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Preparalion and execuroirot s ot
F 000 | INITIAL COMMENTS £ opp correction does not constituie an admission
or agreement by the provider of the truth of]
A Recertification Survey was iniiated on the facts alleged or conclusions set forth in
08/04/15 and concludsd on 08/06/15. The facility e statement O deficiency. This phan of,
was found not meeting the minimum orrection is prepared and executed solely
requirements for recertification and deficiencies because Federal and State Law require it.
were cited at the highest scope and severity of a Compliance has been and will be achieved
=i no later than the last completion date
F 371 483.35()) FOOD PROCURE, F 371 identified in the POC. Compliance will be
S8=F | STORE/PREPARE/SERVE - SANITARY maintained as provided in the Plan of
Correction. Failure to dispute or challenge
The facility must - the alleged deficiencies below is not an
(1) Procure food from sources approved or admission that the alleged facts occurred ag
considered salisfactory by Federal, State or local presented in the statements.
authorities; and
(2) Store, prepare, distribute and serve food F3nlr
under sanitary conditions
Residents Affected
Upon observation, it was revealed that 2
kitchen pan and lid with dried food
substances  on  them, which  wer
immediately cleaned, were stored away ab
This REQUIREMENT s not met as evidenced clean.
by: After continuous observation, it wak
Based on observations, interviews, and review of revealed that several “magic cups” were
ihe facility's policy, it was determined the facility stored in the freezer undated, which werk
failed to store, prapare, and distribute and serve thrown away.
food under sanitary conditions. Observation of Additionally, two cartons of thickened
the facility's kitchen during tour revealed thres {3} oo 514
; . . . orange juice dated 61115 and 6/25/13,
glasses filled with fluid were stored in the /0 boxed containers of Apple Juices datod
refrigerator uncovered, undated, and unlabeled. t'{»o poxed contamers of Apple N
Continued observation revealed dishes, with food 7716715, and one boxed container of Prune
particles on them, were stored with other clean Juice dated 7/2/15 were also stored in the
dishes. Further observation reveated carlons of freezer, which were also was immediately
thickened liquids were stored in the refrigerator discarded.
past their recommended open date, ‘maglc cups” Three glasses of a liquid substance were
stored in the Ireezer, undated, and one dented stored in the refrigerator uncovered,
can was siored in the dry storage area with other undated, and not labeled, which were
ABORATORY DIRECTOR'S OR PROVIDER:SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE iXE) DATE
{__Jpomn Gonen ©_ Administrator © 8-28-1s

ny deficiency statement ending with an astarisk 1"} denstes a deficlency which the Instiution may be axcused from correcting providing #t s determined that
#her salequards provide sulficient protection o the patients. (See instructions.) Excapt for nusing homaes, tha findings stated above ars disclozabla 90 days
oflowing the date of survey whather or not & plan of correction s provided, For nursing homaes, the above findings and plans of correction ars disclosable 14
fays following the date these documents are made avalable to the faciily. ! deficiencies ara cited, an approved plan of corection Is requisite o continued

Hogram paricipation.
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usable cans.
The findings include;
Review of the facility's policy, titled “Helrigerated

Storage”, undated, revealed it was the palicy for
the Tacility to store, prepare, and serve foods in

accordance with federal, state, and local sanitary

codes. Continued review of the policy revealed
that all foods would be properly wrapped andfor
stored in sealed containers and dated, tabled and
monitored so they were used by the specified
‘use-by date”. Further review of the nolicy
ravealad the food would be discarded within
appropriaie shelf lite,

Feview of the facility's policy titled
“Purchasing/Recelving/Storage”, undated,
revealed damaged canned food containers would
be stored together in the store room in a separaie
and distinct area away from other food items.
Continued review of the policy revealed damaged
containers were defined as all dented containers.

Raview of the facilty's policy titled, "Leflover

Foods®, undated, revealed it was the policy of tha

facility to store leftovers in a safe and sanilary
manner in compliance with federal, state, and
local sanitation codes. Continued review of the
policy revealed all refrigerated leftover foods ware
to be used within seventy-two (72) hours or

7 discarded.

. Fleview of the facility's quidelines for "Thick and
Easy", dated 08/05/18, revealed Thickened

- Orange Juice shelf life after opening would be up
o ten (10) days at thirty-four (34) degrees {o forty
| (40) degress. Continued review of the guidelines
- ravealed the Thickened Dairy Nectar had a sheif

PROVIDENCE NEW CASTLE
NEW CASTLE, KY 40050

%43 10 SURMMARY STATEMENT OF DEFICIENCIES i PROVIDEA'S PLAN OF CORRECTION (x84
SREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORBECTIVE ACTION SHOULD 86 COMPLETION

TAG REGULATORY OR LEC IDENTIEYING INFORMATION TAG CROSS-REFERENGED TO THE APPROPIIATE nATE

DEFICIENGY)
Hrown away.
F 371 Continued From page 1 F 371 One dented can of Cheddar Cheese, which

was thrown away, was stored with other
cang for resident use.

{demtification of Other Residents
The deficiency had the potential 1o alffect
residents  with PO, diets.  The
inappropriately stored items identified were
immediately thrown away and pans
washed.

Systemic Changes
All dietary staff has been re-trained on
storing, preparing, and serving foods and
kitchenware in accordance with federal
state, and tocal sanitary codes on 8-6-15 by
the Dietary Manager,
A new Food Storage Policy addressing
proper labeling and dating food and drink
storing pots, pans and other kitchenware
and proper storage of food and drink
compliant with federal, state, and loca
sanitary codes was crested on 8-25-13 by
the Dietary Manager. All distary stafl wil
be in-serviced by the Dietary Manager o
the new Food Storage Policy by 9-10-15.

A new daily QA audit was developed by
the Dietary  Manager and  consulian
Registered Dietician on 8-25-15. The audi
requires the Dietary Manager or designee
to audit stored food and drink items 9
ensure they are stored, labeled, and dated izi
compliance with federal, state, and loca]
sanitary codes. The audit also requives ih%
Dietary Manager or designee to audit
stored kitchenware to ensure it is stored in .
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Continued From page 2

file after opening up to four (4) days at thirty-four
{34) degrees to forty (40) degrees.

