device
that is
designed for the specific purpose,
K 027 | NFRA 101 LIFE SAFETY CODE STANDARD K027} K027 NFPA 101 LIFE SAFETY CODE
§8=b STANDARD

Door openings in smake barriers hava ot lzast a
20-minute fire pretection rating or are at laast
1%-inch thick solid bonded woed core. Non-rated
protactive plates that do not excesd 48 Inches
from the bottom of the door are permitied.
Horizantal sliding doors comply with 7.2.1.44.
Doors ara self-clesing or automatic closing fn
accordanca with 1€.2,2.2.6. Swinging deors are
ot requirad to swing with egress and positive
 latching is not required,  19.3.7.5, 18.3.7.8,
183.7.7

This STANDARD is net et as evidenced by:
Based on ohservation and interview, it was
daternined the facility failed to ensure
¢ross-corridar doors, localed in a smoke barrier,
would resist the passage of smoke in accordznce
with the National Fire Pretection Association

| (NFPA) standargs. The doficlency had the

. Door Openings In smoke barriers have at least &
20-minute fire proteption rating or are at least a 1
#e-Inch thick sclid bonded wood core. Non-rated
protective plates that do not exceed 48 nchas
from the bottom of the door are pamitted.
Horizontal sfiding doors comply with 7.2.1.14.
Doors are self-closing or automatio closing in
accordance with 19.2.2.2.8. Swinglng doors are
hot required o swing with egress and positive
fatching is not required. 18.3.7.5, 18.3.7.5,
19377

j Criteria #1: The roll down service door lacated
in the kitchen wall to the egress path wilf be
closed by staff in the even! the fire alam is
activated, if there is a fira, and prior to leaving the
Kitchen unattended unfil the rew fire shuller
arrives fo the facility, hes been installed, and
tesls as compliant per NFPA standards snd Life
Safely Code K 027, Anew roll dewn door that
will be wirad Into the fire alarm system to

FORM CMS:2567(02-00) Pravidus Vierslona Obeolsls
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Koz7 Conﬁn.ued From page 4 K 027 autematically close with the fire alarms aclivation
potential 1o afiect twa {2} of five (5) smoke has been ordered and witl be Installed
compartments, gxyelve {12) residents, staff and immediately upon ils arrival to the facility.
visitors. Tha facility has the capacity for fifty eight Estimaled arival dale is 7/31/114. The cross-
{58) beds and the census was forty nine {49) on conidor doors lecsted af the South Nurses'
the day of the survey. Statior have been repaired se that they closed

completely and resisled the passage of smoke in
the event of an emargency by the Maintenancs
Director,

Criteria #2: All residents had the polential to be !
affected by this alleged deficient practice.

The findings Include;

Obgervatlon, on 08/17/14 at 12:32 PM, with the
Malntenance Director revealed the roll down
' sapvice door locatad In the Kltchen wall 1o the

egress path was not self-closing of connected to Criteria #3: All dletary staff have been educated
the fire larm o close in the event of an on kitchen rofl down service door procedurss, Al
emergancy. facility smoke barrer doors were inspected to

enaure proper closure in order o resist the
intarviaw, on 08/17/14 at 12:33 #M, with the passage of sntoke in the event of an emergency
Maintenance Director ravaaled ke was not aware by the Maintenance Director on 8/17/14. The
the roll down door was o be self-closing. Maintenance Diregtor recelved in-service

education on Life Safaty Code Standard
including but not fimited to: there is to be no

Obsarvation, on 08/17/14 at 1:01 PM, with the impediment fo the closing of doors protaecting
Maintenance Dirgstor revealed the cross-corridor comidor openings and self-closing requirements
doors focated at the South Nurses* Station for roll down service daors. In-serviee conducted
wiuld not completely close when tested, lzaving by the Administrator on 6/17/14.

& gap of approximately half an inch (1/2 ")
betwean the doors in the closad position. The palr
of doors sould not close completely and resist the
passage of smoke in the event of an emergency,

Criteria #4: The QA monitoring tool for the
monitoring of Life Safety Code Standards in
regerds {o doors protecting corridor openings and
toll down service doors shall be utilized monthly

intarview, on OB/M7714 at 1:02 PM, with the - A2 months and then querterly as per established
Malntengnce Diractor revealed he was not aware QA calendar ynder the supervision of the

the pair of doars would not complstely closa and Administrator.

would not be oapable of resisting the passage of Criteria #5: Target Date Br15/14

smoke in the event of an emergency.

