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isclaimer: Preparation and execution
f this plan of correction does not
F 000/ INITIAL COMMENTS F 000 Eq:mstitute admission or agreement by
the provider of the truth of the facts
A recertification survey was canducted 05/19/13 alleged or conclusions set forth in the
through 05/22/13 to determine the facility's statement of deficiency. This plan of
compliance with Federal requirements. The correction Is prepared and executed
facility failed to meet the minimum requirements olely because it is required by federal
for recertification with the highest scope and F"d_ state law.
severily of an "F".
F 157 | 483.10(b)(11) NOTIFY OF CHANGES pis7 B0 NOTIEY OF CHANGES
=D | (INJURY/DECLINE/ROOM, ETC) INJURY/DECLINE/ROOM, ETC)
§8=D ' Criteria 1 — The facility immediately made
A facility must immediatgly info(m the resf‘denti :;’Q;ﬁ,ﬂd‘wﬁﬁ‘eiﬁﬂﬂf"ﬁ,ﬁ;,"”ﬁ’jﬂ;" :,zg
consult with the resident's physictan; and if hotified of the changes. All was completed
known, notify the resident's legal representalive bn 5/20/2013. Al charge nurses wil
oran interested fam"y member When thEre iS an rECeive in-service lraining by the Director
accident Involving the resident which results in of Nursing and/or designee on the facllity
injury and has the potential for requiring physician policy and procedure relating to
Intervention; a slgnificant change in the resident’s ‘Physician/Legal Representative
physical, mental, or psychosoclal status {i.e., a Notification and Physician Follow-up® as
deterioration In health, mental, or psychosocial well as successfully completion of a
status in elther life threatening conditions or physician notification competency test to
clinical complications); a need to alter treatment ensure retention of information presented.
significantly (i.e., a nead to discontinue an Criteri‘c_z 2 - The facility acknowlt?dges that
existing form of treatment due to adverse pll residents have the potential fo be
consequences, or to commence a new form of 3F62?3d1 by mlsdi deficient p["atd('f%' g“
treatment); or a decision to transfer or discharge g_B fo 3&? &y twa; °°mt';e 9 ié’em';
the resident from the facllity as specified in BT G LTS A SR TIE DLIRr DR
were found to be affected.
§483.12(a). Criteria 3 ~ The facility has developed
. . and adapted a  "Physician/Legal
The facilily must also promptly nolify the resident :Rep,esema{,’ve Notification aﬁd physic;gan
and, if known, the resident's legal representative [Follow-up” policy as of May 31, 2013. All
or interested famity member when there Is a current licensed personnel will be trained
change In room or roommate assighment as on the policy and any future new
specified In §483.15(¢)(2); or a change In employees will be trained at orientation by
resident rights under Federal or State law or the Director of Nursing and/or designee.
regulations as specified in paragraph (b)(1) of Criteria 4 ~ The Director of Nursing
this section. and/or designee will ensure completion by
the target date and will routinely review
/’ The facllity must record and periodically update nurse log reports to ensure proper
iR
R;ym 'S OR FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
L= A‘& Lidinistratr 7 /16 /20f3

Y daﬂcle%‘&tatamenl ending with an asterisk {*) denotes a deficisncy which the Inslitutlon may be excused from correcting providing itis daterralned’ that
ther safeguards provide sufficient protection lo the pallents, (See Instructions.) Except for nursing homes, the findings slated above are disclosable 90 days
following the date of survey whether or not a plan of correctlon is provided. For nursing homes, the above findings and plans of cerrection are disclosable 14
days followlng the date these documents are made avallable lo the facitily. If deficlencies are cited, an approved plan of correction Is requisite to conlinued

pragram pariicipation.
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g!ocumenlaﬁon of all resident concems.
. The Director of Nursing end/or designee
F 157 | Continued From page 1 ) F 157 complete a CQI tool titled *Notification
the address and phone number of the resident's of Change — N-23" monthly for six months
legal representative of interested family member, hnd  quarterly  thereafter to ensure
compliance. A tri-weekly spot audit will be
berformed by the Director of Nursing
andfor  designee to  ensure  that t_he
This REQUIREMENT Is not mel as evidenced ar;]ysicign notification policy is being
by 'oliowed. i
Based on observation, Interview, record review, Criterla § ~ Target Date: 0p/28/2012
and review of the facllity's policy/procedure, it was
determined the facifity failed to ensure the
- | physiclan was nolified regarding a change In -
condition for one rasident (#3), in the selected
sample of eight residents, related lo a rash.
Observatlon of a skin assessment for Resident
#3, on 05/20/13, revealed a rash 1o histher right
buttacks, which had been there since 05/13/13
without physician nolification.
Findings include:
Araview of the facilily's pollcy and procedurs,
Skin Assessments, undated, revealed
"Assessment of the wound by a licensed nurse
will be done when an area ls inftially identified and
daily until healed."
Arecord review revealed the facility admitted
Resldent #3 on 05/03/10 with diagnoses to
Include Dementia-Alzheimer's with behavioral
problems, Type !l Diabeles Mallitus,
Osteoarthritis, Morbid Obesity, and Cerebral
Vascular Accidant.
Observation of a skin assessment completed by
Licensed Practical Nurse (LPN) #1 and with the
assistance of two Cerlifled Nurse Aldes (CNA#1
and #2), on 05/20/13 at 10:15 AM, revealed
Resident #3 had a red rash on histher right
FORM CMS-2687(02.99) Previous Verslons Cosolate Event 10:32BC1H Facllity tD: 101101 If continuation sheet Page 20f6
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F 157 | Continued From page 2

buttocks. Interview with GNA#1 revealed the red
rash had been there since 05/13/13, and was
reported to the charge nurse on duty, Registered
Nurse (RN} #1.

An Interview with RN #1, on 05/20/13 at 320 PM,
revealed she racallad the CNAs shawling
Resident #3's rash to her, and she told the CNAs
to continue to use preventalive cream on the
area, which was used after Incontinent care,
Additionally, she stated she did not notify the
physiclan for & new order for different freatment
because the area just appeared red from
Incontinence. She staled she passed the
information fo the oncoming shift In report, for the
CNAs to continue to use the cream. She verified
she should have documented the treatment.