Observation of the Kitchen during tour, on
0B/04/15 at 2.05 AM, revealed a kitchen pan,
stored with other cleanad dishes, was observed
to have dried red substance on the botiom of the
pan. Continuad review of the cleaned Kiichen
pans revealed a lid, stored away as clean, was
observed to have dried white subsiance on the
fid. Observation of the freezer revealed there
were several ‘magic cups” that was stored in the
freezer, undated. Additionally, two (2) cartons of
thickened orange julce dated 06/11/15 and
06/25/15. There were two (2) boxed conlainers
of Apple Juices dated 07/16/15 and one (1) boxed
container of Prune Juice daled 07/02/15,
Continued tour of the kitchen revealed one (1)
dentad can of Cheddar Cheese was stored with
the other cans for residenis use and thres {3
glasses of a liquid substance was stored in the
refrigerator that was uncovered, undaled, and
was not tabled,

interview with Dietary Aide 45, on 0B/08/15 &t
10:30 AM, revealed the dishes should not have
been stored with food particles left on them. She
stated that i they found food particles left on the
dishes, then the dishes would have to be
re-washed. She reported it was important to
re-wash the dishes due to contamination and
hacteria would build up on the food that was et
on the dishes. Continuad interview with Dietary
Aide #5 revealed that the julces should have been
covered, tabled, and dated. Additionally, she
reporied this was (o prevent cross contamination
with juice or milk. She reported you would want
1o make sure no bacteria got in them. Continued

interview with Distary Aide #5 revealed evarything

T sy T ok

TOUCTY

Farn

review and compliance,

Manitoring
The Administrator will submit the

BDate of Correction

9-11-15

sanitary codes. These daily QA audits are
turned into the Administrator daily for

of the QA audits completed (o the monthly
Quality Assurance and Safety Committes
meeting for review and recommendations,

1393

resulig
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F 371 Continued From page 3 Fan

in the refrigerator should be Izbeled to let siaff
know what the product was and items should be
dated to make staff aware of what ilems should
be fossed. Distary Alds #5 reporied all itlems
should be thrown away after three (3) days, so
that bacteria does not set up in the Hlems. Further
interview with Distary Alde #5 ravealed the
kitchen staff should not use "dented” cans. She
reported it was important 1o get rid of those cans
because bacteria can set up in the cans and
contaminate the food,

Interview with the Food Service Assistant
Manager, on 0B/06/15 at 11:00 AM, revealed the
dishes should not have been slored with food
particles on them. She reported she was sure
this might have occurred before, but reported it
should not be done for cross contamination. She
further revealed the dishes should not have been
putl away with the clean dishes if § was still dirty,
Continued interview with the Food Service
Assistant Manager revealed it was her job to label
and dale everyihing. The Food Service Assigiant
dManager reported the three {3) glasses in the
refrigerator should have been coverad, tabled,
and dated. She reporied this was an oversight by
her and she would continue 1o educate the stalf,
Additionally, she revaaled it was her job 1o pull
dentad cans as they come into the facility’s
kitchen. She siated the dented cans could carry
food bourna llinesses, adding, "something could
come off the can.” Further inferview with the
Food Saervice Agsistant Manager revealed i was
the policy that after opening a product, it should
be used within three (3) days and the carton of
uices/dairy thickened product should be usad
within the recommended guidslines. The Food
Service Assistant Managsr reportad i was an
oversight on her part and added the cartons
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Continued From page 4
should have been removed from the refrigerator,

interview with the Food Service Diracior, on
QB/04/15 at approximately 9:068 AM and 08/05/15
at approximadely 4:00 PM, revealad the pan used
o cook food in should not have had food
substance on it She reported sha believed the
substance to be spaghetli sauce. Continued
interview revealed the tid fo the pan had dried
waler and some food pariicles, but was not
certain of what the food particie might have been,
She reported the pan and the lid was not washed
groperly and needed 1o be re-washed. Further
interview with the Food Service Director revealed
she believed that there were over seventy-five
{75} magic cups (nutrition shakes) n the freezer
that should have been dated. The Food Service
Director revealed she was not certain of the
expiration date of the juices and the dairy
product, but added she thought it was okay
because of the expiration date on the cartoon, not
the dats that the canton was opened.
Additionally, the Food Service Director reported
the denled can should not have been stored with
the regular cans for distribution because the
dented can could carry food bourme liness and if
sevare enough, it could cause an oulbreak.
Continued interview with the Food Service
Director revealed the three (3) glasses with Higuid
in them was poursd for the day. !t contained a
red substance, light brown substance, and bright
yeliow substance. The Food Service Director
reporied the glasses should have been covered
and reporiad she just placed the juices in the
refrigerator as this surveyor should “take her word
forit".  An additional interview with the Food
Service Director revealed she thought the time a
product couid rest in the refrigerator after opening

was saventy-two (72) hours,

F 37
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Continued From page 5

Interview with the Dietitian Consultant, on
08/05/15 at approximatsly 3:30 PM, revealed it
would be her expectation that the juice in the \
cartons in the refrigerator would be kept no longer
than six (6} days after opening. She reported she
was nol sure how long the milk could sit in the
refrigerator after opening, but thought it was a
shorter period. The Dietitian Consultant reported
that while she was not sure of the exact
expiration date of the items after opening them,
she would rely on the policy and the
recommendation for holding the juice/dairy
products after apening. Further interview with the
Dietitian Consultant revealed, it would have been
her expectation that the items in the refrigerator
would have been covered, daled, and labled.

She reportad it was the facility's policy, as well as,
within the regulations.

483.70(b) EMERGENCY ELECTRICAL POWER
SYSTEM

An emergency elecirical power system must
supply power adequate af jeast for lighting all
entrances and axits; equipment to maintain the
fire detection, alarm, and extinguishing systems:
and e suppor! systems In the avent the normal
glecirical supply is inlerrupled.

When fife support systems are used, the lacility
must provide emergency elecirical power with an
amergency generalor (as defined in NFPA 99,
Health Care Facilities) that is lncaled on the
premises.

