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The preparation and execution of this Plan

A standard health survey was conducted on § Of Correction does not constitute an

10/16-18/12. Deficient practice was identified adm!ssnon oragreement by the provider of
with the highest scope and severity at 'E' level. \the truth of the facts alieged or conclusiofs
An abbreviated standard survey (KY19179) was pet forth in the Statement of Deficiency.
also conducted at this time, The complaint was his Plan of Cg rrection is prepared and

substantiated with deficiert practice identified. xecuted solely b
F 225 | 483.13(c)(1Xii)-{ii), (c)(2) - (4) F 225 ed solely because it is required by
§5=D | INVESTIGATE/REPCRT ederal and Stata law.”
ALLEGATIONS/INDIVIDUALS ,
1)

The facility must not employ individuals who have h
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have

e incident related to resident 6 was
eported to us as a complaint of neglect.

had a finding entered into the State nurse aide he incident was investigated by the
r?gistr;:oncerning abuse, neglec:. |rjnistreatm?'tr;,t _ i dministrator per facility policy and a 5 day
of residents or misappropriation of their property;

and report any knowledge it has of actions Ey a rreport \fvas filed as required. Our

court of law against an employee, which would j:)nclusmn was that the cause of the falf
indicate unfitness for service as a nurse aide or as related to the resident lsaning and was
other facility staff to the State nurse aide registry not the result of staff action

or ficansing authorifies. p_{)

The facifity must ensure that all alleged violations @ DON is to review all reports of |

irvolving mistreatment, negiect, or abuse, incidents, injuries of unknown origin,
including injuries of unknown source and grievances, and the facility 24 hour reports
misappropriatior of resident property are reported for the past 3 months to ensure that all |
immediately to the administrator of the facility and incident and i f i
to other officials in accordance with State taw njuries of unknowr origin
through established procadures {including to the ere indeed investigated per facility policy.
State survey and certification agericy). Social Services is to interview all

: mtervrewable residen
The facility must have evidence that all alleged : any incidents that ma\t,sht;\,::_.ngiﬁ- :ebdo:;

violations are thoroughly investigated, and must ens
prevent further pctential abuse whiie the ure a report of the incident was made

investigation is in progress. and that the incident was investigated per
fa tlity policy. Administrator/DON reviewed

LABORATORY DIRSC'i’ VEOAPRDVIDE. LIP| PRESENTATIVE'S SIGNATURE ELE (X6) DATE

Any deficlency statement ending with an asterisk (*) denotes a deficiency which the inatifution may be excused from carmacting providing it is determined that

olher safeguards provide sufficient protection to the patients . (See inatructions.) Except for nursing homes, the findings stated abave are disclosable 90 days

following the date of survey whather or not 2 plan of correction is provided. For nursing homes, the above findings and plans of carrection ave diaclosable 14

days following the date these dacuments are made avallable o the faciiity. if deficiencies are cited, an approved plan of comection is requisite to ontinued .

program participation.
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pads use allegations for
! The results of all investigations must be reported - allegations for past 6 months to
! to the administrator or his designated jensure timely reporting of each to the state
representative and to cther officials in accordance lagencies, including the state survey and

with State faw {including to the State survey and
certfication agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken,

icertification agency. This will be completed
by 11/29/12.
2

}The DON will present an in-service to staff
on 11/30/12 regarding the facility abuse
iaolicy and the investigation that occurs with

This REQUIREMENT is not met as evidenced : tany incident, This in-service will be
by: : repeated m
Based on interview, record reviaw, and review of ' : P onthiy for. 3 months then
the facility policy it wes determined the facility annually. All newly hired employees will be
faiieq to ensuie an incident of suspectad neglect ducated by the DON during orientation.
was immediately reported to the stale survey and ] i ;
certification agency and failed to have avidence orporate Consultant will review Abuse

that the incident had been thoroughly investigated Folicy with the DON and Administrator on

for one of eleven sampled residents (Resident 70, .
#6). On 10/03/12, the facility's Administrator and 11-29-12 to ensure understanding of the |

Director of Nursing were made aware Resident . ﬁacility policy on reporting all allegations of
#6 sustained a fall from an unlocked wheslchair abuse immediately to the state agencies
while sitting unsupervised in the facility dining . .

room. Interview revealed the facility did not including the state survey and certification
consider the staff's failure fo ensure safety gency. Upon receiving a report of

measuras were followed to prevent Resident #5

| from sustaining a fall as an allegation of neglect juspected abuse or neglect, the facility DON

and did not conduct an investigation or notify the crr Administrator will notify the VP of
state agencies of the report. (Refer to F 323.) C!Jpérations or the facility corporate
The findings include: : consultant to ensure compliance with the

. .
. . ffcrilty abuse policy. A copy of the initial
A review of the facility's Abuse Prohibition Policy report and 5 d .
and Procedure (not dated) revealed the policy P : ay report will be sent to the

defined neglect as a failure to provide goods and P of Operations for review to ensure
&
|
|

services necessary to avoid physical harm, mpliance wi e o
: ; with th .
mental anguish, or mental ilness. The policy P e facility policy
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further stated all incidents and reports of resident
abuse/neglect would be reported to all agencies
as fequired.

A review of the medical record for Resident #8
revealed the resident was admitted o the facility
on 05/18/12 with diagnoses of Alzheimer's
Dementia, Bipolar Disorder, Depression, Muscie
VWeakness, and Osteoporosis. Review of the

: Care Area Assessments (CAA) completed with

: the admission assessment, dated 05/24/12,

. revealed Resident #6 was at risk for falls due to
impaired mobility related to muscle weakness.
The CAA revealed Resident #6's risk for falls was
increased due to the resident's cognitive status

walking, and safefy awareness. Review of
monthly physician's orders revealed Resident #6
had routinety received the medications, Aspirin

! and Plavix, which can increase bieeding/bruising
| tendencies.

Review of the Comprehensive Care Plan that
addressed falls, dated 05/24/12, revealad
measures to prevent falis for Resident #5
included a bed/chair alarm, low bed, and to
position the resident in the center of bed with use
of a wedge.

A review of Resident #6's most recent Quarterly
Minimum Data Set (MDS) assessment dated
08/24/12, revealed faciiity staff assessed
Resident #6 to be cognitively impaired and to
require extensive assistance from two staff

| members for any activity of daily living.