An interview with the Director of Nursing {DON),
on 05/20/13 at 3:35 PM, revealed she expecied
RN #1 to contact the physiclan and get a new
treatment, and to document in the nurses’ noles
regarding the area,

F 3711 483.35(}) FCOD PROCURE,

88=F | STORE/PREPARE/SERVE - SANITARY

The facility rust -

{1} Procure food from sources approved or
considered satisfaclory by Federal, Stale or local
authorities; and

{2) Store, prepare, distribute and serve food
under sanltary conditions

This REQUIREMENT s not met as evidenced

F 167

483.35(1) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

F 371 Criteria 1 — All undated items were
immediately removed from the dietary
depariment and disposed of appropriately,
Staff was re-trained on appropriate
temperatures for serving by the Dietary
Services Manager.
Criteria 2 — The faclity acknowledges that
al! residenls have the polential to be
affected by this deficient practice.
Criterta 3 — To correct the Issue with
proper labeling and dating, the Dietary
Services Manager initiated “timeline and
task checklist® that will require staff on-
duty for all shifts to complete cerlain tasks
as assigned. To correct the Issue with
food malintaining proper temperatures, the
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-in the facliily with two of those residents being

by:

Based on observation and interview, it was
determined the facifity failled to store, prepare,
distribute and serve food under sanltary
conditlons. Observation of the kitchen, on
05/19/13, revealed severai llems in the
refrigarator and freezer with no dates, as wall as
outdated food items. Addilionally, on 05/20/13,
during an observation of the tray line service,
haked heans were served at 120 dagrees
Fahrenheit (F) and pureed pork at 114 degrees F
after leaving the fray line,

Areview of the facllily's-census and condition,
daled 05/19/13, revealed there were 22 residents

tube feeders and not ulilizing the kilchen facllities.
Findings Include:

1. An abservation of the refrigerator and freezer
areas, on 05119113 at 3:10 PM, revealed 13
undated botiles of condiments, no dates on
hamburger pattles, and a conlainer of Bar-B-Que
dated 04/04/13. Additlonally, there were two pans
of baked heans, a pan with several layers of
hacon, one bag of frozen mixed vegelables, and
one of Brussels sprouts, all without dates.

An Interview with the Distary Manager, on
05/19/13 at 3:30 PM, revealed the pollcy of the
facility was that food iterns and salads were good
for seven days from the date marked as opened,
She stated the food ltems should be dated, and
the refrigeralors were suppose to be checked an
Sunday evenings, before the staff left and
“avarylhing gets pulled.”

temperatures during serving, All dietary
taff received in-service Iraining on
52212013 by the Dielary Services
Manager.

Criteria 4 -~ The Dietary Services
Manager andlor designee will ensure
completion by the target date and will
ensure timeline and task checklists are
completed dally. The Dietary Services
Manager andfor designee will also
perform routine spot-checks at a minimum
of 3xweek to ensure that all items are
properly dated and stored and that food
temperatures are being maintained at
appropriate levels. The Dietary Services
Manager will complete a Dietary
Department Audit 1x/month for 6 months
and quarterly thereafier. The
Administrator  and/or  deslgnee  will
complete an unannounced audit 1x/month
for 3 months and unplanned thereatfter,
Criterla 5 — Target Date:
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R pans that will ensure that the prepared
F 371 | Conlinued From page 3 F371f0d is kept at the appropriate

(5/24/2013
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F 371 Continued From page 4 Fan
2. An cbservation of the kilchen, on 05/20/13 at
11:30 AM, revealed baked beans left the tray line
at 120 degrees F and pureed pork at 114 degrees
F.
An Interview with the Distary Aide, on 05/20/13 at
11;36 AM, revealed she thought 120 degrees F
on the baked beans was acceptable, because
they were served from cans; however, she was
unaware the pureed pork was 114 degrees F.
-| An interview with the Distary Manager, on
05/20/13 at 11:45 AM, revealed food
tamperatures should be at least 135 degrees F,
- i prior {o leaving the tray line,
F 4631 483.70() RESIDENT CALL SYSTEM - F 463
s8=£ i ROOMS/TOILET/BATH

The nurses' station must be equippad to receive
residant calls through a communication system
from resldsnt rooms; and tollet and bathing
facllitles.

This REQUIREMENT Is not met as evidenced
by

Based on observation and Interview, it was
determined the faclity falled to ensure the
emergency call lights were equipped with pull
cords for four residents’ rest rooms #3, #6, #11,
and #17, The facilily census was 22,

Findings Inclide:
Observations during initlal toyr, on 05/19/13 from

2:15 PM untll 2:40 PM, revealed four resldents’
rest rooms (#3, #86, #11, and #17) with missing or

broken pull cords on the emergency call lights.

483.70(f) RESIDENT CALL SYSTEM -
ROOMSITOILETS/BATH

Criteria 1 — The missing or broken pull
cords on the emergency call lights were
all replaced on 5/21/2013 by the
Environmental Services Director. The
Environmenta! Services Director then
ptoceeded to audit the remaining elghteen
rooms 1o ensure that all pull cords
functioned appropriately on 5/21/2013,
Criteria 2 - The facility acknowledges that
all residents have the potential to be
affected by this deficient practice.

Criteria 3 — The facility has added routine
checks of the nurse call system (including
the restroom facilities) to the preventative
maintenance log and these will be
checked weekly, All staff will be in-
serviced on 6/21/2013 during a facility-
wide in-service on how fo enler a
malntenance work order and the
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: mportance of entering those work orders
F 463 | Continuad From page & F 483 by the Administralor and/or designee.

An Interview with the Maintenance Director, on
06/21/13 at 2:05 PM, revealed he was not aware
of any problerms with the calf Hight cords and had
not recelved a work order to have them fixed. He
stated there was no set rouline for resident room
checks to ensure the environment was safe,
Intact, and equipment was functioning properly,
Upon further evaluation, the Mainlenance
Director found the cording to be "dry rotled: and
in need of replacement.

riteria 4 — The Administrator and/or
esignee will review the preventative
aintenance log monthly to ensure proper
ecks aré being completed, The CQY toot
itled "Gensrai Environment ES-1" has
ladapted checks to the nursing call system

in all rooms including restrooms.
Criterla 8 — Targst Date:

06/21/2013
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Disclaimer: Preparation and execution
N 000, INITIAL COMMENTS NOOO  |of this plan of correction does hot
constitute admission or agreement by
Arelicensure survey was conducted 06/19/13 the provider of the truth of the facts
through 05/22/13 to determine the facility's alleged or conclusions set forth In the
compliance with State requirements. The facility statement of deficiency. This plan of

correction is prepared and executed
solely because it is required by federal
and state law.

N 019 902 KAR 20300‘3(2}(1)1& Section 3. Resident N 019 902 KAR 20:300-3(2)(i)1.c. Section 3.

falled to meet the minimum requirements for
relicensure with deficlencies cited.