Tha census of forly nine (49) was verified by the
Administrator on 08/1714. Tha findings weie
acknowledged by the Administrator and verified
by the Maintenanca Director at the exit interview

FORM CM8-2687(02.00) Provioys Veralena Cbsclntg Event 10: 4TX121 Fasily 10 {00353 H continuatian shoet Paga 50f18
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DEFICIENCY)
K027} Continued From psge 5 K027
oh 0611744,
Reference; NFFA 101 (2000 adition)
8.3.4,1" Doors in smoke barriers shall close the
opening leaving
; only the minimum clearance necessary for proper
operation
and shall be without undereuts, louvers, or grilias,
Refarence: NFPA 80 (199¢ Edition)
Standard for Fire Dogrs 2-3.1.7
The claarance belwaen the edge of the door on
the pull side shall be 1/8 in. (+/) 118 in. (3.18
mm {+/-) 1.58 mm} for steel doors and shall nat
excaed 18 n. {3.18mm) for wood doars. i
K 046 : NFPA 101 LIFE SAFETY CODE STANDARD ; K 048
88=F
Emergency ighting of 2t least 1% hour duration is K 046 NFPA 101 LIFE SAFETY CODE
provided In accordence with 7.9, 19.2.8.1. C BTANDARD
: Emergenay lighting of at feast 1 % hour duration
s provided In accordance with 7.8 19.2.0.1,
. . Criteria #1: All battery powered emergency
e ANDARD is nat mt 28 evidanced by: lighting wes tested for the required 1 % hour
de?:remfsgdqths:ggil}i?ynf:;e d"; :gij:{a r‘ nwas duration on 6/23/14 by the Maintenance Direcior.
4 1,
emergenny lighting in accordance with the i Al eweégien?yt"glhhtr;g passed the 1% hour
Natinnal Fire Protection Asscciation {NFFA} requ'r? e‘?’ f a_ me. d a0 b
standards, The deflciency had the potential to Criterfa #2: All residents had the potential to be
affect fiva (5) of five (5) smoke compartments, affected by Inls alleged deficlent practive,
fifty elght (68) residents, staff and visltors, The Criteria #3: The Melntenance Director received
facility has the capasity for fifty elght (58) beds in-service education on Life Safely Coda
and the census was forly nine {49} on the day of Standards including but not limited to the
the survey. requirements of K 046 to test all emergency
) lighting of at least 1 ¥ hour duraflon annually, In-
The findings include: service aducation conducted by the Administrator
on 8M7H4, |
{
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K 046 | Continued From page 6 K 046 Criteria #4: The QA monitoring too! for the

Observation, on 06/17/14 al 12:16 PM, with the
Maintenance Director reveated tha faciiity fafled o
dociment the anaual ninely (30) minuta test for
baitery powered emergency lighting.

Interviaw, on 06717714 at 12:17 PAY, with the
Malntenance Director revealed he was not aware
that documentation was to be providad far the
tinety {80) minuts test,

The census of forty nine (49) was verifiad by the
Adminlstrator on 06/17/14. Tha survey findings
were aeknowledged by the Administrator and
verified by the Maintenanee Director at the exit
interview an 06/17/14.

Reference: NFPA 101 (2000 edition)

7.8.2.1* Emergency illumination shall be provided
for not less than 112 hours in the avent of failure
of romnal lighting. Emergency Hghling faciities
shall be arranged fo provide inftial lumination

 thatIs not less than en average of 1 ft-candia (10

lux) and, at any point, not less than 0.1 fl-candle
(1 lux), mensured slong the path of egrass at
floor tevel. llumination levels shall be permitted to
decline Yo not less than an average of 0.6
fi-candle (8 lux) and, at any point, not lass than
0.06 ft-candle (0.6

lux}) af tha end of the 11/2 hours, A
faxirmm-to-rinimum ilumination uniformity
ratio of 49 to 1 shall not be exceadad,

7.9.3 Parlodic Testing of Emargency Lighting
Equipmeni. A functional tast shall ba conducted
on evary required emergency fighting system at
30-day intervals for not less than 30 secands. An

the Administrator.
Criterla #5: Target Date

monitoring of Lifs Safety Code Standards in
regards to Emargency Lighting shall be utilized
monthly X2 months and then quarterly as per
established QA calendar under the supervision of