E
! Review of the tncident Report dated 10/03/12 at
11:15 AM, revealed Resident #6 sustained a fall

which impacted transitions, coordination, balance,

JACKSON MANCOR
ANNVILLE, KY 40402
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4)
The DON is to review all reports of incidents

and injuries of unknown origin to ensure
?the investigation is completed appropriataly
and the root cause of alf incidents is
identified. The corporate consultant will
review all incidents monthly for 3 months
and prowde additional training as necessa v
on the facility policy. Regarding
|=nvest|gations. The DON and Corporate
onsultant are to report findings to the
acility QA committee. Corporate
Consuitant to review all reports of
éuspected abuse, neglect or injuries of
L,:InknOWn origin manthly to ensure the
f:aciiity abuse policy is followed including
the reporting requirements. Results of
these reviews will be presented to the
facility QA committee no less than quarterly
to ensure ongoing compliance with the
abuse policy including notifications,
p|rotect|on of residents, investigations and ;
reporting.

12/01
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from a wheelchair. The Incident Repost :
concluded the fall was consistant with the i
resident leaning forward in the wheelchair but the
report failad to identily causative factors for
Resident #6's fall. The report reveaked Resident
#6 was found on the floor iying on his/her left side
near a dining room table. However, tha Incident
Report failed {0 indicate if Resident #6 had been
supenvsed in the dining room, if the rasident's
wheelchair had been locked/sacured, or ifthe
chair alarm was in place and aciivated.

| Review of the nurse's notes and facility transfer
form revealed Resident #8 was evaluated
following tha fall cn 16/03/12 at a clinic next door
to the facility and staff was instructed to arrange
for Resident #6 to be evaluated at the Emergency
Room. Accordingto the nurse's notes deted
10/03/12 at 9:00 PM, Resident #5 ratumed to the
facility with a diagnosis of minor head injury with a
hematoma to the left frontal tegion without
fracture or intracranial hemorrhage. i-

Observation during the initial tour an 1071812 at
9:20 AM, rovealed Resident #5 lying on a
pressure reliaving curved edge mattress with the
bed positioned low to the floor, A bedftab alarm
wak attachad to the resident's clothing. Residant
#0's face was seversly bruised. Resident #5 did
not respond verbally to questions asked.

Observation during a skin assessment conducted
by LPN #1 on 1071512 at 3:30 PM, revealed a
large hamatoma above the resident's lefl eye,
Bruising was noted of the resident's knees
bilaterally, Inner thigh, and chast area. Resident
#6 was wearing an incontinence brisf and was
dependent on staff for tuming and positioning
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during the skin assassmant.

Interview with Licensed Practical Nurse {LPN) #3
on 10/18/12 at 4:40 PM, revealed she assessad
Residant #6 after a fall on 10/03/12. LPN #3
stated Resident #6 had been transferred from the
bed 10 2 wheelchair by CNA #4 end CNA #12,
and was transported to the dining room by CNA
#12. LPN #3 revealed staff assigned to the
dining room for lurch was 1o be there at 11:15
AM, to prepare drinks for residents and assist
with applying clothing protectors to residents.
LPN #3 stated CNA #9 was assigned 1o the dining
room on 10/03/12 but was not In tha dining reom
when Rasilent #6 wag taken to tha dining reom
at approximately 11:15 AM. tPN#3
acknowiedged CNA #12 should not have |eft
Resident #6 unattended/unsupervised in the
dining room. LPN #3 stated upon assessing for
contripufing faciors to the fall she detsrmined
Resident #5's whesichair had not been locked,
the chair alerm had not been attached fo
Residant #6, and the residant had bean jeft
unattended/unsupervised in the dining room.
LPN #3 stated sha completed Verbal/Coaching
Forms for CNAS #8 and #12 because the CNAs
did rot perform thair job duties as assigned,

interview with Licansed Practicat Nursa {LPN) #2
on 10M17/12 at 12:15 PM, revealed she went to
the dining room whin notified of Resident #56's fall
on 10/03/12, LPN #2 acknowledged she moved
the wheelshair back from the resident to assist
with an assessment of the resident, LPN #2
confirmed the wheslchair was not locked and
ravealed the chair alarm had net sounded.

Intervigw on 10/17/12 at 1:30 PM, with CNA #3

: 98 HIGHWAY 3444, P O BOX 154
JACKSON MANOR '
ANNVILLE, KY 40402
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revealed she cbserved Residant #6 on tha dining
room floer on 10/03/12. CNA #3 confirmed the
wheelchair was not locked and the chair alarm
did nol sound and stated both were in good
working order. CNA#3 stated the cord from the
chair alam was hanging on the back of the
wheelchair, CNA #2 stated when the cord is
clipped to the resident's clothing and the residant
teans forwand, the alarm cord will detach from the
alarm box and will activate the alarm; however,
CMA#3 stated Residant #5's alarm was still
connected to the alarm box at the fime of the fall,
CiNA#3 stated when a resident was taken 1o the
dining room in a wheelchair the person that
transportad the residant was responsible to
ensure the whealchair locks were angagsd and
should stay in the dining ream untif the CNA
assigned fo the dining room was prasent.

An interviaw attempied with CNA #12 by
telephona on 10/17/12 at 2:25 PM, was
unsuccesshul, however, CNA #12 retumaed the
call and an interview was conducted at 9:26 PM
on 10/17/12. CNA #12 stated she applied the
chair zlamm after transferring Resident #6 fram
the bed to the whaelchair and had lockad
Resident #€'s wheelchair when she positioned
the resident at a tabte in the dining room. CNA
#12 stated she rautinely checked o ensure
residents’ wheelchairs were locked. CNA#12
stated several residents had completed an
activity when she enlered the dining room and
approximately 20 residents were In the dining
room awaiting iunch. CNA #12 stated CNA#9
was assigned to the dining room and even though
CNA#9 or other staff was not present in the
dining room when she amived to the dining room
with Rasident #6, she left the resident

t
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unsupervisad in the dining room. CNA#12
acknowledged she should not have ieft Resident
#6 in the dining area unsupervised.

Raview of the Verbal/Coaching Form dated
10/03/M12, for CNA #5 revesled the CNA was
assigned to the dining room for lunch but was not
in the dining room as assigned when Resident #5
sustained a faif.

Review of the Vierbal/Coaching Form for CNA #12
revealed Resident #&'s chair alarm was not
property attachad and did not sound when
Resident #6 fall from the wheelchair; howevsr,
documentation revealed CNA #12 reporied the
alarm had been attached to Rasident #5's iower
back. The form Rurther revealed Resident #8's
wheeichair was nof locked but CNA #12 reported
she had lccked the wheelchair, According to the
Verbal/Coaching Form, performance
improvement was expected from the CNAs and
bath CNAs had been instrucied o provide
resident care according ta the care plan. The
forms revealed CNAs #9 and #12 were
suspended for three days. Further review
revealed tha Varbal/Coaching Forms had baen
signed by the Director of Nursing (DON).

interview with tha DON on 10/17/12 at 4:3Q PM,
confirmed she had beaen notified of Resident #65's
fall on 10/03/12 by LPN #3 and had received
Varbal/Coaching Forms regarting CNAs #8 and
#12. The DON confirmed she had interviewed
CNA #12 and the CNA statad she hed attached
the chair alarm and locked the wheelchair. The
DON confirmed CNAs #2 and #12 were
suspended for three days due to repeated poor

i [ob parformanca repaits, fraquent absentesism,

§
. J
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and tarrnination had been considered before
Resident #6's fall. The DON confirned CHA #9
did not follow her assignment by not being in the
dining room as required and CNA #12 apperently
did not lock the whaelchair as required. The
DON confirmed CNA #12 should not have left
Resident #6 in the dining roam
unsupervised/unattended. The DON
acknowladged she had not considersd the fll
incldent as a result of neglect and had not
thoroughty investigated to determine causative
factors. The DON stated the Administrator was .
responsible to report sbuse allegations to state
agencies.