This REQUIREMENT s not met as avidenced
by

Fan

F 455

F435F

Residents Affected
Upon observation, it was revealed that the
facility failed to have a system in place ¢
provide uninlerrupted access 1o continuon
oxygen therapy as well as use of th
facility’s  six  mechanical lifts. Fou
residents  care planned  for  continuous
oxygen usage received and have continued
to receive oxygen without any disruptions
to their MD orders for oxygen. Residents
care planned for mechanical it usage wer
transferred  with  the assistance  of
mechanical [ift per MD orders and ther
has mot been any disruption to followin
the MDD orders. The generator was restore
to working condition compliant with Li
Safety Code on 8-18-13,

[ = ¢ ey
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The deficiency had the potential to affect
F 455 Continued From page 8 F 455 the 4 residents who are care planned for
Based on Interview and facility policy review it continuous oxygen therapy and residemts
was determined the facility failled to have a who uiilize the mechanical lifis o
systam in place to provide uninterrupted access iransiers.
to continuous oxygen therapy as required (o four All residents who have MDD orders for
{4} residents out of ity (50) in the event of a continuous oxygen and use of th
power failtire and the generator of the facility had mechanical lifls are receiving these service
o be activated. ;5 addition, z’esgﬁeﬁts'ce}gkﬁ not as ordered by their physician and there has
be transferred using any of the facility's six (8) be ; disruntion to these services
machanical lifts In the event of a facility power not been any disruption: B SV
failure, The generator was restored 1o working
condition compliant with Life Safety Code
The findings include: on 8-18-15.
Review of facllity policy titied “Auxiliary Power for Systentic Changes
Life-Support Systems,” with a revision date of The Director of Maintenance arranged fo
August 2008 revealed if the normal power supply Nixon Power to expedite the shipping for :
was disrupted the emergency generator would new control board for the facility gencrato
pravide auxiliary power to established areas on R-10-15. Nixon Power replaced th
W‘ﬁf‘f” the .bs,ssifﬁmg. iﬁa;;tsnued review ?{ the coutrol board on the facility gencrator on 8
Efam%%iy policy m%ahd, life s&gpgsrﬁ equipment was 18-15 to restore it to working staius and it
iocated at sach nurse's station and was o be i ih Life  Safety Cod
used only during an emergency. complance - wilh - Lie - salely b
standards,
interview wilh the facility Maintenance Director on .
08/06/15 at 11:03 AM revealed he had identified Monitoring ‘
the generator would not automatically transfer The generator's new control board bas bee
power on 07/09/15 and had contacted the programmed by Nizon  Power i
generator vendor (o assess the genaralor to automatically start the generator weekly on
determine the problem. Continued interview with Friday, Additionally, the Maintenanck
ihe facility Maintenance Director revealed the Director will manually start the generatar
generator vendor had incorrectly identified the monthly under foad for 30 minutes &
problem with the generator and that the ensure the transfer switch iz transferring
Maintenance Director discovered on 07/16/15 power from the generator to the facility an
after the generator vendor had replaced the onfirm the senerator is in nroper working
transfer switch that the generator did not conlirm the z,,t:ﬁﬁ : ?% pe fe Saf f
automatically transferring power to the faciity. condition in compliance with Life Safety
Further interview with the facility Maintenance Code standards.
Diraclor revealed that according to the generatar
vendor the emergency power generator needed a
TAM CMB-2567(02-99) Pravious Yarsions Obsolsls Event 10 IXOIN Facliity 10 100435
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Continued From page 7

naw controller in order for tha system io
automalically transler power, Continued interview
with the facility Maintenance Director ravealed he
had to get bids on getling the controlier replaced
because | was over a cerfain amount of money.
The facility Maintenance Director stated he got
final pricing on replacing the controller on
07716715 and conveyed the information to the
tormer Facility Administrator.

Interview with the Regional Direclor of Operaticns
on 0B/06/158 at 1:00 PM revesied he was not
made aware of the generator issue untll he was
comacted on 07/27/15 about gelting approval
from the corporate office to purchase a new
controlier for the generator. Coniinued interview
with the Reglonal Director of Qperations revealad
he was under the impression that the facility had
emergency power avallable in the svent of a
mower {aliura.

interview with the Facility Administralor on
08/06/15 at 1:21 PM revealed he had been the
administrator of the facility for four (4) days and
was under the imprassion that the facilily could
do a manual power iransferin the svent of a
faciity power failure.

E 4551 9-11-15

Correction Date:
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Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 09/11/15 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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K 000 | INITIAL COMMENTS ¥ gonl  Preparation and execution of this plan of

CFAR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1971
SURVEY UNDER: 2000 Existing
FACIITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) story, Type V
{111}

SMOKE COMPARTMENTS: Four {4) smoke
comparimenis.

FIRE ALARM: Complate fire alarm syslem with
heat and smoke detactors

SPRINKLER SYSTEM: Complete, automatic dry
sprinkler system,

GENERATOR: Type i, B5KW generator. Fuel
sourcs is natural gas,

A Recertification Life Salety Code Survey was
initiated on OB/04/15 and concluded on 08/05/15.
The facility was found not in compliance with the
Requiraments for Participation in Medicare and
Medicaid. The facility has sixly (60) certified bads
and the censug was {ifty (50} on the day of the
survey.

The tindings that follow demonstrate
noncompliance with Title 42, Code of Federal
Hegulations, 483.70(a) et seq. {Life Safety from
Fira)

correction does not constitute an admission
or agreement by the provider of the truth of
the facts alleged or conclusions set forth in
the statement of deficiency, This Plan of
Correction is prepared and executed solely
because Federal and State Law require it
Compliance hag been and will be achieved
no tater than the last completion date
identified in the POC. Compliance will be
maintained as provided in the Plan of
Correction. Failure to dispute or challenge
the alleged deficiencies below is not an
admission that the alleged facts occurred as
presented in the statements.

KaisD

Residents Affected

Upon observation it was revealed that th
facility failed 1o maintain smoke barrier
that would resist the passage of smok
between  smoke  compariments i
accordance with NFPA standards above th
ceiling located by Room 106 and another
sbove the ceiling by the conference room.

.

tdentification of Other Roesidents
The deficiency had the potential to affed
all the residents in the ficility.,  Th
Director of Maintenance checked all smoks
barriers in the facility on 8-7-15 to identi?
any other areas of concern; no othe
identified.