71714
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K 046 | Continued From page 7 K 046
annual st shall be conducted on evary required
baitery-powered emergency lighting system for
not less than
11/2 hours, Equipmeant shall be fully operational
for tha duration of the test, Written records of
visual inspections and tests shall be kept by the
owner for inspaclion by the authority having
jurisdiction,
Exception: Self-testing/self-diagnostie,
battery-operated emergency lighting equipment
that autornatically performs a test for not less
than 30 seconds and diagnostls routine nat lega
than ence avery 30 days and indicates failuras by
a stalus Indicator shall be exempt from the
30-day functional test, provided that a visual
inspection is performed at 30-day intervals. )
K047 | NFPA 101 LIFE SAFETY CODE STANDARD K047 K 047 NFPA 101 LIFE SAFETY CODE
55=D STANDARD
Exit and directional signs are displayed in % o
accordance with sestion 7.10 with centinuous Exit s:gd d"éfﬁ‘tg”ﬂ’ Sft{gns?a; 3 dlgﬁ;:!ayeq in
flumination also servad by the emergency lighting i?lflcrﬁin:t?ocr?;g . ::&;%”w thawémg'r;’lmg?”s
system, 19.2.10.1 el
lighting system. 19.2,10.1
Criteria #1: An Exit sign wilh continuous
illumination also served by the emergency
lighting system was ordered for the kitchen to

This STANDARD is not met as avidenced by:
Based on observation and Interview, it was
determinad the facility failed to ensure exit signs
were maintained in accordance with National Fice
Protection Association (NFPA) standards, The
deficiency had the potential to affect ore (1) of
fiva (5) smoke compartments, and Kilchen Staff,
The facility has the capacity for fifty eight (58)
beds and at the time of the survey, the census
waa forty nine (48),

The findings include:

clearly mark the path of egress by the
Maintenance Director on 6/24/14. Installation wil
oceur immediately upon its areival to the facility,
Criteria #2: All kitchen staff and approximately
10 residents had the potential to be affected by
ihis alleged deficlent practics, All other paths of
egress were audited on 6/17/14 by the
Maintenance Director and noted to have the pathi
of egress clearly marked with proper exit signage
as required by National Fire Protection
Association (NFPA) Standard,

FORM CMB.2667(02-99) Praviaus Verslona Obsa'els
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K 047 | Comtinued From page B K047
: Criteria #3: The Maintenance Director recelved
Qbservation, an 06/ 7/14 al 12:38 PM with the n-service education on Life Safety Code
Malntenance Director, ravealed the Kitchen did Standards and NFPA standards including but not
riot have the path of egress clearly marked with limited 10 the requirements of K 047, Exit and
proper ext signage. direclional signs are digplayed in accordance
with section 7.10 with continuous ilumination
Interview, on 06/17/14 at 12:39 PM with tha aiso served by the emergency lighting system.
Maintenance Director, revealed hes was tnawars In-gervice aducation conducted by the |
the Kitchen dict not have proper exit signags. Administrator on 6/17/14.

Criteria #4: The QA menitoring tool for the
[menitoring of Life Safely Code Standaeds in
regards to Exit and directional signs shall be

Tha censua of forty nine (49} was varified by the i
Adeninistrator on 06/17/14. The findings ware ;gﬁgﬁ:ﬁgﬁggmﬁm éf;t:rtlhcéuarteﬁy as

acknowledged by the Administrator and verified . -
by the Maintenance Diractor at the exit intarviaw supervision of the Adminislrator.

Actuzl NFPA Standard:
Referance: NFPA 101 {2000 edition)

7.10.1.2* Exits. Exits, other than main exterior
exit doors ‘

that obviously and clearly are identifisble as gxits,
shall be

marked by an approvad sign readily visible from
any diraction

of exit access.

7.10.5 llumination of Signs.