Rights Resident Rights
Criteria 1 ~ The facility immediately made
(2) Notice of rights and services. contact with Resident #3's physician and
-— | (i) Nolification of changes. - - ——— — ~ {-——— - |reeeived—treatment—orders—Family—was
1. Except In a medical emergency or when a notified of the changes. All was completed
resldent Is Incompetent, a facility shall consult on 5/20/2013. All charge nurses will
with the resident immediately and nolify the receive in-service training by the Director
resident's physiclan, and if known, the resident's of Nursing and/or designee on the facility
legat representative or interested family member policy and procedure relating to
“Physician/Legal Representative

within twenty-four (24) hours when there is:

c. A need to alter treatment significantly; or Notification and Physician Follow-up® as

well as successfully completion of a
physician nofification competency test to

This requirement S nal matt as evidenced by: ensure retention of information presented.

Based e observation, ir.“ewiew’ record review, Criteria 2 — The facility acknowledges that
and review of the facility's policy/procedure, It was all residents have the potential to be
determined the facility falled to ensure the affected by this deficient practice. On
physlclan was notifled regarding a change In 5/32/2013 an audit was completed by the
condition for one resident (#3), in the selected Director of Nurs]ng and no other residents
sample of eight residents, related to a rash. were found to be affected.
Obsarvation of a skin assessment for Resident Criteria 3 — The facility has developed
##3, on 05/20/13, revealed a rash to his/her right and adapted a  “Physician/Legal
buttocks, which had been there since 05/13/13 Representative Notification and Physician
without physician notification. Follow-up™ policy as of May 31, 2013. Al
current licensed personnel will be trained
Findings include: on the policy and any future new

employees will be trained at orientation by
the Director of Nursing and/or designee.

Criteria 4 — The Director of Nursing
and/or designee will ensure completion by
the target date and will routinely review
nurse log reports to ensure proper

Areview of the facllity's policy and procedure,
Skin Assessments, undated, revealed
"Assessment of the wound by a licensed nurse
wlll be done when an area is initially identified and
daily until healed."
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NO19

N 188

-1 Resident #3 had a red rash on his/her right

Continued From page 1

Arecord review revealed the facility admitted
Resident #3 on 05/03/10 wilh diagnoses to
Include Dementla-Alzhelfner's with behavioral
praoblems, Type 1| Digbetes Mellitus,
Osteoarthritis, Morbld Obesity, and Cerabral
Vascular Accident,

Observation of a skin assessment completed by
Licensed Practical Nurse (LPN) #1 and with the
assistance of two Certified Nurse Aides (CNA #1
and #2}, on 05/20/13 at 10:15 AM, revealsd

N 018

documentation ot -ai-Tesitentconcems:
The Director of Nursing and/or designee
wil! complete a CQt tool titled “Nolification
of Change ~ N-23" monthly for six months
and quarterly thereafler to ensure
compliance. A tri-weekly spot audit will be
performed by the Director of Nursing
and/or designee to ensure that the
physician notification policy is being
followed.

Criteria § -~ Target Date

16/28/2012

buttocks. Intervlew with CNA #1 revealed the red
rash had been there since 05/13/13, and was
reported to the charge nurse on duty, Registered
Nurse (RN) #1.

An interview with RN #1, on 05/20/13 at 3:20 PM,
revealad she recalled the CNAs showing
Resident #3's rash to her, and she told the CNAs
lo continue to use preventative ¢ream on the
area, which was used after Incontinent care.
Additlonally, she stated she did not notify the
physician for a new order for different treatment
because the area Just appeared red from
incontinence. She stated she passed the
Information to the oncoming shift In repon, for the
CNAs to continue to use the cream. She verified
she should have documented the treatment.

An Inlerview with the Director of Nursing (DON),
on 05/20/13 at 3:35 PM, revealed she expected
RN #1 to contact the physiclan and get a new
treatrment, and to document in the nurses’ notes
regarding the area.

802 KAR 20:300-7(2){e) Section 7, Resident
Assessment

{2) Comprehensive assessments.

N 185
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N 185

N 283

Continued From page 2

{e} Use. The results of the assassment are used
to devslop, review, and revise the resident's
comprehensive plan of care, under subsection {4)
of this section,

This requirement Is not met as evidenced by:
Based on observation and interview, It was
detarmined the facllity failed to ensure the
emergency call lights were equipped with pult
cords for two residents' rest rooms #11 and #17,
The facllity censys was 22,

Findings include:

Observations during inflial tour, on 05/19/13 from
2:15 PM untll 2:40 PM, revealed two residenis’
rest rooms (#11 and #17) with missing or broken
pull cords on the emargeney call lights,

An interview with the Maintenance Director, on
05/21/13 at 2:05 PM, revealed he was not aware
of any problems wilh the call light cords and had
not recelved a work order to have them fixed. He
slated there was no set rautine for resident room
checks to ensure the environment was safe,
intact, and equipment was functioning properiy.
Upon further evaluation, the Malntenance
Director found the cording to be "dry rotled: and
in need of replacement.

902 KAR 20:300-10{8}(b) Section 10. Dielary
Services

{8) Sanitary conditions. The facility shall;
{b) Stere, prepare, distribute, and sarve food
under sanitary conditions; and

This requirement is not met as evidenced by:
Based on observation and interview, it was
determined the facllity failed to store, prepare,

N 185

N 283

. R 2ZU:300-712}{e] Section 7.
Resident Assessment

Criteria 1 — The missing or broken pull
cords on the emergency call lights were
alf replaced on 5/21/2013 by the
Environmental Services Director. The
Environmental Services Director then
proceeded to audit the remaining eighteen
rooms fo ensure that all pull cords
functioned appropriately on 5/21/2013.
Criteria 2 — The facility acknowledges that
all residents have the potential to be
affected by this deficient practice.

Criterfa 3 — The facility has added routine
checks of the nurse call system (ncluding
the restroom facilities) to the preventative
malntenance leg and these will be
checked weekly. All staff will be in-
serviced on 6/21/2013 during a facility-
wide In-service on how {o enter a
maintenance work order and the
importance of entering those work orders
by the Administrator andfor designee.
Criterla 4 — The Administrator andfor
designee will review the preventative
maintenance log monthly {o ensure proper
checks are being completed. The CQ! tool
titled “General Environment ES-1" has
adapled checks to the nursing call system
in all rocms including restrooms.

