PRINTED: 07/0%2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039¢
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICEIA {423 MULTIPLE CONSTRUCTION 53] DATE SURVEY [

AKD PLAN OF CORRECTION IGCNTIFICATION NUMBER: A BUILONG COMPLETED
185141 J B WING 06/25/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESSE, ITY, STATE, ZIP CODE g
162 POCAHONTAS TRAIL i
SIGNATURE HEALTHGARE OF GEORGETOWN
€ GEORGETOWN, KY 40324 ’
(X430 SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTKIN ; x5 ]
PREFIX | (EACH DEFICIENCY MUST BE FRECEQED 8Y FULL . PREFE (EACH CORRECTIVE ASTION SHOULD BE COMBLE TIGN
TAG REGULATORY OR LSC DENTIFYING INFORMATION : TAG : CROSS-REFERENCED TO THE APPROPRIATE ! Late
) a BEFICIENCY)
F OO0 INITIAL COMMENTS Fooo’

| ARecertification Survey was initiated ¢n F-371 Diefary Services

CO6/23/15 and concluded on BE/25/15.
: Deficiencies were cited with the highest Scope
and Severity {$/5} of an "F",

Immediate Corrective Action For
Residents Found To Be Affeeted

F 371 483.35(1) FOOD PROCURE, F a7
S5+ STORE/PREPARE/SERVE - SANITARY _ ¢+ No Specific Residents were [dentified,
: The facility must - |
(1) Procure food from sources approved or ‘ 5 Identification of Othier Residents YWith The
consldered satisfactory by Federal, State or locat Potential to be Affected
authorifies: and ; i AR
t{2) Stare, prepare, distribute and servea food . .
,iﬂ}c;er sam?aryecondi;mris ; + An audit of 100% of the resident
‘ . population was completed on 6/26/2015,

i .
f by the DON reviewing any existing
gastrointestinal diseases fo ensure no
: residents were affected. No resident(s)

were identified as heing effected,

. Th(is REQUIREMENT is not met as evidenced ! Mensures Tﬂkcs"FG Assure There Will Not
by: N ) . ' . B3e n Recurrence
~ Based on observalion, interview, and review of ; i
facility's policy, it was delerminad the facility falled | - ) . .
to ensure food was stored, prepared, and z j ¢ fn-semcs‘ng for all dietary staff provided
‘ ' by the Dietary Services Manager {DSM)

0624 —  06/25/2015 regarding the
iImportance of proper dishwasher temps
to"prevent the spread of Infections:
ing maintenance Immediately if the

; distributed under sanitary conditions,

. Observation of the dishwasher process revealed |
i the rinse cycle temperature reached a high
temperature of 160 degrees Fahrenheil., Record
: review of the facliity's June 2015 Dishwasher
Temperature/Chemical Record document § rature does not reach required
i revealed multipie recordings of the rinse cycle : ; s
“temperature of 160 degrees Fahrenheit, | ! .. temps as posted and on utilizing
: | chémical rinse In 3 comparimant sink If

Interview with the ECCLAB Territory Manager
I revealed the minimum termperature for sanitation | temps do not each required temps as

. was 180 degrees Fahrenheit, : I posted.

! !
) !

TITLE {XB}DATE

QBO&?&Y CIRECTO R PROVIDERFSUPPLIER REPRESENTATIVE'S SIGNATURE
" ] 1 I
S ﬁémmls\rc&m{ HIF/E

ny 6e?x—ciency-s!atemenge:1'dsms asterlsk {7 doncles a deficlency which the Institution may be excused from correcting providing i Is determined that
her safeguards provide sufficlent fXgibction to the patients, {See instructions.} Excent for nursing homes, the findings stated above ara disciosabie 60 days
llowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above Andings and pfans of correction are disclosable 14
3ys following tha date these dacuments are mada avaliabls to the faglity. if deflciencies are cited, an approved plan of corraction is requisite to continued
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F 371 Continued From page 1
" The findings include:

i
Review of ihe facility's policy tited: "Sanitizing
| Flalware®, undated, ravealed flat ware wore

sanitized properly in the dish machine, The policy,
i Included achieving a rinse temperature of at teast 3