Systemiv Changes
On B-25-15 the Director of Maintenance
repaired the two unsealed penetrations; on

&

LABORATORY DIRECTOR S OR PROVIDER/SUPPLIER REPRESEMTATIVE'S SIGNATURE

L Jawny, O

TiME {28} DATE

L Administeodor v 8-28-15

Any deficiancy statement ending with an asiarisk (*) denoles a deficiancy which tha in

stifution may be axcused rom correcting providing # is detenmined that

osthar safeguards provide sufficient protection to the patients, {See Instructions.) Except for nursing homes, the findings sialed above are discinsabie 20 days
iefowing the date of survey whaether or not a plan of coneciion i provided. For nursing homes, the abova findings and plans of corsction are disclosable 14
days ioflowing the date these documants are made available to the tacitity. ¥ defiviencles ae cited, an approved plan of corrention is seouisite o continued

srogram participation.
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Smoke barrfers are constructed to provide at
least a one haif hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
prolected by fire-rated glazing or by wired glass
pansis and steel frames. A minimum of two
separate compartments are provided on sach
floor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3, 19.3.7.5, 18.1.6.3, 19.18.4

This STANDARD is not met as evidenced by
Based on observation and inferview, it was
delermined the facility falled to maintain smoke
barriers thal would resist the passage of smoke
betwesn smoke companments in accordance
with Mational Fire Protection Association (NFPA)
standards. The deficient practice has the polential
to affect thres (3} of four {4) smoke
compartmends, residents, staff and visliors. The
facifity has the capacity lor sixty (80) beds and at
the time of the survey, the census was fifty (50).

The findings include:

1. Observation, on 08/04/15 at 10:08 AM, with the
Maintenance Direclor revealed an unsealsd
penalration in the smoke barrier extending above
the cailing located by Foom #108, The

PROVIDENCE NEW CASTLE NEW CASTLE, KY 40050
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION a5y
PREFIK (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIY (EACH CORRECTIVE ACTION SHOULD 88 CORPLETION
TAG AEGULATORY OR LEC I0BNTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPHIATE DATE
DEFICIENCY)

K 000 | Continued From page 1 K ooo! in the smoke barrier above the ceiling

located by Room #106 and another above

Daficiencies were cited with the highest the ceiling located by the conference room.

deticiency identified at "F” leval, The Director of Maintenance sealed both

K 025 | NFPA 101 LIFE SBAFETY CODE STANDARD K 025! pencirations with {ire rated caulking that is

58=0 capable of maintaining  the  smoke

resistance of the smoke barrier so there are
no longer penetrations in the facility’s
smoke barviers.

A new monthly QA audit was developed
§-26-15 by the Administrator (o ensure that
the penetrations remain  sealed.  The
Director of Maintenance will check once a
month to ensure that the smoke barriers do
not have any penetrations and remain
sealed. These audits are twrned into the
Administrator monthly for review and
compliance,

MMeonitoring
The Administrator will submit the results
of the QA audits completed monthly by the
Maintenance Director to the monthly
Quality Assurance and Safety Committee
meeting for review and recommendations.

Dare of Correction
9-11-15
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penetration was due lo a continuous ridge vent
that was installed with the new rool.

interview, on 08/04/15 at 10:08 AM, with the
Mainisnance Dirsctor revealed he was not aware
the smoke barrier would nol resist the passage of
smoke dug to the new ridge vent,

2. Chservation, on 08/04/15 at 10:17 AM, with the
Maintenance Director revealed an unsesied
penstration in the smoke barrier extending above
the celling localed by the Conference Boom. The
penatration was due 1o a continuous ridge vent
that was racently installed with the new roof,

interview, on GB/04/15 at 10:18 AM, with the
taintenance Direclor revealed he was not awars
the smoks barrier would not rasist the passage of
smoke due 1o the new ridge vent,

The census of tifty (80) was verified by the
Administrator on 08/05/15. The findings were
acknowledged by the Administrator and verified
by the Maintenance Director al the exit interview
on DB/O5/1 5.

Actual NFPA Standard:

Ralerence: NFPA 101 (2000 Edition).19.3.7.3
Any required smoke barrier shall be constructed
in accordance with Section 8.3 and ghall have a
tire resistancs rating of not less than 1/2 hour,
Exceplion No. 11 Where an atrium is used,
smoke barriers shall be permitted to lerminate at
an atrium wall constructed In accordance with
Exception No. 2 to 8.2.5.6(1). Not less than two
separale smoks compartments shall be provided
on gach.fioor,

Exception No. 2" Dampers shall not be required

STATEMENT OF DEFICIENCIES (%3} PROVIDERSUPPUSIVCUIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING D1 - HOMESTEAD NURSING CENTER COMPLETED
188362 B WiNG 08/08/2018
MAME OF PROVIDER OR SUPPLIER STHEET ADDRESS, OITY, STATE, 2IP CODE
50 ADAMS BTHEET
RO E new TL
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K025

Continued From page 3

in duct penetrations of smoke barriers in fully
dusted heating, ventliating, and air conditioning
systems where an approved, supervisad
automatic sprinkler system In accordance with
19.3.5.3 has been provided for smoke
compartments adjacent to the smoks barrier,
Referance: NFPA 101 (2000 Edition) 8.3.6.1
Pipes, conduits, bus ducts, cables, wires, alr
ducts, pneumatic tubes and ducts, and similar
bullding service equipmeni that pass through
floors and smoke barriers shall be protected as
follows:

{a) The space between the penetrating lem and
the smoke barder shall

1. Be filled with a materal capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device designed
for the specific purposa,

{b} Where the penetrating fem uses a slesve 1o
penatrate the smoke barrier, the sleeve shall be
sclidly set in the smoke barrier, and the space
between the item and the sleeve shall

1. Be lillad with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device designed
for the specific purpose,

{c} Where designs take ransmission of vibration
into consideration, any vibration isolation shall

1. Be made on either side of the smoke barrier, or
2. Ba made by an approved device designed for
the specific purpose.

8.3.6.2 Openings oceurring at points where Hloors
ar smoke

barriers meet the ouiside walls, other smaoke
barriers, or fire

harriers of a bullding shall meet ane of the
following conditions:

{1} it shall be filled with a material that is capable

K025
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K028 | Continued From page 4 Kozs
of maintaining
the smoke resistance of the Hoor or smoke
barrier.
{2) It shall be protectad by an approved device
that is
designed for the specitic purpose, K046 F
ngﬁ NFPA 101 LIFE SAFETY CODE STANDARD K 048 Residents Affected

Emergency lighting of at least 1% hour duration is
provided in accordance with 7.9, 18.2.8.1,

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility (ziled to maintain
emergency lighting In accordance with the
National Fire Protection Association (NFPA)
standards. The deficlency had the polential io
aftect four {4) of four (4) smoke compartments,
residents, staff and visitors. The {acility has the
capacity for sixty {60) beds and the census was
fifly {50} on the day of the survey.