Criteria § ~ Target Date:

6/21/2013

STATE FORM
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PRINTED: 06/06/2013

. FORM APPROVED
Office of inspector General
BTATEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: GOMPLETED
101104 B. WING 05722712013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
170 SYKES BOULEVARD
BRECKINRIDGE PLAGE MORGANFIELD, KY 42437
(X4)1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION 6}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LST IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFICIENGY)
- 902 KAR—Z207300=10{8 (b)) Suotion—tD;
N 283; Continued From page 3 N283  IDIetary Services

distribute and serve foad under sanitary
condltions. Observation of the kitchen, on
06119113, revealed several items in the
refrigerator and freezer with no dates, as well as
outdatad food ltems, Addillonally, on 05/20/13,
during an observalion of the tray line servics,
baked beans were served at 120 dagrees
Fahrenhell (F) and pureed pork at 144 degrees F
after leaving the tray line.

Areview of the fadlifty's census and conditlon,
dated 05/19/13, revealed there ware 22 residents
in the faciflty with two of those residents being
{ube feedeors and not utilizing the kitchen facilities.

Findings include:

1. An observation of the refrigerator and freezer
areas, on 06/19/13 at 3:16 PM, revealed 13
undated boliles of condiments, no dates on
hamburger palties, and a container of Bar-B-Que
dated 04/04/13. Additionally, there were lwo pans
of baked beans, a pan with several layers of
bacan, one bag of frozen mixed vegetables, and
one of Brusssls sprouts, all withou! datas.

An interview with the Distary Manager, on
05/19/13 at 3:30 PM, revealed the policy of the
facllity was that food ftems and salads were good
for seven days from the date marked as opened.
She stated the food tems should be dated, and
the refrigerators were suppose to be checked on
Sunday evenings, before the staff left and
“sverything gets pulled.”

2. An observation of the kitchen, on 05/20/13 at
11:30 AM, revealed baked beans feft the tray line
at 120 degrses F and pureed pork at 114 degrees
F.

Criterla 1 ~ All undated iiems were
immediately removed from the dietary
department and disposed of appropriately.
Staff was re-tralned on appropriate
temperatures for serving by the Dietary
Services Manager.

Criteria 2 — The facllity acknowledges that
all residents have the potential to be
affected by this deficient practice.

Criteria 3 -~ To correct the issue with
proper labeling and dating, the Dietary
Services Manager initiated “timeline and
task checkilst” that will require staff on-
duty for all shifts fo complete certain tasks
as assigned. To comrect the issue with
food maintaining proper temperatures, the
facllity has purchased deeper serving line
pans that will ensure that the prepared
food Is kept at the appropriate
temperatures durng serving. All dietary
staff received In-service ftraining on
5f22/2013 by the Dietery Services
Manager.

Criterla 4 - The Dietary Services
Manager andfor designee will ensure
completion by the target dale and will
ensure timeline and task checkiists are
compleled daily. The Dietary Services
Manager andlor designee will also
perform routine spot-checks at a minimum
of 3x/week fo ensure that all items are
propery dated and stored and that food
temperatures are being maintained at
appropriate levels, The Dietary Services
Manager will complete a Dietary
Department Audit 1x/month for 6 months
and quarterly thereafter. The
Administrator and/or  designee  will
complets an unannounced audit 1x/month
for 3 menths and unplanned thereafter,

STATE FORM
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AND PEAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
101101 B. WING 05/22/2043
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, 2IP CODE
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(X 1D SUMMARY STATEMENT OF DEFICIENGIES . D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EAGH DEFICIENCY MUST BE PHECEDED BY FULL PREFEX (EACH CORRECTIVE ACTION SHCGULD BE COMPLETYE
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENGED Tg T%s APPRGPRIATE DATE
R DEFIGIENG
Criteria 5 - Target Date: 05/24/2013
N 283| Continued From page 4 N 283 g !

An interview with the Dietary Alde, on 05/20/13 at
11:38 AM, revealed she thought 120 degrees F
on the baked beans was acceptable, bacause
they were served from cans, however, shé was
unaware the pureed pork was 114 degrees F.

An interview with the Dietary Manager, on
08/20/13 at 11:45 AM, revealed food
temperalures should be at least 135 degrees F,
prior to leaving the lray line.

STATE FORM
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PHYSICIAN/LEGAL REPRESENTATIVE NOTIFICATION AND PHYSICIAN FOLLOW UP

POLICY:

it is the policy of Breckinridge Place Retirement Comimunity to inform the resident, consult with the
resident's physician, and if known, notify the resident’s legal representative or an interested family.
Procedure:

Notification will occur immediately when;

% There is an accident involving the resident which results in injury and has the potential for
requiring physician intervention.
» There is a significant change in the resident's physical, mental, or psychosocial status (l.e.

a deterioration in health, mental or psychosocial staius). lifa threatening conditions or

chinical complications.

» There is a need to alter treatment significantly (E.e. a need to discontinue an existing form
of treatmaent due to adverse consequences of to commence a new form of treatment).
> There is a decislon to transfer or discharge Ihe resident from the facility specified
Follow up on obtaining of physician response:
Attempt to contact the primary physician times three and if unsuccessful contact the medical director
should be contacted to oblain intervention.

PROCEDURE:

1. If no response from physician following Initial contact and intervention is required (if
emergency, send to nearest emergency depanment) within 2 hours, a second attempt
should be made to contact the physician. If no response within 1 hour of second
attempt, attempt x three. If the physician still has not responded with orders the
medical director is to be contacted when an intervention is required.

2. Labs: If critical level labs follow the above procedure. All other tab results physician

notification/response must be done within 24-hours,

Breckinridge Services, Inc. and May 31, 2013




3. For urine samples or non-blood samples, unless the physician orders it STAT they will
be picked up on our next lab draw day. The physician will be contacted and will have

24 hours to respond x 3 contacts, The medical director will then be called.

Breckinridge Services, Inc. and May 31, 2013




Name:

Date:

PHYSICIAN NOTIFICATION COMPETENCY TEST

HOW MANY TIMES DO YOU ATTEMPT TO CALL MD BEFORE THE MEDICAL
DIRECTOR IS CONTACTED.

A 3

B. 4

C. 2

D. ALL OF THE ABOVE

RESIDENTS 02 STAT IS 84 ON THE ORDERED 2 LITERS, PRN BREATHING
TREATMENT HAS ALSO BEEN ADMINISTERED. IS [T APPROPRIATE TO
NOTIFY MD AT THIS TIME?

A. YES

B. NO

ATTEMPT TO CONTACT PRIMARY PHYSICAN TIMES AND, IF
UNSUCCESSFUL CONTACT MEDICAL DIRECTOR FOR
INTERVENTION/NEW ORDER.