180 degrees was to be maintained at al times.

| Further policy review revealed to ensure the rinse

temperatures were properly monitored and
' controlled, a log was compieted by those who

;

. were directly Involved in the dish washing process |

" with entries made at each meal.
Materview with the Administrator, on 06/25/15 at
| 6:56 PM, revealed the dish washer used heat

i

!

sanitation and the required rinse temperature was |

supposed to be 180 degrees Fahrenhetl or
graater to ensure sanifation.

Observations of the Dishwasher procass, on

rinse cyote temperature reachad a high
Ctemperature of 160 degrees Fahrenhed.

Record review of the June 2015 Dishwasher
Temperature/Chemical Record document

" revealed rinse temperatures were recorded af
breakfastiunch/dinner Intervals. Review of the
rinse temperatures reveated the facility staff
recorded rinse cycle temperatures of 160 - 161
dogrees Fahrenheit from 08/01/16 through

0G/23/15 for the breakfastiunch intervals and 8t

the dinner intervals rinse cycle temperatures of
. 160 degrees Fahrenheil from 06/01/15 through
RO RTSES

0B/24/15 at 930 AM and at 3:05 PM, revealed the

! Further record review of recent ECOLAB Routine !

. Preveniive Malntenance Service Reports of

i
¢ Signs posted on all three sides of dish
machine as follows:

NQTICE
If wash termnp helow 150*F or rinse temp
helow 180°F
you MUST use chemical rinse and notify
maintenanse.

Monitoring Changes To Assure Continaing
Compliance

¢ Audit of daily dishwasher recorded
temperatures will be done by DSM daily x
3 weeks, then weekly x B weeks
heginning 77292015, Resulls of sudils
wifl  he 'submitted} to  the (uality
Assurance Commiifee for review &
guldance unfit 100% compliance  is
achieved,

29,

Date of Completion: July

2015

i
[ : i

H

H

" Warewashing revealed Final Rinse Temperature
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F 371 ; Continued From page 2
' readings of greater then 180 degrees Fahrenhait
i when serviced on: 06/15/15, 06/26/1 & and
L0315,

| Interview, on 06/24/15 at 3.00 PM, with the

ECOLAB Territory Manager revoaled he was

| calted to service the dishwasher because tha

“rinso temperature was (ess than the minimum of

: 180 degrees Fahrenheit required for heat

' eanitation. He reported they had ceme out

yesterday (06/23/15) 1o replace parts and the
kooster heater was turned off, In addition he had

| to adjust the water tem perature from another

b epurce to ensure the temperature reached 186
degrees Fahrenheil, Ha revealed they cama out

| menthly and had no prior tlemperature aroblems,

; Intervigw, on 068/24/15 at 2:45 P4, with the

¢ pssistant Dietary Manager ravealed staff had
seen rained on how to recerd temperatures on

Vihe log. Further interview rayealed the process

“was If the dishwasher temperature had not

i reached 180 degrees Falvenhelt staff was

"supposed to use the three {3) compartment sinle

. and dip the dishes In the sanitizer for thirty {30}

' seconds, rinse and alr dry.

| interview, on 06/25/15 at 331 PM with Dietary

" Aide #1 rovealed it was important to ensure

| plates were sanitized properfy and she worked

| ne dishwasher but no one told her what the

. proper sanitation temperalirg was supposed to

| be, 180 degrees Fahrenheit, until a coupla of
weeks ago. She reported twas posaible soms

: dishes wera noet properly sanftized because she

* dld not always use chemical saniation unless the

-! plates wera visibly dirty. Tho Dietary Alde
revealed she had been tralned on 062415 o

, ensure proper sanitation.