Interview with the Administraior on 10/1812 at
2:453 PM, revoaied the Administrator had not

! cansidared Resident #5's fall to be an allegation
of abuse or neglect, and therefore had not
thoroughly investigated the incident or reported
the allegation 1o state agancies when the incident
occured on 10/03/12. The Administrator
acknowledged when Adult Protective Servicas
entered the faclity on 10/16/12 to investigate an
allegation of neglect/abuse related to Resident
#G's fall, he notified state agencies and began an
investigation.

F 253 | 483.15(h)(2) HOUSEKEEPING &

58=£ | MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necessary to maintain
sanitary, orderly, and comfortable interiar,

This REQUIREMENT is not met es evidenced
by:

Based on observation and intarview, it was

F 225

F 253,

)

he tile in both bathrooms was cieaned on
10/17/12 by the DOM and housekeepers. |
The missing grout was replaced by the DON
on 11/02/12. The area where the small

iece of tile was missing was repaired and
he small cracks in the tile were grouted by

l

=Y
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determined the faciiity failed to provide
maintenance and housekeeping services to
maintain a sanitary, orderly, and comfortable
interior. The women's showear room had
broken/cracked tile on tha wall of the shower sfall
with sharp edges and the drain on the floor of the
showar room had sharp edges. In addition, the
men's and women's shower rooms had a black
"molddike" substance on the tile grout of the fioor
and walis of the shower stalls.

The findings include:

interview with the Administrator on 10/18/12 at
12:55 PM, revealed the facility did not have a
palicy for housakeeping/maintenance for the
shower rooms. The Administrator stated when
the housakesper was hirad the Housekeeping

i Supervisor toured the facility with the newly hired
housekeeper and told them what areas they
would be responsible ta clean.

Obsarvations of the shower rooms during the
environmental four en 10/17/12 and 10/18/12
revesaled the women's shower room had
broken/crackad tiles on the shower stait wall that
had sharp edges, and a drain on the floor had
shamp edges. tn addition, the men's and women’s
shower rooms had a black "moid-like” substance
¢n the loors and walls in the flle grout.

Interview with the Maintenanos Supervisor on
10/18/12 at 9:55 AM, revealed the Meintenance
Suparvisor did not know about the
broken/cracked tiles, the drain with shamp edges,
or the black "mold-like” substancs on the tile
grout The Maintenance Supervisgr stated the
housekeepers usually fook care of the shower

F 2536 DOM on 11/02/12 The drain was raised

on 11/02/12.
2)
- The DOM, housekeeping supervisor and
dministrator made rounds ot all common
reas and shower areas to insure no othey
reas were in need of repair on 11/08/12,
3}
f(ounds will be made no less than monthly

y the DOM, housekeeping supervisor and

dministrator to inspect all cornmon areas,

hower rooms and resident care areas to
ensure all maintenance and housekeeping
issues have been identified and addressed.
I facility checklist will be used to identify |

nd issues.

)

ur regional director of maintenance will
!tour the facility no less than quarterly to
Fnsure all maintenance and housekeeping
issues have been addressed. The facility
t?ecklist will be reviewed and any assues
, il be reported no less than quarterly to
the facility QA committee,

' 11/1]

D/12
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F 253 | Continued From page 8

rooms, end CNAs and nurses were to
report/document damages on a logbook that was
kept at the nurses’ station. The Maintenance
Supervisor stated he raviewad the log daily to see
if there was anything that needed repair, and had
not been made aware of the shower rooms,

Intarview with tha Housekeeping Supervisor an
10/118/12 at 12:40 PM, revealed a weekly
inspaction was completed on ali rmoms including
the shower rooms. Tha Housekesping
Supervisor was unaware of the broken cracked
tile, the dirain with sharp edges, ar the black
“mold-ike” substanca on the tile grout. Tha
Housekeeping Supervisor stated the shower
roams should be cleaned once in the morning
and onee in the evening, and any
broken/damaged areas should bg reported to the
Maintenance Supervisor for needed repairs.

Intarview with the Administrator on 10/18/12 at
12:55 PM, revealed the tile grout in the shower
rooms was o be cleaned daily in the moming and
in the evening. In addition, the Administrator
stated staff was {o report anything that wes in
need of repair to the Maintenance Supervisor,
and the Administrator was unaware staff had not
followad the facility's process,

F 323 | 483.25(h) FREE OF ACCIDENT

s5=n | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices fo
provent accidants.

F 253

F 323 1}

eported to us as a complaint of neglect.
e incident was investigated by the
lftdministrator per facility policy and 3 5 day
report was filed as required. Qur
anclusion was that the cause of the fail
Ewas related to the resident [eaning and wrs

1
E:é incident related to resident 6 was
|
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' pag F 3230t the result of staff action. The resident

was evaluated by the therapy department
or seating recommendations on 10/04/12,
This REQUIREMENT i not met es evidenced Resident care plans were updated to refleqt

by the therapy recommendations.

Based on observation, interview, record review h H H

) - ' ' e DON is to review all reports of

and review of faciity poficy it was determined the ,i) ¥ NIs 1o review all reports
ihcidents, injuries of unknown origin,

facility failed to ensure one of aleven samplsd

residents (Residents #6) received adequate rievances, and the facility 24 hour reporty
supervision and appropriale use of assistive far the past 2 months to ensure that all
devices to prevent eccidents. Facility staff had : iEddem and injuries of unknown origin

assessed Rasident #8 to be cognitively impaired, X R . ue .
require extensive assistance with ectivities of er.e 1ndee‘d lnyESTIiEated .per facility policy,
daily living, require the use of a bed/chair alarm ocial Services is to interview all

when up, and at risk for falls due to impaired interviewable residents to inquire about
mobiity related t¢ muscle waakness, On %ny incidents that may have occurred to
)