The findings include:

Observation, on DB/O4/15 &t 11:22 AM, with the
Maintenance Director revealed the facility falled 1o
document the annual ninety (80) minute test for
batiery powered emergency lighting.

interview, on 08/04/15 at 11:28 AM, with the
Maintenance Director revealed he was not aware
documentation was 1o be provided for the ninsty
(90} minute test for baltery powered emergency
lighting.

bghting  iIn accordance  with  NFPA
standards in which the facility failed to
document the annual ninely minute test for
battery  powered emergency  lighting,
Emergency egress lighting was installed in
the facility in asccordance with NFP4
standards on B-13-15 by the Direcior of
Maintenance.

Hdensification of Other Residents
The deficiency had the potential to affec
all the residents in the facility.

Svstemic Changes

Emergency egress lighting wag installed i
the facility in asccordance with NFP
standards on 8-13-13 by the Director o
Maintenance. The installed lights ar
arranged to provide initial illumination tha
is not less than an average of ose fool

egress at floor level, On 8-17-13 the epres:

30 day test and the annual 90 minule tes
for battery powered emergency lighting in

Upon observation, #t was revealed the
facility foiled to mointain  emergency.

candle (1 tux), measured along the path of

lighting was Inspected by the Director of
Maintenance (0 ensure it satisfied both the

FORM CME-2567(02.89) Pravious Varsions Obsolats
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The census of fifty (50} was verified by the
Administrator on 0B/05/15. The survey findings
wera acknowledged by the Administrator and
veritied by the Maintenance Direclor at the exit
interview on 0B/05/15.

Aeference: NFPA 101 {2000 edition)

7.9.2.1" Emergency tlumination shall be provided
for not less than 11/2 hours in the avent of faillure
of narmal lighting. Emergency lighting facilities
shall be arranged 1o provide initiad lumination
that is not less than an average of 1 fl-candle (10
iux} and, at any point, not less than 0.1 ft-candle
{1 lux}, measured along the path of egress at
floor level. Hlumination levels shall be permitted lo
dacline to not less than an average of 0.6
ft-candle (B lux) and, al any point, not less than
0.06 ft-candie (0.8

fux) at the end of the 11/2 hiours. A
maximum-to-minimum flumination uniformity
ratio of 40 1o 1 shall not be excesaded.

7.9.3 Periodic Tesling of Emergency Lighiing
Equipment. A functional test shall be conducted
on every required emergency lighting system at
30-day intervals for not less than 30 seconds, An
annual test shall be conducted on every required
baltery-powered emergency lighting system for
not less than

11/2 hours. Equipment shall be fully aperational
for the duration of the last. Writtlen recaords of
visuat inspactions and tests shall be kept by the
owner for inspaction by the authority having
jurisdiction.

Exception: Self-lesting/sslf-diagnostic,
battery-operated emergency lighting equipment
that automatically performs a test for not less
than 30 seconds and diagnostic routine not less

tests will be performed and logged every 30
days and anmnually by the Dircctor of
Maintenance.

Monitoring

The Director of Maintenance will record i
a log book the results of both the 30 day
tests as well as the annual 90 minute test
for battery powered emergency lighting in
accordance with NFPA standards, Th
Administrator will review the maintenanc
log monthly to ensure complisnce and
submit resulls fo the Quality Assuranc
Committee Meeting monthly for review
and recommendations,

Date of Correction
9.11-15
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K 046 Continued From page 6 K 048
than once every 30 days and indicates failures by
a status indicator shall be exempt from the
30-day functional test, provided that a visual K 062 F
inspection is performed at 30-day intervals,
K OB2 | NFPA 101 LIFE SAFETY CODE STANDARD Kos2 .
SS=F Residents fiﬁecfed ‘
Required automatic sprinkler systems are Upon observation, it was revealed the
continuously maintained in reliable oparating facility failed to maintain the sprinkles
condition and are mspgg‘ggd and lestad system in accordance with NFPA standards
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA 25, as the full flow trip test was past due. The
8.7.5 fast full flow trip test was performed on
7-17-12. The Director of Maintenance
notified Brown Sprinkler Corporation t
, X ) come and perform the three year full flow
This STANDARD s not met as avidenced by: test which was performed on 8-25-15 and
Basseé'on {}bservagx}:} n a‘f’d intﬁWigw, !.t was no concemns were identified with th
detarmined the facility failed {o mainiain the system
sprinkler system in accordance with National Firs sysiem.
Protection Association (NFPA) standards. The . . ,
deficiency had the potential to affect four (4) of f’ffc’nfgﬁwfwn af Other ﬁes:rlg:{fs ]
four (4) smoke compartments, all residents, staff The deficiency had the potential to affec
and visitors. The facility has the capacity for sixty all residents in the facility. The Director o
{80) beds and at the time of the survey, the Maintenance notified Brown Sprinkle
cansus was fifty (50} Corporation o come and perform the three
year full flow test which was performed og
The findings include: 8-25-15 and no concerns were identified
with the system,
Ohbservation, on 08/04/15 af 10:56 AM, with the
Maintenance Director ravealed the full flow trip st ie &l orssese
test was past due. The last full flow test was ?j;{gmggéé'zzéii Brown  Sprinkict
performed on 07/17/712. Corporation made a site visit to the facili
Interview, on 0B/04/15 at 10:57 PM, with the to perform the three year full flow wip test
Maintenance Direclor revealed he relied on the in compliance with NFPA standards. The
sprinkler contractor (o keep the faciiity in results of the full flow irip test revealed the
compliance. facility’s sprinkler system is in proper
working condition and compliant  with
The census of fifty (50) was verified by the NFPA standards,
FORM CMS-2567(02-99) Pravious Varsions Qbsclsts Event 1D DXGI21 Faclity #3 100438 # continuation sheet Page 7 of 18
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Adrministrator on 08/08/15. The findings were
acknowledged by the Adminisirator and verified
by the Maintenance Director ai the exit interview
an 08/05/15.