THE MEDICAL DIRECTOR OF BRECKINRIDGE PLACE |S:
A. Bebout

B. Clapp

C. France

D. Wallace

NOTIFICATION WILL OCCUR IMMEDIATELY BY PHONE WHEN THERE IS A
DECISION TO TRANSFER OR DISCHARGE A RESIDENT FROM THE
FACILITY.  TRUE OR FALSE

IT 1S OK TO SEND A FAX TO THE MD WHEN A RESIDIENT EXPIRES, TRUE
OR FALSE.




7. A SKIN RASH HAS APPEARED ON A RESIDENT AND IT APPEARS TO BE
FROM INCONTINENCE. IT IS OK TO APPLY BARRIER CREAM, NOT CHART,
AND NOT CONTACT MD. TRUE OR FALSE

8. IT IS 0200 AND A RESIDENT IS DECLINING IN CONDITION. THE RESIDENTS
PRIMARY CARE PHYSICIAN'S OFFICE IS CLOSED. IT IS OK TO WAIT UNTIL
MORNING AND SEND A FAX FOR THE TIME BEING. TRUE OR FALSE

9. A RESIDENT HAS FALLEN AND HAS NO APPARENT INJURY AND NO
COMPLAINTS OF PAIN.IT IS OK TO SEND A FAX NOTIFYING THE
PHYSICIAN. TRUE OR FALSE

10. A RESIDENT HAS FALLEN AND HAS A BRUISE TO HER FOREHEAD. SHE
IS COMPLAINING OF A HEADACHE AND PAIN RATED A 3/10. HER FAMILY
IS AWARE AND DOES NOT WANT TO SEND HER TO THE ER. HER VITAL
SIGNS AND NEURQO CHECKS ARE WNL. IT IS OK TO SEND A FAX
NOTIFYING THE MD. TRUE OR FALSE

Please turn into Director of Nursing when complete.




Breckinridge Place + In-Service Training Record

Date: _ 05/22/2013 Time Started: Time Ended:

Topics Covered:

1. Door to the food storage can no longer be propped open. Do NOT leave the keys hanging in the door,
Mop Claset- mop heads need to be removed from the handie and not left on at night.
Food Temps- we MUST get better at doing this and recording before each meal
Label and Dating- there are items left on a daily basis with no datefopen date or use by date on them.. THIS IS A MUSTH!
The kitchen fioor is not being mopped daily. If it is you are not doing a thorough enough job.
Dressings/sauces/condiments/spices must have a recejved date, open date and a use by date.
Doors leading into the dining room from the kitchen area MUST remain closed at all times.
As part of our POC for OIG, you must complete a daily check-off. { will audit behind you and will be sending these to the OIG
to show they are being done. Please follow as closely as possible to the timeline. This includes breaks and funches, if 1 have

O NV A WN

cmitted something please let me know so it can be added. Make sure you are reading what you are signing.
Presenter(s)/ ™\
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Morning Cook Timeline and Task Checklist

Please initial as task are complete. Turn in to Supervisor at end of shift.

Cook/Date:

TIME

JOB DUTY/TASK

5:30am

After clocking in, come to the kitchen and put on you bagged eggs (if needed) for breakfast,
Fill sanitation buckets with sanitizing solution from 3 compartment sink.

Place them on the stations. Sanitize work surfaces before beginning.

Turn on the dish machine and let it fill.

Set up dish area with the silverware soak.

Wash any dishes returned from the night shift.

Look at menu and items ready to cook breakfast.

5:45am

Check spreadsheets and mentu.

Put breakfast food in oven, on stove or whatever needs to be done to cook breakfast.
Check and record temps of equipment, '

Turn on steam-table and toaster if needed.

Turn on oven to low/200 to heat the peliets and the plates,

Put enough ceramic monkey bowls in oven to hold fried eggs.

Turn on hood lights and exhzaust fan.

6:00am

Call ext. 309 and check census
Qrganize, cut and highlight tray cards for breakfast.
Fil} trays with coffee cups and organize top of food serving carts.

b:15am

Puree and ground items shoutd be prepared at this time.

Assure all ground meats have gravy, special request items and supplements are gathered at
this time. *Remember- Oatmeal must be nuree for related textures.

At this time you should have all proper portion scoops cut and temps of food taken and
recarded.

-B:2%am -

-Get-out drinksand get set-up to-assemble breakfast trays, - - -~ - - s

Dor't forget to get your milk, water and juices,
Cereal is on shelf above serving line.

6:30am

Start the tray services process, and deliver the carts to their destination.
Assisted lving should be coming around this time to pick up their breakfast items as well.

7:00am

Start breaking down the steam-table, at this time you can puree any eggs you had left over
to use the next day for breakfast, Make sure to label and date items appropriately.

Pull dinner rolls to rise and put any long cocking foods in for lunch at this time.

Re-Stack the shakes, yoguri, butter and items in the refrigerated cabinet by steamtable.
Stay in the kitchen due to the chance someone may need an item for a resident.

7:20am

15 minute break

7:35am-
9:00am

Wash dishes from carts returned from delivery, put dishes away.
Record dish machine temps, sanitizer temps.

Roll silverware.

Sanitize work areas.




Prep Timeline and Task Checklist
Please initlal as task are complete. Turn in to Supervisor at end of shift

Cook /Date:

TIME JOB DUTY/TASK

10:30-11:00 Resident Interviews :
Make sure you take your always avallable menu with you

11:00-11:10 Lock over menu to make sure you have all of your ingredients needed to prep

11:10-11:30 Prep drinks for funch.
Gather condiments, coffee, ice cream and all other items needed to serve lunch.

Assist the cook to dining room, set up

11:30-11:45 Set up trays and assemble. And serve cart to hall

11:45-12:00 Assemble trays to serve in dining room.
Serve desert after the meal has been served.

12:00-2:15 Begin prepping for the meal for the next day.
Deliver 2 ¢o’clock snack
Clean area: make sure you sweep, empty trash, and wash your dishes

2:15-2:30 15 minute break

4:10-4:30 Prep Drinks.
Finish any other task before serving.
Sanitize work areas

430-445 | Hall Cartisteadyforfloor

4:45 -5:00pm Serve dinner in main dining room.
If all task are completed you should be ready to clock out.

Times may vary day by day but your tasks remain the same on a daily basis.

By signing you are stating that you have completed each task to the best of your ability and will be held
accountable for incomplete processes. Disciplinary actions could result in items left without being
recognized.




Afternoon Cook Timeline and Task Checklist

Please initial as tasks are complete, Turn in to Supervisor at end of shift.