H
i
1

;
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|

H
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 Interview, on 06/25/15 at 3:51 PM, with the ;
' Dietary Manager (DM} revealed she was awara of
i tha facility's dishwasher methed of sanitatlon and |
" heat sanilation was suppesed 3 be 180 degrees
| Fahrenheit. Continued interview, after review of |
~tha June 2015 lemperature Iog (muttiplo rinse '
| temperatures below 180 degrees), revealed she |
~thought staff knew the proper rinss sanitation .
| tamperature and were to report any temperatura f
problems; however, they may have been hurfied
i and just recorded temperatures. The DM 5
revealed she had only glanced at tha dishwasher |
| tamperature log to ensure staff was complating #
and had not checked the temperatures on the
Hog, Further interview revealed not ensuring .
_proper sanilation temeperatures was a foed safely |
! concern and she would worry about fransmission |
_ of germs/organisms. :
; .
- |
interview, on 06/25/15 at 4:30 PM, with tho :

i Director of Mursing/infection Control Mursa |
revealed thoy had anly one resident who recelved |
i tube feedings and all other residents ate food l

from the kitchen, Contnued intenview revealed
| the facility currently had no residants wilh
~gastrointestinal inesses. l
i !
" Interview, on 06/26/15 at 6:36 PM, with tho .
| Adminisirator revenlod the rinse femperatino {
observed was 160 dogrees Fahrenheit and they )
i had contacied the ECOLAB service 5
_represeniative as soon as he was mado aware.
{ The Adminlstraior revealed the dishwasher log for |
~June 2015 recorded multiple temperatures pelow
| 180 degrees Fahrenhelt and he or mainienance 5
shouid hava been informed if thero was a i
| problem. Further interview revealed to ensurs i
| proper sanitation to kill germs it was Important |

SIGMATURE HEALTHCARE OF GEORGETOW
513
oo SUMMARY STATEMENT OF DEFICIENCIES oo FROVIDER'S PLAH OF GURRECTION
BREFTY (EACH DEFICIENCY MUST BE PRECEDED BY FULL | OPREFIA | {EACH CORRECTIVE ACTION SHOULD BE i
TAG RESLLATORY OR L3C IDENTIEYING INFORMATION) L P CROSS-REFERENCED TO THE APPROPRIATE AT
i DEFICIENCY)
; ;‘ |
7 371, Continued From page J . F 371 :
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! proper dishwasher temperatures were achieved,
hut the facility had an addilional sanitation ‘ :
, process In place for chemical sanitation i ;
Uneeded. ; | ’
\ :
H .
i ;
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5 DEFICIENGT)
z ‘ CORRECTIVE ACTION FOR RESIDENTS
; \ ‘S ‘ . LS 1. -
K 000 | INITIAL COMMENTS KOO0 A FRECTED:
; ¢ No specific resident was identified.
CFR: 42 CFR 483.70(a) i : However, power sirip was Immediately
' BUILDING: 01 remover.
: 0413/ , i
PLAN APPROVALL 04/13/76 : : IDENTIFICATION or OTHER
i ‘ o - . RESIDENTS HAVING THE DPOTENTIAL
| A o . Y Tyt ) : = i §
[ SURVEY UNDER: NFPA 101 2000 Existing ; ‘ TO BE AFFECTED:
FAGILITY TYPE: SNFINF , » A full 1007  facility audit was
: conducted on 06/25/2015 by the Plant
TYPE OF STRUCTURE: One story Type I (200) : Operations Manager (POD) to ensurc
: : all medical eguipment was properly
. SMOKE COMPARTMENTS: 7 connected to the approved outlet. No
i further issues were noted.
FIRE ALARM: Complete fire alarm system ;
t {upgraded in September 2011) ' ,
‘ ; SYSTEMIC CIHANGES TO ENSURE THE
. SPRINKLER SYSTEM: Complete (wet) sprinkler - DEFICIENT ~ PRACTICE  DOES  NOT
*syster added new dry system in September 2011 ; RECUR: '
| i *  An in-service to all facility stalf was
'GENERATOR: Cne Type M Dlese! generator. concluded on 07/20/2015 by the POD
| MNew in September 2011 refated to medieal equipment being
1, connegted to g ) d ou
| A standard Life Safety Code survey was : ¢ 0 an approved outlet.
Cconducted on DB/25/15, The facility was found : T fo
; : d i s = POD will install additienal approved
f ot to be In compliance with the reguirements for o approve
i not i G ‘ outlets, by 0772972015, for medical -