10/33/12 at 11:16 AM, Resident #6 sustained a PR
! . ce
fall from a wheslchair. The facilty feiled & Insure a report of the cindicent was made

ensure staff maintained Resident #6's safety _ l”q -that tt:ne incident_was investigated per|
while he/she was in & wheelshait in the dining cility policy. This will be completed by

room and fsiled to ensure staff monitorad the 11/20/12. The DON and ADON are to
residents safety while in the dining room. view all Fall Risk assessments by 11/20/1
Additionally, the facility failed to identify the N i risk factors h been

causative factors related to Resident #5's fall PE sure ail nisk ta orvs ave bee '
(Refer to F 225.) identified and appropriate care plans are ir

qlace. The DON and ADON are to make

d

The findings include: ounds to ensure all safety measures that

Review of the facilty poicy ttied Falls re care planned are in place, this will be
Managsment, {dated 01/01/10} ravealed the ompieted by 11/20/12.

facility would screen all residents to identify 3}

possible 1isk factors that may place a rasident at *he nursing staff is to be re-educated by th

risk for falls, to evahuate those risks, implemant DON on 11/30/12 regarding following the
interventions to reduce thase risks and manitor esident care plans related to safety

those intervantions, and modify when necassary.

m

The peficy further revealed ail resident falls would
be investigated to datermine appropriate
interventions fo putin place to reduce the

|

measures and on general safety measures
that should be in place for all residents, I.E' '

Efall bell in reach, wheelchairs locked when!
|
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. likelihood that a fall would reoccur andior
minimize the risk of injury refated to a fall.
Actording to the DON, the faciiity did not have a
policy addressing whealchair szfety,

A reviaw of the medical record for Resident #6
revealed the facllity admitted the resident on
051812 with diagnoses of Alzheimer's Dementia,
Bipolar Disorder, Depression, Muscle Weakness,
and Osteoporesis. Review of the Care Area

. Assessments (CAA) dated 05/24/12, completed
with the admission assessmant, revealed
Resident #6 was at risk for falls due 10 irmpaired
mobility refated o muscle weaknass., The CAA
reveaied the risk for falls was increased due to
the resident's cognitive status which impacted
transitions, coordination, balance, and walking
and safety awareness. Review of monthly
physician's orders revealed Resident #8 had

! routinaly receivad the medications, Aspirin and
Plavix, which can increase bleeding/bruising
tendencies.

Review of the Comprehensive Care Plan that
addressed falls, dated 05/24/12, revealed
measurss to prevert Resident #5 from falls
included a bed/chair alarm, low bed, and for staff
to pasition the resident in the center of the bed
with use of a wedge, The care plan failed to
address any interventions 10 prevent fefls from
the wheelchair,

A review of Resident #6's Quartarly Minimum
Data Sef (MDS) assessment dated 08/24/12,
revealed facility staff assessed Resident #6 to be
cognitively impaired and to require extensive
assistance from two stafl members for any
activity of daity (iving.

Ltationary, beds locked, etc. This in-service
t:ilf be repeated monthly for 3 months thes
no less than annually. All newly hired
'Fmployees will be educated by the DON
uring orientation. Staff nurses are to make
ounds dally to ensure safety measures are
in place per the resident care plan.
4)
he DON and ADON are to make rounds
eekly for 4 weeks then no fess than every
2 weeks for 3 manths then monthly to
ensure all safaty measures are in place as
dentified for each resident based on facility
ssessment andaccarding to the resident
are plan, Problems will be addressed with
Ltaff when identified. Results of these
rounds will be reported to the facility QA
committee no less than quarterty.

11/31
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Raview of the incident Report dated 10/03/42 at
11:15 AM, revealed Resident #8 susizined a fall
from a wheelchair. The report reveaied Resident
#5 was observed on the floor lying on hisher |eft
side. The incidernt Report concluded the fall was
consistent with tha resident leaning forward in the
whealchair.

Review of the nurse's notes and facility transfer
form revealed Rasident #5 was evaluated
foliowing the fall on 10/03/12 at a clinic next door -
to the faciiity and staff was instructed to arrange
for Resident #6 to be evaluated at the Emergency
Raom. According to the nurss's notes dated
10/03/12 at 9:00 PM, Resident #6 ratumed to the
facllity with a diagnosis of minor head injury with a
hematama to the left frontal region without

fracture or infracranial hemorrhage.

Cbservation during the initial tour on 10/16/12 at
8:20 AM, revealed Resident #6 lying on a
pressurs relieving curved edge mattress with the
bed positioned low to the floor. A bed/tab alarm’
was attachad to the residenf's clothing. Resident
#6's face was soverely contused and bruised, and
the resident did not respond verbally to questions
asked.

Observation during a skin assessment conducted
by LPN #1 on 10/15/12 at 3:30 PM, revealed a
large hematoma above the resident's left eye.
Bruising was notad of the resident's kneas
bilatarally, inner thigh, and chest area. Resident
#5 was wearing an incontinence briaf and was
dependant on staff for turning and positioning
during the skin assessment.

1
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interview with Licensed Practical Nurse (LPN) #3
on 10116/12 at 4:40 PM, reveaied she assessed
Residant #5 after a fall on 10/03/12. LPN #3
stated Resident #€ had been transferred from the
bed 10 a wheeichair by CNA #4 and CRA #12,
and was transpeoried to the dining room by CNA
#12. LPN #3 revealed staff assignad to the
dining room for lunch was to be thera at 11:15
AM, to prepare drinks for residents and assist
with applying clothing protectors to residents.
LPN #3 stated CNA #5 was assigned (0 the dining
meom on 10/03/12 but was not in the dining reom
when Resident #6 was taken to the dining room
at approximately 11;15 AM. LPN #3
acknowledged CNA #12 shouid not have left
Resident #6 unattended/unsupervised in the
dining room, LPN #3 stated ppon assessing for
contrihuting factors to the fall she determined
Resident #6's wheelchalr had not been locked,
the chair alarm had not been attached o
Resident #6, and the resident had been laft
unattended/unsupervised in the diring room.
LPN #3 stated she completed Verbal/Coaching
Forms for CNAS #9 and #12 for failure to follow
assignments and onsure resident safety_

intarview with Licensed Practical Nurse (LPN} #2
on 10/17/12 at 12:15 PM, revealed she waent io
the dining room when netified of Resident 26's fall
on 100312, LPN #2 acknowledged she maved
the wheelchair away from the resident to assist
with an assessmeni of the resident. LPN #2
confimed the wheslchair was not locked and
revaaled the chair alarm had net sounded,

Interview on 10/17/12 al 3:45 PM, with CNA #4
revesled she assisted CNA #12 with transferring
Resident #6 to a wheelchair on 10/03/12. CNA

FORN CMS-2567(02-88} Fravious Verglons Ohsolels
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#4 stated she had applied a pillow for positioning
for Residant #6 and was in front of the whaelchair
while CNA #12 appiied the c¢hair alarm to the
back of Resident #8's wheelchair, CNA#6 stated
she did not observe CNA #12 aftach the chair
alarm clip to the mesident's clothing but feit she
had applied it since she removed the alarm from
the bed and placed it on the resident's
wheeichair, CNA ¥4 stated CNA #12 fransported
Residant #6 to the dining room.