7.10.5.1* General. Evary sign maquired by
7.104.20r

7.40.1.4, other than where oparations of
processes require low

lighting levels, shall be aullably lluminated by a
rafiable Nght

sourca. Externally and internally illuminated signs
shall be fegible
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K Q47 | Continued From page 9 Ko47
in both the normal and emergency lighting mode.
K082 | NFPA 101 LIFE SAFETY GODE STANDARD K052

55=F
Afira alarm systam required for lifa safely is
installed, tested, and maintained in accordance
with NFPA 70 Nationa! Electrieal Code and NFPA
72. The system has an approved malntenance
and tesling program complying with applicabla
requirements of NFPA70 and 72, 9.8.1.4

This STANDARD s not met as evidenced by:

Baged on fire alarm testing record raview and
interviaw, it was defermined the facility failed to
ensura the fire alaim system was inspectad and
tested in accordance with Nationaf Fire Protection
Associalion (NFPA) Stangards, The deficlant
practice has the potential to afiect five (5} of five
{8) smoke compartments, all residents, s{aff and
visitore. The facility has he capachty for fifty eight
(58} beds and at the time of the survey, the
tensus was Torty ning (49).

The findings Include;
Fire alarm testing record raview, on 08/17/14 at

2:02 PM with the Maintenance Director, revealed
during the 02/20/14 quarteriy fire glarm test

K052 NFPA 101 LIFE SAFETY CODE
STANDARD

A fire alarm system required for fife safely is
instelled, tested, and maintained In accordancs
with NFPA 70 Nafional Electrical Code and

NFPA 72, The system has an approved

maintanance and testing program complying with
applicable requirerments of NFPA 70 aad 72,

9.6.1.4

Criterla #1: Ywo new batleries weare replaced by
the testing contraotor and the system re-tested

and passed all testing on 6/18/14.

Criterla#2: All residlents had the potential to be '
- affected by this alleged deficlent practice.
Critaria #3: The Muintenance Director recaived

In-ssrvice education or Life Safety Code

Standards and NFPA standards including but not
fimited to the requirements of K 052, reparting
any [ssues with lesls conducled immediataly fo

the administrator, and timely foltow-up on

found during testing. In-service education
¢onducted by the Administrator on BH7/44.
Criterla #4; The QA monitoring tool for the

monltering of Life Safety Code Standards

regards to Fire Alarm Testing shall be utilized

manthly X2 menths and then quarlerly as

eslablished QA calendar under the supervision of

the Administrator,
Criterla #5; Target Dafe

issues

in

per

61914
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DEFICIENDY)

BEAVER DAM NURSING & REHAB CENTER, ING

K052 | Continued From page 10 Kos2

racards the batteres in the fire zlarm controt
ponel (FACP) were marked as " Fail ", The
FACP i equippad with two {2) balterias, Ona {1)
of the two (2] batteries was replaced; howaver
tha other baftery is marked " BAD " and was still
i use. During the 05/30/14 quarterly fire alarm
test the batieries ware noted by the testing
contractorto " PASS " however, the battery
marked " BAD " was still in use, |

intarview, on 06/17/14 at 2:03 PM with the
Maintenance Diregtor, revealed ha was aware the
batteries [n the FACP had failed but was not
aware the testing conlractor had not changed
both hattarigs,

The census of forty nine (49) was varified by the
Administrator on 06/17/14. The findings were
acknowledged by the Administrator and varified
by the Maintenance Diraclor at the exit Interview
on 06/17/14.

Actual NFPA Slandard: :
NFPA 101, 0.6.1.4. A fira alarm system required
for life safely shall be installed, testad, and
maintained In accordance with the applicable
requirements of NFPA 70, Nationa! Electrical
Code, end NFPA 72, Naliona! Fire Alarm Coda,
K144 ] NFPA 101 LIFE SAFETY CODE STANDARD K144
8§8=F
Geanerators are inspected weekly and exercised
under ioad for 30 minutes per month in ;
accotdange with NFPA 88, 3.4.4.1, i

FORM CMG-2597(02-29) Pravitus Varslons Obaolels Event ID; 4TX 12 Faciity 10! 100383 It contiavatién sheat Paga 11 of 18
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¥4} 10 SUMMARY STATEMENT OF DEFICIENCIES
PREFiX {EACH DEFIGIENCY MUST BE PRECEDED BY PLE PR’EDF!K (E&Rﬁggfgﬁiil@ﬁ%;ﬁﬂsﬁfgagiE : CQW@WC"
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DEFICIENSY)
K 144 Continued From page 11 K 144| K 144 NFPA 101 LIFE SAFETY GODE