Cook/Date:
Time Job Duty/Task
1:30pm | Clock In/Report to kitchen ready to work

Meet with AM COOK Discuss residents OOF/meal status, counts, discharges

1:50-2:10 | Check temps of equipment/ Assure temps are with-in accepted range
Turn on necessary equipment/ Equipment must be in good working order
Change sanitizer water/Test sanitizer water and record results/Sanitize work surfaces

2:10- 2:25 | Check menu, spreadsheets and special request items and organize yourself
Start long cook items/ pull dinner rolls 2t this time if needed for meal
Make salads and sandwiches needed for SK and AL

2:25-3:00 | Check cleaning schedule and complete those task at this time{steam table, walls, ovens,
steamer, things that take a little more time to complete)

3:00-3:10 | Cut, highlight and organize tray cards

3:15-3:30 | 15 Minute Break

3:30-4:15 | Sanitize work surfaces
Cook meals items for dinner
Grounds and puree diets(gravy and/or sauce for all meats)
Set up dining room
Dish up desserts
Set up tray line and ready to assemble trays for hall

4:35-4:45 | Take all food temps assure food is appropriate temp if not reheat
Prepare and assemble tray far the hall service
And deliver to nursing unit, be sure to notify staff of cart arrival

4:45-5:00 | Assemble plates for dining room service

5:00-7:00 | Deliver desserts to dining room

Tear down steam table and save appropriate items, package, fabel and date.
Wipe down caoking equipment (stove, oven, steamer, flat top, deep feyer)
Wipe and sanitize work surfaces.

Wash pots and pans

Wash dishes, wipe down tray delivery carts (inside and out)

Record dish machine temps

Sweep and mop floors {while waiting for AL to come wash their dishes and finish)
Empty dish machine and clean up dish area. Sweep and mop. Wipe down stainless dish line,
Assure three compartment sink is clean and wiped down.

Put aft dishas away

Take out all trash and make sure cans are clean and have new liners in place.
Deliver PM snacks

Clock out for the day

Times may vary day by day but your tasks remain the same on a daily basis.

By signing you are

stating you have completed each task to the best of your ahifity and will be held accountable for
incomplete processas. Disciplinary actions could result in items left without being recognized.




T €T0Z/€T/9 petepdn

, sieniu

3leq

"Aliadoud Suiionouny jje SUOIRIS $,95INU 18 PUB SWOOIISAL ‘SWO0) Ul SIYSY |{BD (Wa1sAS |27 9sinp

: SIERIU]
, 3jeq

-Buiuonouny Jadoad ainsua 03 paisal “Cou‘m.._mcww 1 YIUMmS 1agsued ) Buinysiy AsuaSiowy

S[eniug

ajeq

:anQ :paisidwo)1se — sanuIW 06 104 AJalieq 1581 ‘Jeal Jad X1
Buiuoitouny Jadosd aunsus 03 pa1sa} ag 3snw sxded Asaiteq Suiysn Adusdisw3

So1 saueuazuie|y ApPam

SYIuo
3SIPJOBYD BOUBUDIUIRIA] IAIIRIUBABIY

Aunwwio) uswiaunay adeld aSpuunIaLg



sjen|

ajeq

"91BP JUSUIBIRITAL JUSWINIOP %} YIUOW /XT Sia1ieq aoejdey "Alladosd mc_co_tcrw BJE SULIR|R J00P |[2 24NS BN ISULIRY J0Og

S|eRiu)

23eQ

"81RIN00E. S| 3|85 UNSUB O3 SIYBIAM SIS OM] YIIM UOIEIGI|ED X29YD "SSlM PIARI} IO SUOIIIBULOD BS00] OU Sie 29U NS BN I{LIS JIBYIDIYM,

sjeniug

aeq

{‘Buian paasissy ut sioop Suipys [je X29y)) -uonelado Jadosd :uondadsuy yaier J3|joy

s|enu]

aeg

“Aiadoad Bunesado aie Asy3 NS BN 1$1010918Q IHOWS PAISMOJ |BI1D3T

sjeru|

a1eQ

‘Apisam sishup Jo hmmm‘_ pue siawing ueap) :3uiued) JaAg Aupune

S{enu]

aieq

" A.UPQ
‘8n|d ajdi|nw ‘spJod UOISUBIX® :"3°1) SI9BUEP [eRUSY0d AUR LWOL 3314 ST W00 Y28 1Y) 2INSUS 0] SWO0) JUBPISAS (e No3UD 3y Alsjes wooy

1 €T0T/ET/9 poepdn



r €T02/€1/9 paiepdn

sjemu]

aleq

PRXI0IY 30U puR PINIOT :XOg [UR [eSLIIB(T

sjentu|

ajeg

"padieyd aJe sa1elIe] PUER SaUIM paiesy oy Apredoud mcmco_mﬁc_d 21 S| {EJIUBLIBW ||y SYIT FEDIUBYIDN

'

S|enRtug

Jaquunn Wwooy

ajeq

"papuno.d pue Aadoad Sunessdg :Sunsa] 191n0 Adussiswy

s|eniu]

81eq

yuow Aisad deuy soysem ues)d

sfenuy

31eq

SUB8I0S UB3[J pue sJaysem 3seatn Bulues|D Joysep Alpune

s307 soueuajuley Ajyluol




s|eniu|

212

“Ajradoud BuluoIOUR pUB UBIP B8 SHBYDEIUM |y SIBYI[IIYM,

sfeniu|

a1eq

"||EM BY3 03 2UNI3S 2JE S|IBJ pUBY [{@ 3INS DB IS|IRIPUBH

|
1
i

) sfenw|

ETITY

I aeq

"BINP3YIS {|Q 3414 3Y1 MO]|04 "yIuoW Jad LIYs DU UO PIBY 4 ISNIA 1SUQ 8414

sieniug

aleq

"s100p Ul sde8 oN -Apadoud asop sioop pue Alzadold jiom 5901nap uado pjoH uondadsu) J00Qg 414

sfenu|

aEq

s198ped pue s|eas yoayy :siaysSung auy

s|emu|

a1eq

"Appedoud Funiesado aae suonels pue uo sie sde) ssuonels ysem oA _

M €T0Z/ET/0 patepdn . ,



1 €T0Z/€1/9 parepdn

sjeniu

912Qq

{(1auesa 100 asn) -Apyauow Eo%meES UBDD :540sS3udWI0D JSUCHIPUOD Jly

i sjenid]

|12

"SI91114 JBUGHIPUOD Jie S8URYD "SWIOOL $IUSPISSL Ul 1YY B|qEYSEM LRSI SI3NL IVAH

i

s
i

sieniu]