Interview on 10#17/12 at 1.30 PM, with CNA#3
revegled she ohserved Resident #5 on the dining
room floor on 10/03/12. CNA#3 confirmed the
wheelchair was not lockad and the chair alarm
did not sound and slated both were in gogd
working order, CNA23 stated the cord from the
chair alarm was hanging on tha back of the
wheelchair, CNA#J staled when the cord is
clipped to the resident's clothing and tha resident
leans forward, the alarm cord wili detach from the
atarm hox and will activaie the alarm, but
Resident #8's alarm was slill connected to the
alarm box at the fime of the fall. CNA #3 stated
when a resident was taken to the dining room in a
wheelchair the person that transporied the
resident was responsible to ensure the
whealchair locks were angaged, and shouid stay
in the dining room undil the CNA assigried to the
dining room arrived.

An interview was conducted with CNA #12 on
10/17/12 at 9:26 PM, CNA #12 stated she
transferred Resident #5 from tha bed to the
wheslchair on 10/02/12 and had locked Resident
#6's whaelchair when she positioned the resident
at 2 table in the dining room. CNA #12 stated
CNA#S was assigned t© the dining room and
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avan though CNA #9 or other staff was not

-{ present in the dining room when she arrived to

the diring room with Resident #6, she left tha
resident unsupervised in the dining room. CNA
#12 acknowledged she should riot have left
Resident #8 in the dining area unsupervisad.

Review of facility in-services revealed an
in-service had been conductad on 068/17/12 and
directad staff not to leave residents glone inthe -
dining reom prior to meal service. According to
the facility in-senvice sign-in sheet, CNAs #12 and
#9 had attended the in-servica.

Raview of tha Verbal/Ceaching Form dated
10/0312, for CNA #9 revealad the CRA was
assigned to the dining reom for lunch but was not
in tha dining reom as assigned when Resident #8
sustained a fall

Raview of the Verbal/Coaching Form for CNA 112
revealed Resident #5's chair alarm was not
properly attached and did not sound when
Resident #6 fell from the wheelchair, however,
documentation revealed CNA #12 reported the
alarm had been attached o Resident #5's lower
back. The form further revealed Resident #6's
wheslchair was not locked but TNA #12 reported
she had locked the wheelchair. According to the
Verbal/Coaching Form, performanca
improvement was expactad from the CNAs and
beth CNAs had been instructed 1o provide
resident care accomding to the care plan. The
forms revealed CNAS #9 and #12 were
suspended for three days. Further review
revealed the Verbal/Coaching Forms had been
signed by the Diractor of Nursing (DON).
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interview with the DON on 10/17/12 at 4:30 PM,
canfirmed LPN #3 notified her of Resident #6's
fall on 10/03/12 and the DON recaived the
Yerbal/Coaching Form regarding CNAs #9 and
#12. The DON confirmed she interviewad CNA
#12 and the CNA informed the DON shea had
attached the chair atarm and locked the
wheelchalr. The DON confirmed CNAs #9 and
#12 were suspended for three days due to
repeated poar job performance raports and
frequent absenteeism. The DON acknowledged
CNA #12 should not have left Resident #8 in the
dining room unsupenvised/unatiended. The DON
confirmed the incident Report and Post Fall
invastigation Tool form did not address causative
faciors related to Resident #6's fall and sha
depended on the nursing staff to conduct the falls
investigations.

483.25(m}{ 1} FREE OF MEDICATION ERROR
RATES CF 5% OR MORE

The faciiity must ensure that it is free of
medicafion error rates of five percent or greater.

This REQUIREMENT Is not met as evidenced
by:

Based on observafion, Interview, and record
reviaw it was determined the facliity failad io
ensure the medication error rate was not, and did
nel exceed, five percent, Staff was observed on
117112 to administer forty-five medications
during & medication pass observation. Cfthe
forty-five medications, staff faflad to administer
Levothyroxine {a thyroid hormonea) in accordance
with the manufacturer's recommendations on four

! different ocrasions during the medication pass.

F 323

F 332

The correct medications were given as
ordered by the physician to the correct
resident, at the time ordered, at the dosafe
ordered, using the route ordered. TSH'
levels were monitored 2nd were normal.
1)
The administration times for the J
Levothyroxine have been changed as noted
below. These actions were ceampleted on
10/18/12 by the charge nurse.

Resident C time changed te 6 a.m. with no
contraindicated medications.
Resident 11 time changed to € a.m. with o
contraindicated medications.

Resident b time changed to b a.m. with ng
contraindicated medications.
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As a resull of the four errors, the facility's
medication ertor rate was 8.8 percent.

The findings include:

According to the Director of Nursing {DON), the
facility did not have a policy related to medication
administration but provided litarature from an
in-service conducted on 06/10/12 related to
medication administration. The in-ssrvice
diracted staff to foliow the five rights (right patient,
right drug, right dose, right time, and right route)
when administering medications to residents.

Review of the manutacturer's recommendations
and the facility's PDR 2012 Edition Nurse's Drug
Handbook for administration of Levothyroxine
revealed the medication should be taken on an
empty stomach preferably before breakfast.
Further review ravealed Levothyroxine should not
be administered within four hours of taking
caicium supplements o iron supplements as
these products interfere with the absorption of
Synthroid. )

1. Observation of a medication pass on 10/17/12
revesied staff failed to follow manufacturer's
guidslines when adminiskering Levothyraxine (a
thyreid hermone). Observation revealed
Kentucky Medication Aide {KMA) #1 administered
+00 micrograms (mog) of Synthroid to unsampled
Resident C in combination with saven other
medications, ingluding Poty iron (iron
supplement) at 8:05 AM. Resident C mceivad
the iron supplement with the Synthroid which was
not in accordance with the manufacturer's
recommaendstion. Additionally, Resident C
recaived the medications after the breakfaat meal

|
sl o
2iesrdent D time changed to 6 A.M. with ng

'ontraindicated medications.

)
he DON reviewed the physicians orders
nd Medication Administration Records fof

ill residents on 11/08/12 to ensure that any

nedication recommended to be
%dministered on an empty stomach were
cheduled before breakfast. }
)
he pharmacy will review ali records
Lonthiy to make sure for appropriate
_ iiming {before or after meals, on an empty

tomach and etc,] and for administration of

r}nedication in combination with other
medication that may interfere with
J:ffectiveness. Any problems will be
ﬁ:mmunicated with the DON and wili be
ferred to the MD for changes. The
onsultant pharmacist is to provide
sducation to nurses and KMA's on
i’ledications recommended to be given on
an empty stomach, with meals and
medication that may interfere with the
ffectiveness of other medication when
fven together on 11/27/12 to ensure tha
ny medication recommended 1o be
Ldministered on an empty stomach were
cheduled before breakfast.
)
he administrator is to review consultant
Fharmacist reviews monthly for 3 months

1
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had besan served and as a resuli, KMA #1 failed
to ensure the Synthroid was administered to the
resident on an empty stomach as recommended.