Thie STANDARD Is not met as evidenced by:
Based on an intarview and record review, the
facifity failad to maintain the generator sat by
Netional Fire Protection Assoclation (NFPA)
standards. The deflclency had the potential to
affect fiva {5) of five (5) smoke compartments, alf
regidents, staff and visitors. The facllity has tha
cepacity for fity eight (58) beds with a census of
forty nine (49 on the day of the survey,

‘The findings includs:

Chservation, on 06717744 at 12:40 PM with the
Maintenance Director, ravealed the facility did not
have battery-powered lighting instalied in the area
where the transfer switch for the emergancy
generator was located,

Interview, on G6/17/14 at 12:41 PM with the
Meintenance Dlrector, tevezled he was not aware
of the requiremant for the battesy backup lighting.

The census of forty nine (49) was verified by tha
Administrator on 08/17/14, The findings weré
acknawledged by the Administrater and verificd
by the Maintenance Director af the exit interview
on UBH17/14.

Refarence: NFPA 110 (1989 Edition),

5-3.1 The Level 1 or Level 2 EP$S squipment
location shall be .

" conducted by the Administralos on 6/17/14,

STANDARD

Generators are inspected weekly and exercisad
under load for 30 minutes per month In
gocordance with NFPA 89, 3.4.4.1.

Criteria #1; A batlery-powered fight has been
instafled in the area where the tranafer switch for
the emergency generator is located, ;
Criteria #2: All residents had the potential to be |
affected by this alleged deficiant practice,
Criterla #3: The Maintenance Director received
in-gervice education on Life Safety Code
Slandards and NEPA standards including but not
limited to the requiremants of K 144, maintaining
the generator sel by Netional Fire Protection
Assoclation standards. In-servics education

Criterig #4: The QA manitoring taci for the
monitoring of Life Safely Code Standards in
regards to batlery-powerad lighting working
properly in the ares where the transfer switch for
the emergency generalor is located shall be
ulifized monthly X2 monthse and then quarterly as
per established QA calendar under the
supervision of the Administrator. :
Criterla #5: TorgstDate CTHTIN4

FORM CMS-25a7(02-89) Previeus Virslons Obscleta Evunl ID: 4TX121
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provided with batlery-powared emargency
lighting, The emergency

lighting charging system and the nonmal servics
FO(JTI’I'

lighting shall b2 supplied from the toad side of the
transfer

switch.

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD
88=D
Electricat wiring and equipment is in accordange
with NFPA 70, National Electrical Code. 9.1,2

Thia STANDARD i3 not mel as avidenced by:
Based on observation and interview, it was
determined the facility failed to ensure alectrical
wiring was malntained in accordance wilh
National Flre Protection Assosiation (NFPA}
standards, The defisiensy had the polential to
affect tvo (2} of five (8) amoke compariments,
fourteen (14) residents, staff and visiters. The
facility has the capacity for fifty sight (58) beds
and at the time of the aurvey, the census was
forty nine (48).

The findings include:

Obsesvations, an 081714 at 11:40 AM with the
Mainlanance Director, ravealed an open slestrical
Junction box located above the calling in the North
Lobby.

Interview, on 0817114 at 14:41 AM with the
Maintenance Director, revealed ha was unawsre
of the open electrical junction box,

i

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NOQ. 0938-0391
STATEMENY OF DEFISIENGIES 1X1) PROVIDER/SUPPLIER/CLIA {42) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN QF COHREGTION DENTIFICATION MUMBER: A BUILDING 0f - MAIN BUILDING 04 COMPLETED
18s3i4 B WiNG : 06/17/2014
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1585 L3 HWY 231 &,
BEAVER DAM NURSING & REHAB CENTER, ING
* BEAVER DAM, KY 42320
4) 1 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUSY BE PRECEDED Y FULL PREFEX (EACH CORREGTIVE AGTION SHOULD BE LOMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENOED TO THE AREROPRIATE Ll
DEFICIENGY)
K 144 ! Canlinued From page 12 K 144