21eg

"BUH199 313 01 3undBs BJe speay Jopjuds 24ns el “Speay spjupds ues)) saapjupds

sjeRiu|

Neq

"R3JE UDYDID| Ul SIUBA JBUOILIPUOD JIB UBS[) ISIUDA JSUOIYPUOT JIy

szl

21eq

"POOY UBYINY uea|) :pOOH uYIIN



IIUOW S1yY vmpm_an_u IDUBUSIUIRW DARUDARAD JBUI0 AuB aqLIDSa(

s|eRu|

a3eQ

TA00p U0 2.nsojl n_v_umc‘_ou.nm 1591 Ij|ey 9T-6 UQ ases|aJ anewoiny

|
| sjeriu|

aleq

"oq1ssod 41 43114 SYI UBR]D 9344 LIP PUR ISNP pue paueap sijuai JaAlp molq ay) Jey) sunsul :doys Aineag

steRiu|

Neqg

"UOIHPUO0I SUBIOM POOS Ui S| 11 NS BB "SHIRID §S1IS pue $3eJq plEm Joj uoged
Y| Padsu) (sanm paAesy ou) SUOIIIBULOD [B21IDB] J1B YRy "sued paBewep 3500} OU ale 24aY3:31NS MBI 'SYRYS 1] 95eBID Y| JBYDPIYM

sleliu]

aieq

"SI pUB JBRM JO) SBSOY pue S1aq Wray) "AuemEas pagueyd aJe SpINg auns e "1BUOIUPUOD Jie pue
3uneay ‘aunssasd aun ‘syeq 1e9s ‘s|leusts uany ‘syyBif ‘saxesq) Apadosd Supjiom vue syuauodwond jealoe)a jje leyl aunsua 0 uoidadsu) spanys

I ET0Z/ET/9 potepdn



9)eq 3un3eudiS JolRASIUIWPY

93e(] TRUNBUBIS BJugUAIULELAl

‘JuepJielal awey yum paiesds &m? 1BU3 SUIBY 4O SWI00JS AUE {1E33D U1 3qLI9SaQ

“Hauow sy pa3aidurod sem Bunuied dn yanoy asaym sesie ayy aguasaq

I ETOZ/ET/9 paiepdn



“A'S Ao P
\ - -")\\

/'/'J\J" b 2\ PRINTED: 06/06/2013
DEPARTMENT OF HEALTH AND HUMAN SERVIGES o ’“\\ '\j\ FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES Jl N = =, i ., OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUC'}ION 1) | {1%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:; A BUILOING B ‘BRECKI le - ~ COMPLETED
\a — o .U\ ‘,’.-\\1
186465 B Aie e 0 A omarmens
NAME OF PROVIDER OR SUPPLIER STREET ADD ESS, CITY, STATE, zu{: Fpﬁ;/
170 SYKES BQUUEVARD 7 612~
BRECKINRIDGE PLACE
MORGANFIELD, KY 42437
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHCULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K000 | INITIAL COMMENTS K000 Disclalmer: Preparation and execution
bf this plan of correction does not
CFR: 42 CFR 483.70(a) ronstitute admission or agreement by
the provider of the truth of the facts

BUILDING: 01.

PLAN APPROVAL: 2008.
SURVEY UNDER: 2000 New.
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Type V
(.

SMOKE COMPARTMENTS: Five {5) smoke
compartments,

FIRE ALARM: Complete flre alarm system
installed in 2009, with 33 smoke detectors and 4
heat deteclors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system Installed in 2009,

GENERATOR: Type Il generator Installed In
2009. Fuel source is Diesel.

| Astandard Life Safety Code survey was |
conducted on 06/22/13. Breckinridge Place was

found In non-compliance with the requirements
for parlicipation in Medlcare and Medicald. The
facility is certified for Twenty-Two (22) beds with a
census of Twenty-Two (22) 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

\lieged or conclusions set forth In the
tatement of deficlency. This plan of
orrection is prepared and executed
olely because it is required by federal
nd state law.

025 NFPA 101 LIFE SAFETY CODE
TANDARD
riterla 1 — The deficient practice has
gen corfected by the Environmental
ervices Director as of 5/28/2013. The
nvironmental Services Director patched
round all penetrations fully enclosing all
moke barriers.
riteria 2 — No specific resident was
mpacted by the cited deficiency.
riteria 3 — The Environmental Services
irector will do an inspection quarterly to
nsure all smoke compartments are
roperly sealed. This will be a part of the
afety Committee Meeting that is held
uarterly.
lCriteria 4 - The Administrator and/or

rdesignee will ensure that the tasks are

all.
lcriteria 5 — Target Date

completed_to ensure a safe dwelling for

)5/28/2013

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

© TITLE

ﬁ/m inidbraft,

{X6) DATE

6f14/12

y daficlency statemenl ending with an asterisk () dencles a deficlency which the Instilutlon may be excused from corracting providing It Is determined that
ther safeguards provide sufficlent protection to lhe palfents. (See Instiuctions.) Excapt for nursing homes, the findings slated above are disclosable 90 days
foliowing the date of survey whether or not a plan of carrectlon Is provided. For nursing homes, the above findings and plans of correctlon are disclosable 14

days following the date these documents are made avallable o the facilily. If deficlencles are clled, an approved plan of correctlon is requisiie to conlinuad
program parlicipation.
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K000 | Gontinued From page 1 K000
Fire). '
Deficlencies were cited with the highes!
deficlency identified al "F" level,
K 026 NFPA 101 LIFE SAFETY CODE STANDARD K025
8§8=F

- | determined the facility falled-to-maintaln smoke-

Smoke barriers are consiructed to provide at
least a one-hour fire resistance rating in
accordance with 8.3, Smoke barriers may
terminate at an atrium wall, Windows are
protected by fire-rated glazing or by wired glass
panels in approved frames. A minimum of two
separate compartmenis are provided on each
floor, Dampers are not requlred In duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and alr conditioning systems,
18.3.7.3, 18.3.7.5,18.1.6.3

This STANDARD is not met as evidenced by:
Based on observalions and Intervisw, it was

barriers that would resist the passage of smoke
bebtwean smoke compariments in accordance
with NFPA standards. The deflclency had the
potential {o affect five (6} of five {6) smoke
compariments, all residents, staff and visitors.
The facility is certified for Twenty-Two (22) beds
with a census of Twenty-Two (22) on the day of
the survey. The facliily fallad to ensure four (4)
sinoke barriers were sealed eround pipes and
wires {o resist the passage of smoke.
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The findings include:

Observalicns, on 05/22/13 at 12:52 PM with the
Maintenance Supervisor and the Adminisirator,
revealed the smoke partitions, extending above
the ceiling located in the aftic at rooms # 17, 9,
and 1 were penetrated by plpes and wires,
Further observalion revealad the wall next to the
maintenance office was penetrated by a wire,

Interview, on 08/22/13 at 12:52 PM with the
Maintenance Supervisor and the Administrator,
revealed they were unaware of the penetrations
in the smoke barrlers as they have been
Inspected several times since the last survey.
They were unawara the barrlers were to be
maintained in the ailic as well as the area above
the drop ceilings in the corrldors.