Actual NFPA Standard:

Reterence: NFPA 25 (1998 Edition). 2-1 General,
This chapter provides the minimum requirements
for the routine nspection, testing, and
maintenance of

sprinkler systems. Table 2-1 shall be used o
delermine the

minimurn required frequencles for inspection,
testing, and

maintenance.

Exception: Valves and fire department
connactions shall be inspecied,

tested, and maintained in accordance with
Chapler 9,

Table 2-1 Summary of Sprinkler System
Inspection, Testing, and Mainienance

lam Activity Fraquency Pelference

Gauges (dry, preaction deluge systems)
Inspection Weekiy/monihly 2-2.4.2

Control valves Inspection Weekly/monthly Table
81

Alarm devices Inspection Quanterly 2-2.6
Gauges (wet pipe systems) inspection Monthly
2-2.4.4

Hydraulic nameplate Inspection Quarterly 2.2.7
Bulidings Inspection Annually (prior to freezing
weather)

2-2.5

Hanger/seismic bracing inspection Annually 2-2.3
Pipe and fittings Inspection Annually 2-2.2
Sprinklers Inspection Annually 2-2.1.1

Spare sprinklers Inspection Annually 2-2.1.3

PROVIDENCE NEW CASTLE
MEW CASTLE, KY 40050
(X4 1D SUMMARY STATEMENT OF DERICIENCIES 0 FHOVIDER'S PLAN OF CORRECTION 45
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K 082 | Continued From page 7 Koe2

The Director of Maintenance will keep
record of each three vear full flow trip tes
in a log book and document the results of
the test. The Director of Maintenance will
keep track of the three year inspection date
and ensure the full flow trip test i
performed every three vears per NFPA
standards.

Monitaring

The Director of Maintenance will report aég
the administrator once the three year ful
flow wrip test is scheduled so that the
administrator can verify the nexi {est date if
within  the twee vear window
compliance with NFPA standards.

¥

Date af Correction
9-11-13
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Fire department connections Inspection Table 8-1
Valves (all types) Inspaction Table 9-1

Alarm devices Test Quarterly 2-3.3

Main drain Test Annually Table 9-1

Antifreeze solution Test Annually 2-3.4

Gauges Test 5 years 2-3.2

Sprinklers - extra-high temp, Tast 5 years 2-3.1.1
Exception No. 3

Sprinklers - fast response Test At 20 years and
avery 10 years

tharealier

2-3.1.1 Exception No. 2

Sprinklers Test At 50 years and svery 10 years
theresfier

2311

Valves (all types) Maintenance Annually or as
needed Table 9-1

Obstruction investigation Maintenance 5 yaars or
as needed Chapter 10

Table 8-1 Summary of Vaives, Valve
Components, and Trim Inspection, Testing, and
Maintenance

Componant Activity Frequency Reference
Control Valves

Sealed Inspection Weekly 9-3.3.1

Locked Inspection Monthly 9-3.3.1 Exception No,
1

Tamper switches Inspection Monthly 9-3.3.1
Exception No. 1

Alarm Valves

Exterior inspection Monthly 9-4.1.1

interior inspection 5 vears 8-4.1.2
Strainers, filters, orifices Inspection 5 years
9-4.1.2

Chack Valves

Interior Inspection 5 years 9-4.2.1
Preaction/Deluge Valves

Enclosure (during cold weather) Inspection

KOsz
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Continued From page 9

Dally/waeakly 9-4,3.1

Exterior Inspection Monthly 9-4.3.1.2

Interior Inspection Annually/s years 9-4.3.1.3
Strainers, filters, orifices Inspection 5 years
9-4.3.1.4

Dry Pipe Valves/Quick-Cpening

Devices

Enciosure (during cold weather) Inspection
Dallyiweekly 9-4.4.1.1

Exterior Inspaction Monthly 9-4.4.1.3

Interior Inspection Annually 9-4.4.1.4
Strainers, filters, orifices Inspection 5 years
3-4.4,15

Pressure Reducing and Relief Valves
Sprinkler systems Inspection Quarterly 9-5.1.1
Hose connections Inspection Quarterly §-5.2,1
Hose racks Inspection Quarterly 8-5.3.1

Fire pumps

Casing relief valves Inspection Weekly 9-5.5.1,
9-5.5.1.1

Pressure relief valves Inspection Weekly 9-5.5.2,
9-5.52.1

Backflow Prevention Assemblies

Reduced pressure Inspection Weekly/monthly
8-8.1

Reduced pressure detectors Inspection
Weekly/monthly 3-8.1

Fire Department Connections Inspection
Quanterly 9-7.1

Main Drains Test Annually 9-2.6, 9342
Walerflow Alarms Test Quarterly 9-2.7

Control Valves

Position Test Annually 9-3.4.4

Operation Test Annually 9-3.4.1

Supervisory Test Semiannually 9-3.4.3
Preaction/Deluge Valves

Priming waler Test Quarterly 9-4.3.2.1

- Low air pressure alarms Test Guariery $-4.3.2.10
| Full How Test Annually 9-4.3.2.2