K 147 NFPA 101 LIFE SAFETY CODE
STANDARD
Eleotrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2
Criteria #1; The open electrical juncllon box
located above the celling in the North Lobby has
K 147| ‘been covered to comply with section 370,28(c)
wovers of K 147 NFPA 101 Life Safely Code
-Standard. The (5} gallon buckets of faundry !
detergent sitting on milk ¢rates In the Laundry
. Room were relocated away from the elestrical
Ppanel on 8/18/14 by the facilities detergent
~vender under to observation of the Maintenance
‘Diregtor to comply with K 147 NFPA 101 Life
:Safely Code Standard,
-Critaria #2: All residents had the potential {o be
affected by this alleged deficient practics.
-Criterfa #3: The Maintenance Director recsived
 In-service education on Lifs Safety Code
- Standards and NFPA standsrds including but not
,limited to the requirements of K 447, junetion
boxes raquired covars per NFPA standsrds and
nol blocking the electrical panels within three feat
-Of the panel. In-service education condusted by
the Administrator on 6/17/14.
Criteria #4; The QA monitoring tool for the
monltoting of Life Safely Code Standards In
regards to monitoring the facility for any open
junction boxes and monitoring to ensure space
surrounding electrical panels in accordance with
K 147 NFPA 101 Life Safely Code Standard shall
“be utilized monthly X2 months and then quarterly
as per established QA calendar by the |
Maintenance Director under the supervision of 712014

the Administrator,
- Criteria #5; Target Date [

FORM CMS-2857(02.09) Previous Varsions Obsaals Event 10477124
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIAT & BATE
| DERICIENGY)
K 147 Continued From page 13 K 147
Observations, on 06/17/14 at 1:21 PM with the

Maintenance Directer, revealed the eluctrical
panal Josated in the Laundry Room next to the
washing machine had storage within threa {3)
fagl of the elechrical panels. The panswas
blocked by five (5) gallon buckets of laundry
detergent =itting on milk crates.

s interview, on D6/17/14 at 1:22 FM with the
Maintenance Director, revealed the facility had
Just changed supplisrs for laundry products ang
weis not awara they had installed ihe buckets of
detergant Under the elaclrical panels,

The cansus of forly nine (45) was verified by tha
Adminisirator on 0817714, The findings were

acknowladgad by the Administrator and verified :
by the Maintenance Director at the exif interview
on 06/17114.

Actual NFPA Standard;

Reference: NFPA 70 (189% edition) 11028,
Spaces 10.26 Spaces About Electricat
Equipment,

Sufficiant secess and working space shall be
provided and malntained about all electric
equipment to permit ready and safe operation
and maitenance of such equipment. Enclosures
housing ¢lectrical apparatus that are controlled by
legk and key shall ba considered acresaible lo
qualifisd persons,

(A} Working Space. Working space for

equipment aperating at 800 volis, nominal, or less
to ground and likely to require examination,
adjustment, servicing, or maintenance while
energizad shalt comply with the dimensiona of

FORM CMS-2587{02.99) Pravitua Varstons Ohealaly Swent I 4TX 12 Fauity ID; 10035 If ¢ontinuetion eheat Page 14 of 18
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K 147 | Continued From page 14 K 147

10.26{A)(1}, (2}, and (3} or as required of
pamiited elsewhere in this Code,

(1) Depth of Warking Spage, The dapth of the
working space in the direstion of live parts shall
not be jess than that specified in Teble 110,26(A)
(1) unless the requirernents of 110,28{A)1 ya),
{b), or {8} are met. Distences shall be moasured
from the exposed live parts or from the enclosure
or opening if the live parls are gnclosed,

Table 110, 26(A) 1) Working Spaces

Nominal Voltage to Ground  Minimum Glear
Distance

Condition 1 Condlfion 2 Condition 3
0160 S00mm{3ft) S00mm{3f) 00

L mm (3 )

: 151800 GO0 mm {3 /) tm{BKR)
t.2m{dt)

Note: Where the conditions are as follows;
Condition 1 - Exposed liva parts on one side and
no live or grounded parts on the other side of the
working space, or exposed Hve parts on both
sldes effectivaly guarded by aultabie wood or
other insufating materials. Insutated wire or
insulated busbars operating at not over 300 volis
to ground shall not be considered liva parts,
Conditlon 2 - Exposed live parts on one side and
groundsd parts on the other side. Goncrate, brigk,
or tile walls shall ba conzidered as groundead,
Condition 3 - Exposed live parts on both sides of
the work space (not guarded os pravided in
Cendition 1) with the operator befwean,

{a) Dead-Front Aszemblles. Warking space shall
not be required in the back or sides of
essemblies, such as dead-front switchboards or
motoer control centers, where all connegtlons and
all renawable or adjustabla parls, such as fuses
or switthes, are accassible from locations other

FORM CME-2637(02-98) Frovipus Veratana Didn'ale Bvar 1D:4TK 121 Bocdty |O; 100353 If continustcn sheet Page 15¢f 18
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DEFICIENGY)
[}
N £
K147 | Continued From page 15 K 147

than the back or sides. Where reer accoss |s
required to work on nonelecirical paris on the
back of etelosed aquipment, 2 minimum
horizontal working space of 762 mm (30 In.} shall
be provided.