2. At %15 AM on 10/17/12, KMA #1 administered
fiva oral medications to Resident #11. KMA #1
was observed to administer 88 mcg of Synthroid
in combination with Os-Cal (a calcium
supplement). KMA##1 failed o ensure Resident
#11 did not raceive the Synthroid within four
hours of taking a calcium supplement as
recommended by the madication's manufacturer.
Resident #11 received the medications aflar the
breakfast meat had been served and, a5 & result,
KMA #1 failed to ensure the Synthroid was
administered to the resident on an empty
stomach as recommended by the manufacturer.

3. Cantinued observation revealed KMA #1
adrministered 25 mcg of Synthraid in combination
with six additional medicalions to Resident #5 at
8:50 AM on 10/17/12. However, the medications,
including the Synthroid, were administered aftar
the breskfast meal had heen served.

4, At 10:08 AM on 10/17/12, KMA#1 prepared
Synthroid 50 meg along with eight orat
medications and administered the medications o
unsarfipted Resident D. The Synthroid was
sdministerec afler the breakfast meal had beean
served.

| Interview with kitchen staff on 10/16/12 at 9:15
AM, revealed the scheduled time for the
breakfast maal to bagin was 7:30 AM.

KMA #1 confirmed in interview conducied on
1011712 at 10:40 AM, that she administered the

F 332

|

|

|

then no less than quarterly to ensure

fecornmendations are being addressed.

Don to review MAR’s monthly for 3 month
hen no less than quarterly to ensure that
anufacturer recommendations are bein

followed in regards to medication
dministration. Results of these reviews
ill be reported no less than guarterly to

The facility QA committee.

%]

|
|
|
|
|
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Synthroid following the breakfast meal and in
combination with other medication. KMA #1
stated she was not awarz of any specific
recommendations for administering Synthroid
and administered the medications ai the times
specified on the Madication Administration
Record (MAR).

Interview on 10/17/12 al 10:50 AM, with the DON
revealed Synthroid should be administerad before
breakfast and the MAR shoukd have the
medication scheduied for administration at 8:00
AM. The DON statad ion supplements should
not be given with Synthroid. The DON stated she
was not aware Synthroid was scheduled on the
MAR for 10:00 AM.

483.65 INFECTICN CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and mainten an
Infaction Control Program designed to provide a
safe, sanitary and comfortable environmert and
te help prevent the development and transmissicn
of disease and infection,

{a} infaction Control Program

The facity must estabiish an Infaction Control
Program under which it -

{1) Investigates, controis, and prevents infactions
in tha facility:

(2) Decides what procedures, such as isolation,
should be applied to an Individual resident; and
{3) Maintzins a record of incidents and corrective
actons retated to infections.

(b} Preventing Spread of Infection
{1) When the Infection Caniral Program
determines that a resident needs isclation to

|
|
|

F 332,

F 441

rere removed from the floor as seon s
|

2)
E’ON made rounds on 10/18/12 and
’EO{lQ/lZ to observe for any other infection

control issues, she observed shower areas|
Lesident rooms, and dining rooms for

{soiled linens, of disposal of soiled briefs an
g«ipes and for appropriate glove usage.

]

!*«lursing staff is to-be re-educated on

1)

J[h'e bag of soiled faundry was removed

rom the floor when noted by staff and sent
o the jaundry. The soiled brief and wipes

oted and disposed of properly by staff.

vidence of hand washing, for handling of

=9

)

nfection control policies related to handling

FORM CMS-2557(02-99) Provious Vergions Qbsoisia

Event ID; OSOK19

Facility [&: tDDEO2

if continuation sheet Page 20 of 25




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/31/2012
FORM APPROVED

CENTERS FOR MERICARE & MEDICAID SERVICES OMB NO. 0938-0361
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BLILDING
185248 B.WING <
10/18/2012

NAME CF PROVICER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZWP CODE

9% HIGHWAY J444, P O BOX 184

by:

Basad an observation, intarview, and review of
facility in-services, it was determined the facility
{ailed to maintain an effecliva Infaction Control
Frogram designed to pravide a safa and sanitary
environment to prevant the development ang
fransmission of disease and infection for one of
eleven sampled residants {Rasident #3).
Cbservation on 10/16/12 during a skin
assessment revealed Kentucky Medication Aida
(KMA) #3 failed to properly dispcse of a soifled
incontinence briaf and soiled moistened wipes.
KMA #3 provided incontinence care for Resident
#3 and placed the soiled incontinence brief and
soiled moistened wipes on the fioor beside the
resident's bed. Additionally, observation on
10/1712 at 4:00 PM, of the shower room
revealed staff had pltaced a plastic bag of
soifediwet linen an the showar room floor.

JACKSON BANOR
ANMVILLE, KY 40402
. (A D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION [ri1]
PREFIX {EACH DERICIENCY MUST BE PRECEDED BY FULL RREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR L5SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 i . . .

Contmﬁ: me::g?,zfo otion. the Facility must F th soiled linens, disposal of soiled briefs,

prevent the spread of infection, the facility mu ) .

isolate the residant, hand washrng'at\d glov‘e use by the DON 31—

{2} The faciiity must prohibit employess with a 11/30/12. This in-service will be repeate

communicable disease or infected skin lesions nimnth!y for 3 months then no less than

from direct contact with residents or thelr food, it nnually.. All newly hired nursing staff will

direct contact will transmit the disease. . . .