Kae2
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K082 Continued From page 10 K o6z
Dry Pipe valves/Quick-Opening
Davices
Priming water Test Quariterly 9-4.4.2.1
Low air pressure alarm Test Quarery 9-44.26
Quick-opening devices Test Quarterly 9-4.4.2.4
Trip test Test Annually 8-4.4.2 2
Full flow trip test Test 3 vears 9-4.4.2.2.1
Pressure Reducing and Relief Valves
 Sprinkler systems Test 5 years 9-5.1.2
Clreulation relief Test Annually 8-5.5.1.2
Pregsure refief vaives Test Annually §-5.5.2.2
Hose connections Test 5 years $-5.2.2
Hose racks Test 5 years 9-5.3.2
Backflow Prevention Assemblies Test Annually
9-8.2
Control Valves Maintenance Annually 8-3.5 K972 b
Preaction/Deluge Valves Maintenance Annually
9-43.3.2 .
Dry Pipe Valves/Quick-Opening Residents Affected
Devices Upon observation, it was revealed that the
Maintenance Annually 8-4.4.3.2 facitity failed to maintain exit access ip
K072 NFPA 101 LIFE SAFETY CODE STANDARD K072, accordance with NFPA standards as tw
58=0 geriatric chairs and a mechanical 1ift werd
Means of egress are continuously maintained free stored in the egress path st the Therap
of all obstructions or impediments to full instant Exit. All exits have been cleared o
use in the case of fire or other emergency. No geriatric chairs and the mechanical lifts an
furnishings, decorations, or other obiects obstruct cemain  in compliance  with NFP2
exits, access to, egress from, or visibility of exits. standards.
7.1.10
Hensificasion of Other Residents
The deficiency had the potential to affec
all the residents in the facility.
This STANDARD is not met as evidenced by: All exits have heen cleared of geriatric
Based on observation and intarview, it was chairs and mechanical lifts and remain |
determined the lacility failed to maintain exit compliance with NFPA standards.
access in accordance with NFPA standards, The
deficient practice has the potential to alfact one Sysremic Changes
: The Director of Maintenance educated the
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Staff Development Coordinator about exi

(1) of four {4) smake compariments, residents, access in accordance with NFPA standardy

stalf and visitors, The facility has the capacily for

sixty (60} beds and at the time of the survey, the on  8-28-15. The Staff Development
census was fifty (50). Coordinator 15 in-servicing  all ‘szaf

including all depurtments, which will b
The findings include: completed by 9-10-15, regarding means o

egress - it must be continuously maintained
Observation, on 08/04/15 at 11:33 AM, with the free of all obstructions or impediments fo
Maintenance Director revealed two (2) Gerialric immediale use in the case of fire or othe
Chalrs and a it stored In the egress path at the emergency.

Therapy Exit. The chalrs and lift wera observed

" ‘ A new QA audit was developed on 8-26-13
being unaitended from 10:09 AM urtil 11:38 AM,

by the Administrator which will verify tha
all exits are continuously free of g

{riterviaw, on 08/04/15 at 11:40 AM, with the obstructions and  impediments.  Th

Mainlenance Direclor revealed the chalrs and it

were routinely stored in this location. Maintenance Director will be performing
this QA audit daily and submitting then

The census of fifty (50) was verified by the daily to the Administrator.

Administrator on 08/05/15. The findings were

acknowledged by the Administrator and verified Mounitaring

by the Maintenance Director at the exit interview The Administrator will submit the result

on 0B/05/15, of the QA audits completed by the

Maintenance Director to  the monthly
Quality Assurance and Safety Commitles
meeting for review and recommendations.

Actual NFPA Slandard;

Relerence: NFPA 101 (2000 Edition)

Means of Egress Beliability 7.1.10.1

Means of egrass shall be continuously
maintained free of all obstructions or
impediments (o full instant use in the case of fire
ar other emergency.

Date of Correction
G9-11-15

Reterence: NFPA 101 (200 Edition) 7.3.2°
Measurement of Means of Egress.

The width of means of egress shall be measured
in the clear at the narrowest point of the exit
component under consideration.

Exception: Projections not more than 31/2 in.
(8.9 cm) on each side shall be permitied at 38 in.
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K072 Continued From page 12 Ko7z
{98 cm} and below.
Relerence: S&0C-12-21-L8C K146 F
K 146 NFPA 101 LIFE SAFETY CODE STANDARD K148 pocidents 4 ffecied
B8=F y ) . .
. . . , Upon observation, it was revealed that the
A nursing home or hospice with no life support i‘aiiﬁty failed to have a system in place to
equipment has an alternate source of power . ) ) .
separate and independent from the normal provide uninterrupted access to continuous
source that will be effective for minimum of 114 oxygen therapy as well as use of the
hour after loss of the normal source.  NFPA 99, facility’s six mechanical lifts. The Foun
36314 residents care planned for contiouous
oxygen usage have received and have
continued to receive oxygen without any
) ) ) disruptions to their MD orders for oxygen
This STANDARD is not met as evidenced by: Residents care planned for mechanical lifi
Based on interview and record review, it was usage were transferred with the assistance
datarmined the faceh%y faﬂeq to mainiain the of a mechanical lift per MD orders and
generator set by National Fire Protection there has not been any disruption 1
Association (NFPA]) standards. The deficiency following the MD ord The wenerat
had the potential to atfect four (4} of four (4) ariowing e ML orders. he generato
smoke compartments, all residents, staff and was .reﬁwr‘?d .m working  condition
visitors. The facilily has the capacity for sixty (50) compliant with Life Safety Code on 8-18
beds with a census of filly (50) on the day of the 15.
survey.
Fentification of Other Residents
The findings include: The deficiency had the potential to affec
. the 4 residents who are care planned for
Review of the Generator testing records, on continuous oxygen therapy and resident
08/04/15 at 11:12 AM, with the Maintenance who utilize the mechanical lifis fo
Director revealed the transfer switch connected lo transfers
the facility generator was not functioning. The 5 iy .
facility generator fafled o transier power to the Al ~r€§l§gm5 Wh:) haw;ym md&? i?‘
tacility starting on 07/09/15. conhnuous  oxygen and use of the
mechanical lifis are receiving these services
interview, on 08/04/15 at 11:13 AM, with the as ordered by fhéir ;?ixy:«:ician and t%af:re has
Maintenance Direclor revealed the parts had not been any disruption to these services.
been orderad to correct the problem with the
transfer swilch, Systemic Clhanges
FORM CMS-2567(02-98) Pravious Versions Obsolets Event 1 DO Facility #: 100408 ¥ continuation shee! Page 130 18
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The census of filty (50) was verified by the
Administrator on 0B/05/15. The findings were
ackrowledged by the Administrator and verified
by the Mairtenance Director at the exit interview
on OB/05/15.