Reference: NFPA 101 {2000 Edilion).

8.3.86.1 Pipes, condults, bus ducls, cables, wires,
air ducts, pneumatic tubes and ducts, and simiar
building service equipment that pass through -
floors and smoke barriers shalt be prolected as

. Lfollows: . ol . _ oL
(a) The space between the penetrating item and

the smoke barrier shall

1. Be flifed with a materlal capable of maintaining
the smoke resistance of the smaoke barrier, or

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

{b} Where the penetraling ltem uses a sleeve to
penelrale the smoke barrier, the sleeve shali be
solidly set in the smoke banler, and the space
between the ltermn and the sleeve shall

4. Be fllled with a material capable of malntatning
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K 025 Continued From page 3 K025
the smoke resistance of the smoke barrier, or
2., Be protected by an approved device designed
for the specific purpose.
{c) Where designs lake transmission of vibration
inlo consideration, any vibration Isolation shall
1. Be made on either side of the smoke barrler, or
2. Be made by an approved device designed for
the specific purpose,
8.3.6.2 Openings occurring at points where floors
or smoke
harriers mest the outside walls, other smoke
barriers, or fire
harrlers of a building shall meet one of the
following conditions:
(1) It shall be filled with a material that is capable
of maintaining
the smoke resistance of the floor or smoke
barrier,
{2} It shall be protected by an approved device
that is
designed for the specific purpose. K 066 LIFE SAFETY CODE STANDARD
K058 ] NFPA 101 LIFE SAFETY CODE STANDARD K 056
8S=E Criteria 1 — The facility has ordered new
There is an automatic sprinkler system, installed light fixtures that will not be an obstruction
In accordance with NFPA 13, Standard for the lo the sprinkler fidures. These fixiures
Installation of Sprinkler Systems; with-approved - |- - [were ordered on 6/11/2013, Thespec.. .} _ .
components, devices, and equioment, to provide ?Etee! f."r_}.h;'jgh.tdﬂ““'gﬁ 5;233.5 l}?q: :ﬁe
complete coverage of all porllons of ihe facillty. Criterin 2 - No speofic resident viae
The system Is malntained in accordance with Impacted by the gted deficiency.
NFPA 2_5, Standard for the Ingpection, Testlng,' Criterla 3 - The action taken in criteria 1
and Maintenance of Water-Based Fire Protection will correct the problem and it wili not
SyslemS. Thﬂ]'e Isa Feliable. adequale water recur. The iights will be instalied upon
supply for the system. The system Is equipped their arrival from the vendor.
wilh waterflow and famper swilches which are Criteria 4 — The Administrator andfor
connecled to the fire alarm system.  18.3.5. Maintenance Director will oversee this
‘project until completion,
Criteria § — Target Date 1)7105:’2013
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This STANDARD Is not met as evidenced by:
Based on cbservations and intervlew, it was
determined the facilily failed to ensure complate
sprinkler coverage In accordance with NFPA -
standards, Tha deflclency had the potential to
affect three {3} of five (5) smoke comparimenls,
all residents, staff and visitors. The faciiity Is
cerlified for Twenly-Two (22) beds with a census
of Twenly-Two (22) on the day of the survey, The
facility failed to ensure the sprinkier heads were
not blocked by light fixtures In the resldent rooms
and two {2} mechanical rooms.

The findings include:

Obsarvations, on 05/22/13 at 12:48 PM with the
Malintenance Supervisor and the Administrator,
revealed the sprinkler heads located in the
resident rcoms on halls 1, 2, and 3 were blocked
by light fixtures, within 1 faot of the sprinkler
head, extending below the sprinkler heads.
Further observatlon revealed the sprnklers were 1 . . T _
blocked by light fixtures In the mechanical rooms
and housekeeping closets on each hall.

Interview, on 05/22/43 at 12:48 PM wiih the
Malntenance Supervisor and the Administrator,
revealed they were Unaware that the light fixiuras
could black the spray pattern of the sprinkler
head,

Reference: NFPA 13 (1988 ed.)
5-5.5,2.2 Sprinklers shall be positioned in

FORM CM3-2887(02-99) Previcus Verslons Obsolete Event 1D: 320021 Faclily ID; 104104 i continuation sheet Page 6 0f 6




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/06/2013

FORM APPROVED

~ CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03¢1
STATEMENT OF DEFICIENGIES {%i} PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING B1 - BRECKINRIDGE PLACE COMPLETED
185466 B. WING 05/2212013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
170 SYKES BOULEVARD
BRECKINRIDGE PLAGE MORGANFIELD, KY 42437
{(*4) 10 © SUMMARY STATEMENT OF DEFIGIENGIES B PROVIDER'S PLAN OF CORRECTION x5}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREEIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 058 | Continued From page 5 K 056
accordance with
the minimum distances and speclal exceptions of
Sections 6-6
through 6-11 so that they are located sufiiciently
away from
obslructions such as truss webs and chords,
pipas, columns,
and fixlures.
Table 5-8.5.1.2 Posltloning of Sprinklers to Avoid
Obstructions to Discharge (SSU/SSP)
Maximum Allowabls Distance
Distance from Sprinklers to of Deflector
above Boltom of
Side of Obstruction (A) Obstruction (in.)
{B
Lessthan 1t 0]
1 ftio less than 1 1t 6 In. 2112
1ft8in tolessthan 2 ft 32
2fttolessthan 2 16 in. 5112
2fi6in lolessthan 3t 7112
3fttolassthan 31t 6 In. 8172
3ft6in toless than 4 ft 12
4fitolessthan 41t 8 In, 14
4 1i6 In, to less than 5 ft 16112
6 ft and greater 18
For Sl units, 1 In. = 25.4 mm; 1 ft = 0,3048 m.
Note: For (A) and (B), refer to Figure 5-6.5.1.2(a),
Raference: NFPA 13 (1899 ed.)
5-6.3.3 Minimum Distance from Walls. Sprinklers
shall be jocated a minimum of 4 in, (102 mm)
from a wall,
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