{b) Low Violtage. By special permission, smatler
wiorking spaces shall ba permited where all
uninaulaied parts operale at not greater than 30
volts rms, 42 volts peak, or B0 volls da.

{c} Exiating Buildings. In existing buildings whare
elactricat equipment is baing replaced, Conditicn
2 working clearance shall be parmitted between
dead-frant switchboards, panelboards, or motor
control centars facated across the alsle from each
other where conditions of maintenance ang
supervision ensure that writien procedures have
baan adopted to prohibit equipment on bolh sides
of the aisle from being open at the same time and
qualified parsons who are suthorizad wiit service
the instaliation.

(2) Width of Working Space, The width of the
working space in front of the electric equipment i
shali be the width of tha equipment or 750 mm
{30 in.), whichever is graater. In all cases, the
work epace shall parmit at leaat & 98 degmee
 opening of equipment doors or hingad panels,

(3) Halght of Working Space. The werk apace
shall be clear and extend from the grade, floor, or
platform to the haight required by 110.26(E),
Within the helght requirements of this saction,
other equipment that is assoclatad with the
eiacirlsal installation and is Ipoated above or
below the elactricat equipment shalt be permiited i
ta axtend not more than 150 mm (& in.) beyond
lhe front of the electrical equipment.

{B) Claar Spaces. Working space required by this
saction shall not be used for storage, When
normally enclosed live paris are exposed for
inspaction or servicing, the working space, Ifin a

FORM CME2537(02-88) Pravious Varsians Obsolale Event IDiATX 24 Facihy (0: 100353 if continuatlon sheot Page 16 of 18
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K147 1 Gontinved From page 18 K147
passepewsy or general open spaca, shall ba
suitably guardad,

(C} Entrance to Working Space.

{1} Minimum Reguired. At least one enlrance of
sufficient area shall be provided to give access to
working space about eigctrical aquipmeant.

{2) Large Equipment. For equipment rated 1200
amperes or more and over 1.8 m (6 R) wide that
contains avercurrent devices, switching devices,
of conlrol davices, there shall be one entrance to
tha required working space not leas than 610 mm
(24 in.} wide and 2.0 m (6% ) high at each end
of the working space, Whers the entrance has a
persannel door(s}, the door(s) shall opan in the
direction of egress and be equipped with panic
bars, pressure plates, or other davices that are
normally latched but open under simpte presaure.
Asingle entrance to the required working spaca
shall be parmitted where either of the conditions
in 1910.26(C){2){a) or (b) is met,

(&) Unobstrugted Exit, Where the location pammiis
a continuous and unabstructed way of exit traval,
& sihgle entrance to the working space shall be
pamilited,

(b) Exfra Working Spuce, Where the depth of the
working space is twice that required by 110,26(A)
{1), a single enfrance shall be parmified, It shall
ke lecated so that the distance from the
equipmant to the nearast adge of the entrance is
not less than the minimum ¢lear distance
specified in Table 110.26(A)(1) for equipment
operating at that vollage and In that condition,

(D) Wumination. Numination shall he provided for
all working spaces about service equipment,
switchboards, panelboards, or motor controt
centers installed indoors, Additional fighting
outlets shall not be raquired where the work
space is Hluminated by an adjeeent light source or )
as permitted by 210.70(A)(1}, Excaplion No. 1, for ;
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1
K 147 Continued From page 17 K 147

switched receptacles. In stecirical equipment
raams, the illumination shall not be controlled by
auternatic means only. |

370.28(2) Covers.

i All pull boxes, junstion boxes, end condult bodles
shall be provided with covers compatible with the
box or conduit body construction and suitable for
the conditions of use. Whare metal sovers are
used, they shall comply with the grounding
requirements of Seclion 250-110. An extension
from the covar of an exposed hox shall comply
with Section 370-22, Exception,
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