' ion by the DON,

(3) The facility must require staff to wash their e educated during orientation by

hands after each girect resident contact for which ) .

hand washing is indicated by accepted he DON will make rounds twice a week, oh

prafessional practice. oth day and evening shifts, for 4 weeks

(¢} Line hen weekly at random times to observe for

ns . N . 3

Personnel must handie, store, procass and eficient practice. T.h1s wilt continue for 3

transport linens so as {o prevent the spread of onths. Findings will be repo rtEEi 0 the

infection. facility QA committee for evaluation and
determination of frequency of rounds after
three months,

Tris REQUIREMENT is not met as evidenced 11/08/12

FORM CHM5-2567 ((I2-33) Previoys Versions Obsclete

Evant |0; 050K

Faclliy 1D: 100602

If continuation sheet Pape 21 of 25




DEPARTMENT QF HEALTH AND HUMAN SERVICES

PRINTED; 11/01/2012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DERICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2} MULYIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUM3ER: COMPLETED
A BUILDING
G
B. WING
185248 1071812042
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. GITY. STATE, ZIF CODE
JAG N MANGR 95 HIGHWAY 3444, P O BOX 194
ANNVILLE, KY 40402
o8 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION e
PREFDX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLILATORY OR L5C IDENTIFYING INFORMAYION) TAG CROSS-REFERENCED TO THE APRROPRIATE DATE
DEFICIENCY)
F 441!} Continued From page 21 F 441

The findings include:

Review of the facility's policy titled Standard
Precautions, dated 08/01/12, revealed soiled
clothing, personal care items, and soilec/dirly
linans should not be placed on the floor. Review
of an in-service provided 1o staff, dated 06/1512,
revealed stafl was instructed to never placa
solled briefs on a resident's chair or bed, or on
the floor.,

Qbservation during a skin assessment for
Resident #3 on 1016/12 at 12:25 PM, revealed
KMA #3 agsisted Licensed Practical Nurse (L PN}
#1 with turning the resident. During the skin
assessment, Resident #3 became incentinent of
bowel. KMA #3 provided incontinence care for
Residant #3 and used disposable moistened
wipss, KMA #3 was obsarved to place the soiled
incentinence brief and soiled disposable
moistened wipes directly an ths floor next o
Resident #3's bad,

Interview conducted on 10/18/12 at 11:25 AM,
with KMA #3 reveeled she was knowledgeable of
the requirament to ptace solled items in a trash
bag and nof to place iterns on the floor. KMA#3
stated she had helped LPN #1 with turning of
Resident #3 for a skin assessment but was not
prepared for incontinence came. KMA #23
acknowledged she should have obtained a trash
bag for the soiled brief, and confirmed that by
placing the soiled brief and wipes on the fioor
gamms could he transmitted throughout the facility
an staff's shoes and would be an infection control
1888, .
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In addifion, observation of the women's shower §
room on 10/17/12 at 4:00 PM, revealad a plastic !
laundry bag contalning wet soiled linens had baen ;
placed directly on the shower room ficor. !
Inferview with CNA 85 and LPN #3 on 10M17/12 at i
4:05 PM and 4:10 PM, revealed staff was not to
place soiled [aundry and/or knens on the flocr.
According to CNA #5 and LPN #3, staff was to
place soiled items in barrels located in the shower
rooms in an effort fo aveid creas-contamination of
the shower Roor.

| Interview with the Director of Nurses {DON) on
10/18/12 at 2.45 PM, revealsd staff was trained to
never place sciled ftems on the floor in an effort
to prevent cross-contamination. The DON stated i
she was unaware staff was not following the !
facllity's established policies to pravent
transmission of germs.

F 500 | 483.75(h) QUTSIDE PROFESSIONAL F 500
55=8 | RESOURCES-ARRANGE/AGRMNT

If the facility does not employ a quaiified

professional person to furnish a specific service W _
to be provided by the facility, the facility must T agreement was received on 10/17/12
have that service fumished to residents by a for one of the dialysis center and the other

person or agency outsids the facility under an : ialysis center has stated they they will
arrangement described in section 1861(w) of the '

Act or an agrasmant dascribed in paragraph (h) q send their agreeme nt by 11/1 2/12

(2) of this saction, )

g he Administrator reviewed agreements
|

©the A with any other outside agencies to

& Act or agreements pertaining to services were present and up to
furnished by oulside resources must specily in Insureagreements rep nd up
wiiting hat tha facillty assumes responsibility for date on 11/9/12.
abtaining services that meet professional 3
standards and principles that apply fo : ’

Arrangements as described in section 1851{w) of
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received dialysis treatments.
The findings include;

Interview with the Administrator on 10/18/12 at
11:00 AM, revealed the facility did not have a -
contract with a dialysis center t¢ provida dialysis
to residents of the facility, ‘

1. Review of the medical record for Resident #10
revealed the facility admitted Resident #10 on
12/20/11 with a diagnosis of End Stags Renal
Disease. Documentation revealed Resident #10
recaived dialysis fram Dialysis Center #4 on a
waakly basis.

2. Review of the medical recond for Resident #9
revealed the facility admitted Resident #3 on
101112 with a diagnosis of End Stage Renal
Disease, Documentation rovealed Residant #9
racaivad dialysis from Center #2 on a waekly
basis.

intarview with the Administrator on 10/18/12 at
11:00 AM, ravealed the facility did not have a
contract with a dialysis canler. The Administrator
stated until Residents #9 and #10 were admitted
to the facility, the facility had not had any

JACKSON MANOR
ANNVILLE, KY 40402
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D - PROVIOER'S PLAN OF CORRECTION x5
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o . GERCIENCY)
F 500 | Continued From page 23 F 501 . . .
: Fea N - he adrministrator is responsible to ensure
profassionals providing services in such a kacility; that ts with all outside agencies
and the timeliness of the services. al agreements wi genc
remain current,
. _ 4]
Zh's REQUIREMENT is not mat as evidenced The administrator will report on status of
Y. ) ) . . )
Based on interview anad record review, the faciiity abreame nts with outside agencies no less
failed to ensure thers was a wiitten agreemant than quarterly for 3 quarters then annually
with an outside dialysis center for two of two tp the facility QA committee.
sampled residents (Resicents #9 and #10) that 11/13/12
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residents for a while that required dialysis.
Although the Administrator was aware the facility
was required to obtain a contract, the
Administrator stated they had forgotten to obtain i
contracts when the residents were admitted and
required dialysis.
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K 000 | INITIAL COMMENTS K000 The preparation and execution of
this Plan of Correction does not

BUILDING: 01 : *  constitute an admission or
i 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
FACILITY TYPE: SNF/NF . i i executed solely because it is required

by Federal and State faw.
TYPE OF STRUCTURE: One story, Type V (lIl} i

PLAN APPROVAL: 1589

SURVEY UNDER: 2000 Existing

SMOKE COMPARTMENTS: 5

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (DRY
SYSTEM)

EMERGENCY POWER: Type Il diesel generator : ;

A life safety cade survey was initiated and
concluded an 10/16/12. The findings that foliow
demonstrate noncompliance with Titie 42, Code
of Federal Regulations, 483.70 (a) et seq {Life
Safety from Fire}, The faciiity was found not in
substantial compliance with the Requirements for
Participation for Medicare and Medicaid.