Actual NFPA Standard:

Referance: NFPA 99 (1999 Edition) 3-4.1.1.15 +
Alarm Annunclator, A remote annunciator,
storage baltery powerad, shall be provided o
operate oulside of the generating room in a
location readily observed by operating personnel
at a regular work station (see NFPA 70, Nalional
Electrical Code, Section 700-12.)

The annunciator shall indicate alarm conditions of
the emergenay or auxiliary power source as
follows:

a. Individual visual signals shall indicate the
following:

1. When the emergency or auxiliary power source
is operaling to supply power to load

2. When the battery charger is malfunctioning

b. individual visual signals plus a common
audible signal to wamn of an engine-generator
alarm condition shall indicate the following:

1. Low lubricating oil pressure

2. Low water temperature (below those required
in 3-4.1.1.9)

3. Excessive water temperalure

4. Low fuel - when the main fuel storage tank
containg less than a 3-hour operating supply

5. Overcrank {failed to start)

8. Overspeed

Where a regular work station will be unatiended
perindically, an audible and visual derangerent
signal, appropriately labsled, shall be established

- at a continuously morndtored location. This

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICUIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORPECTION DENTIFICATION NUMBER: 4. BUILDING 01 - HOMESTEAD NURSING CENTER COMPLETED
185362 B. WING DB/0B/2018
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
50 ADAMS STREET
PROVIDENCE NEW CASTL
c E NEW CASTLE, KY 40050
xa o SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 88 COMPLETION
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K 146 . Continued From page 13 K 148, The Director of Maintenance arranged for

Mixon Power to expedite the shipping fora
new control board for the facility generator
on 8-10-15. Nixon Power replaced the
control board on the facility generator on 8-
18-15 to restore it to working status and in
compliance  with  Life Safety Code
standards,

Monitoving
The generator’s new control board has been
programmed by  Nixen Power (o
automatically start the generator weekly on
Friday, Additionally, the Maintenance
Director will manually start the generator
monthly under load for 30 minuies to
ensure the transfer switch is traosferring
power from the generator to the facility an
confirm the generator s in proper working
condition in compliance with Life Safety
Code standards,

Correction Date:
9-11-15
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K 148
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58=D

Continued From page 14

derangement signal shall activate when any of
the conditions in 3-4.1.1.15(a) and (b) ccour, but
need not display these conditions individually,
{110: 3-5.5.2]

Reference: NFPA 110 (1899 Edition) 5-3.1 The
Level 1 or Lavel 2 EPS squipment tocation shall
be

provided with baltery-powered emergency
lighting. The emergency

lighting charging system and the normal service
soom

fighting shall be supplied from the load side of the
transter

switch,

Referance: NFFA 99 (1899 Edition) 3-5.4.1.1
Maintenance and Testing of Alternate Power
Source and Transler Swilches.

NFPA 101 LIFE SAFETY CODE STANDARD

Electrical wirlng and equipment is In accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidencad by:
Based on observation and interview, it was
delermined the facility fafled to ensure slecirical
wiring was maintained in accordance with
National Fire Prolection Association (NFPA)
standards. The deficiency had the potential to
aftect one (1) of four (4) smoke compariments,
residents, staff and visitors, The facility has the
capacity for shdy (60) beds and at the time of the
survey, the census was fifty (50).

K 148

K 147

Ki41p

Residents Affected

Upon observation, it was revealed that the
facility failed to ensure electrical wiring
was maintained in accordance with NFPA
standards as an open electrical junction was
found located under the sink in the dish
room. The Director of Maintenance de
energized and  removed  the electrica
junction underneath the sink in the dis
room on §-7-15,

Fdentification of Other Residents

The Director of Maintenance and th
Administrator conducted a facility safety
rounds on 8-7-15 which included looking
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The findings include:

Observation, on 08/05/15 at 9:55 AM, with the
Maintenance Director revealed an open elacirical
function located under the sink in the Dish Room.

Intarview, on 08/05/15 at 9:56 AM, with the
Malrtenance Direclor ravealed he was not aware
of the opan slectrical junction,

The census of fifty (50} was verifiad by the
Administrator on 0B/08/15. The findings were
acknowledged by the Administrator and verified
by the Maintenance Direclor at the exit interview
on D805 E,

Actual NFPA Standard:
Aelarence: NFPA 101 (2000 Edition)

9.1.2 Electric.

Electrical wiring and sguipment shalibe in
accordance with NFPA 70, National Electrical
Code, unless exisling installations, which shall be
permitied to be continued in service, subject to
approval by the authority having jurisdiction,

370.28(c) Covers,

All pull boxes, junction boxes, and condull bodies
shall be provided with covers compatible with the
box or conduit body construstion and suitable for
the conditions of use. Where melal covers are
used, they shall comply with the grounding
requiraments of Section 250-110. An extension
from the cover of an exposed box shall comply
with Section 370-22, Exception.

OB NGO 69380391
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K 147 | Continued From page 15 K 147

for any other open electrien! junctions. No
other concerns were identified.

Bystemic Changes
The Director of Maintenance located the
open electrical junction in the dish room.
The Diréctor of Maintenance de-energized
and  removed the  electrical  junction
underneath the sink in the dish room on 8-
7-15.
A new process was implemented by the
Administrator on 8-31-15 which includes o
weekly facility safoty round which will be
conducted by the Administrator and the
Director of Maintenance to identify any
areas of concern including open electrical
junctions. These weekly safety facilit
rounds will be submitted to the monthly
Quality Assurance Committee meetings by
the Administrator.

Monitoring
The Administrator observed the ares
underneath the siek in the dish room on 8
7-15 and confirmed that the Director of
Maintenance properly  de-energized an
removed the electrical junction,

The Weekly safety rounds will b
submitted  to the monthly  Qualit
Assurance Committee wmeeting by th
Administrator for review and
recommendations,

Date of Correction
2-11-15

SRR CMB-25687602-59) Previous Varsions Obsolets

Event 10 DxOE

Faciity 43 100435

if continuation shest Pags 18 of 18




PRINTED: 09/14/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - HOMESTEAD NURSING CENTER COMPLETED
R
185362 B.WING 09/11/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

50 ADAMS STREET

PROVIDENCE NEW CASTLE NEW CASTLE, KY 40050

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} INITIAL COMMENTS {K 000}

Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 09/11/15 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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