" participation In Medicare and Medicaid. The
i facility is licensed for sixty five {65) beds. The
! census the day of the survey was fifty {50}

equipment in the Therapy Department,

RING SYSTEMIC CITANGES TO
COMPLIANCE:

he POD, Environmental  Services

. Directer (ESDY or, if unavailable,

member of facility mansgement team

' : will condugt weekly audits beginning

. Q72972015 for four (4 weeks, then

i

" The findings that follow demonstrale

| noncompliance with Tille 42, Code of Federal
‘ Requlations, 483.70{a} et seq. {Life Safety from

: Fire}.

_ Deficiencies were cited with the highest

4 N M
! : —
ARORATORY DIREC TORSANY PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%f5) DATE
AL AL Arrene- ,Aérmm-‘«}rm\o( _';' VHIZ
ch the nskitutlon may be excused from correcting providing Itis determired that
fe 80 days

ny deficiency statement enéén‘& wih (riasterisk {3 ¢enotes a deficlency whi

ther safequards provida sufficlent proe
dlowing the date of survey whather or not a pt
3ys following the dals these documents are mads availabt

‘pgram participation,

licn to the patients, {See instructions.) Except for nursing homes, the findings slated above ara disclosab
an of correctian is provided. For nursing homes, ihe above findings and plans of correction ara disclosablo 14
& to the faciity. If deficlencies ars cited, an approved plan of correction Is requisile to continued
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K000 Continued From pags 1 K 000!
" deficiency identified at *D" level, ) N
K 147 menthly, of facility to ensure approved

K147 I NFPA 0T LIFE SAFETY CODE STANDARD
58=D.
! Electrical wiring and equipment is in accordance
; with NFPA 70, Natlonal Electrical Code, 9.1.2

'This STANDARD is not met as evidenced by

i Based on cbservation and interview, it was

“detarmined the facility failed to ensure elecirical

fwiring was according o National Fire Protection

~Assoclation (NFPA), The deficiency had the :

' poiential to affect one (1} of zeven (7) smoke

; compartments, four (4) residents, staff and
visitors.

! The findings Included:

,; Observation, on 06/25/2015 at 12:12 PM, with the

! Maintenance Director, revealed a resident in the

. Therapy area was using an oxygen concentrator

! that was plugged into a muiti-plug adapter,

; Intervlew, during the lime of observation, wilh the |

" Maintenance BRirector, revealed stalf was aware
medical devices were not aflowed to be nlugged

. into multl-piug adapters. ;

' I

H

; The findings were acknowledged by the
| Administrator during the exit conference.

i

| !
' Reference; NFPASS (1999 Edition) ;
| !
. Chapter 3 Electrical Systems

!

outlets are being utilized for all medical
equipment, Non-compliance will be
corrected immedintely and reporicd to
Administrator,

The audits will be presented to the
monthly Quality Assurance meeting to
ensure compliance is being met, QA

commitice will  decide when
compliance is met.

i DATE OF COMPLIANCE: July 29,2015

i
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j
i
i

¥

3.321.2D ‘
2. Minimurm number of Receptacies. The number !

of receplacles shall be determined by the o
intended use of the patient care area. There shall -
be sufficlent receptacies located 0 as to aveld

the need for exlension cords or multiple outlet
adapters.
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