Deficizncies were cited with the highest : :
deficiency identified at "D" level, 1} This exit is from an outside court

K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K (38 yard and not form the building. The
§5=D faciiity has contacted a security

] Exit access s arrangead so that exits are readily . : ; . .
accessible at ali imes in accordance with section company 20‘lnsta'll a rn'agnetlc Iogk for
71, 1921 t the gate which will be integrated into the

facilities fire alarm system sc that it will

LARORATORY UIRE?WOVIDE UPPLIER REPRESENTATIVE'S SIGNATURE TITLE \ {%8) CATE ’2'
: Al \ 1%~
,

Any deficiency statement endirg with an asterisk (*) denotes a deficiency which the insfitution may be axcused from correcling providing i is determined that
other safoguards provide sufficient protection fo the patients . (See instructionz.) Excapt for nursing homes, the findings stated above are disclosable 50 days
following the date of survey whather or not a plan of correction i provided, For nursing homes, the above findings and plans of carrection are disdosable 14
days following the date these documents are made availabie to the facility. |f deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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K 038 | Continued From page 1 kosa| release when the fire alarm system is

i
i
i
f
I

This STANDARD is not met as evidenced by;

" Based on observation and interview, the facifity

failed to ensure that exits were readily accessible ;
to the pubiic way. This deficient practice affectad
one of five smoke compartments, staff, residents,
and visitors. The facility has the capacity for 61
heds with a census of 56 on the day of the
survey., :

The findings inciude:

During the life safety code tour oh 10/16/12 at
10:45 AM, with the Director of Maintenance
{DOM) observation revealed an exit thatled to a
keyed lock gate in a courtyard. The lock was on
the outer part of the gate. A box to the side of the
gate contained a key that was accessible by :
breaking the glass. Exits are required to be
reasonably accessible fo the public way. This
type of locking arrangement is nof an obvious
method of operation according io code
requirements. Emergency lighting is also
requiired to the public way.

An interview with the DOM on 10/16/12 at 10:45
AM, revealed he thought this locking arrangement
was suitable. The DOM stated there was no
emergency lighting to the public way from this
exit.

Reference: NFPA 101 (2000 Edition).

activated wither manuaily or
automatically. A keypad is installed
next to the gate with the code posted so
that egress is possible at any time. A
light will be installed on the comer of the
building so that the entire area to the
public way is lite. This work is scheduled
to be completed on 12/01/12, ‘
2) All emergency exits were checked on
11/08/12 to assure that they were
properly locked and lighted to the public
way. '
3) The administrator, DOM and house-
keeping supervisor make monthly raunds$
to inspect the building and inspection of
exit doors to assure that doors are
property locked and the route 1o the public
way lighted and not biocked will be
added to these rounds. |
4) The regional director of maintenance!
will inspect emergency axits at least
quarterly to assure compliance. He wili
also check our documentation each
guarter to make sure that monthly
inspections have been done.

120112
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72151

Doors shall be arranged to be opened readily
from the egress side whenever the buiiding is

: occupied, Locks, if provided, shall not require the
usa of a key, a tool, of special knowledge or effort
for operation from the egress side.

7.2154*
A latch or other fastening device on a door shall i
be provided with a releasing device having an
obvious method of operation and that is readily
operated under ali lighting conditions. The
releasing mechanism for 2ny latch shal! be
jocated not less than 34 in. {86 ¢m), and not more
than 48 in. {122 cm), above the finished floor,
Doors shall be operable with not more than ong
releasing operation.

7.9.1.1°

Emergency lighting facilities for means of egress
shall be provided in accordance with Section 7.8
for the following:

For the purposes of this requirement, exit access ; !
shall include only designated stzirs, aisles, "
corridors, ramps, escalators, and passageways
leading fo an exit. For the purposes of this
requirement, exit discharge shall include only
designated stairs, ramps, aisles, walkways, and
| escalators leading to a public way. ;
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD | KD62: 1) A sprinkler company has bheen
58=D . ' ‘ contracted to replace any heads with paint
Required automatic sprinkler systems are on the by the DOM. The corhpany wilt

continuousty maintained in reliable operating . |
condifion and are inspected and tested have the new heads installed by 12!@1!12 I

periodically.  19.7.5, 4.6.12, NFPA 13, NFPA 25,
9.7.5

]
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K 052% Continued Fror page 3 K062| 2) All smoke compartments have been
checked by the DOM on 11/08/12 and no
) . ) paint, corrosion or foreign material were
This STANDARD is not met as evidenced by: resent. There was no apparent darma
Based on observation and interview, the facility ! P - Hhere PP ge
faiied to ensure sprinkler heads were maintained. . 1 and the orientation was correct.
This deficient practice affected one of five smoke - 3} The administrator, DOM and house-
compartmants, staff, residents, and visitors. The keeping supervisar do rounds of the
facility has the capacity for 671 beds with a census buildi . .
uilding monthly and checking sprinkler
f 56 on the day of the survey, ‘ . .
© the day of the survey heads for damage, corrosion, foreign
The findings include: i material, paint and proper orientation will
‘ ' be added to the check list.
During the life safety code tour on 10/16/12 at 4) The regional director of rnaintenance
: 10:30 AM, with t_he Director of I'»).1a|ntena1mceT will inspect sprinkier heads in one smoke
| {DOM) observation revealed paint on a sprinkier .
head at the front entrance canopy. Foreign compartment per guarter unil all co.mpart—
matter on sprinkler heads decreases their ability ments have been inspected. He will also
to react as intended in & fire situation. check our documentation each quarter to
o : make sure that monthly inspections have
An interview with the DOM on 10/16/12 at 10:30 , been done
AM, revealed he had not noticed the paint on the ! '
sprinkier head. The DOM stated he would have 12101712
this sprinkler head and others evaiuated by the
facility's sprinkler contracior,
Reference: NFPA 25 (1893 Edition).
2-2.1.1* Sprinklers shall be inspacted from the ‘
floor level annually. Sprinklers shall be free of
corrosion, foreign materials, paint, and physical
damage and shall be instatled in the proper
arientation {e.g., upright, pendant, or sidewall}.
Any sprinkler shalf be replaced that is painted,
corroded, damagad, loaded, or in the improper
orientation.
Reference: NFPA 13 {1999 Edition},

FORM CMGS-25687(02-89) Previous Versions Obsolete

Event 1D: 050K21

Facility IT: 100502

If continualion sheet Page 4 of 5




DEPARTMENT OF HEALTH AND HUMAN SBERVICES

PRINTED: 11/01/2012
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OB NO, 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERCUA {X2% MULTHPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING . 01 - MAIN BEUILDING 01
B. WING
165248 10/16/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. S¥ATE. ZIP CODE
HIGHWAY
JACKSON MANOR 98 HIGHWAY 3444, P Q BOX 154
ANNVILLE, KY #0402
{xd) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETIOR
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TaG CROSS-REFERENCED 7O THE APPROPRIATE i OATE
’ DEFICIENCY}
K 062 | Continued From page 4

53.1.52

When existing fight hazard systems are
converted to use quici-response or residential
sprinklers, all sprinklers in a comparimented
spaca shall be changed.

Kosz'
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