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) 2. ‘the Director of Nursing observed care
F 241 | Continued From page 1 F 241 provisions on 4/5/2013 and noted that
should be closed, or a room divider used, when the privacy curtains were completely
you are providing care for your patients or closed _with no concerns identified.
residents. The door to the room should also be 3. All Direct care staff will. be re-
clesed, as the privacy curtains do fittle to keep edu‘m_tcd byl the Edu?at:on and
voices and other sounds private. Training  ~ Director,  Director  of
Nursing, Assistant Director of Nursing
Observation on 04/03/13 at 10:20 AM, reveated or I_thc fU“‘l:t{ M:nageé _°}:‘ the .f“]'hty
CNA#8 was providing catheter care and failed to 1;3 i;;::g O;mgstztg‘; p'r?v;i ;0 cl;l;al:gg
pull the privacy curta.m all the way closed: While during care. This re-cducation will be
care was belng provided, the Housekeeping completed by 5/16/20
X pleted by 13,
Supervisor and CNA #11 separately opaned the 4. The Education and Training Director,
resident's bedroom door and exposed the Director of Nursing, Assistant
resident to anyone on the hallway. Director of Nursing or the Unit
Manager will observe patient care to
Interviews on 04/03/13 at 10:40 AM, 10:45 AM ensure that privacy curtains are pulled
and 10:50 AM respectively, with CNA #8, CNA during catheter care five (5) times per
#11 and the Housekeeping Supervisor revealed weck for one (1) week, then three (3)
the privacy curtain should be puilled all the way times per weck for three {3) weeks and
when providing care to the riesident so if anyone weekly for eight (8) weeks.‘ The
opened the bedroom door the resident would not rcst.ms of these ohservations will be
be visible to anyone on the hall. rcwew?d with the.Q'uaEiiy Assurance
Comnmittee for a minimum of three (3)
Interview with Licensed Practical Nurse (LPN) #3, months and until the Quality
on 04/03/13 at 11:03 AM, reveated staff should }t)sst‘;mm:s CO'E"“’“C"-IF tasceltti}lns
make sure the resident is covered and the curtain contio C?ml?d‘a"‘_’;- at any 'l{ﬂﬁ
Is puited all the way past the door. a concern is identified, a Quality
P : Assurance Committee meeting will be
. held to review concerns for further
interview on 04/04/13 at 4:00 PM, with the recommendations as nceded.  The
Director of Nursing {DON}, revealed ihe privacy members of the Quality Assurance
curtain should be cfosed or the deor shut or both, Committee  will consist of at a
if feas;ble. STe stated the p;vacy curtain shoul minimum  the  Administrator, the
be pulled all the way around. Director of Nursing, the Assistant
F 281 | 4B3.20(k}(3){i) SERVICES FROVIDED MEET F 281 Director of Nursing and the Social
5$5=D | PROFESSIONAL STANDARDS Services Director with the Medical
. . Director attending at least quarterly,
The servicas provided or arranged by the facility
must meet professional standards of quality. Compliance Date: 05/17/2013 0571772013
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and fagility policy review, it was detarmined the
faclity failed {o ensure services provided meet
profassiona! standards related to the failure to
folfow physician orders for oxygen (02) therapy
for one resident (#5}, in the selected sample of 24
residenis. Resident #5 was observed being
administerad 02 at two (2} fiters per minute (L/m)
instead of the prescribed three {3) L/m.

Findings include;

A review of the undated facility policy, titled
Oxygan Administration Policy, revealed 1, Obtain
order from Physician for oxygen therapy. 2.
Assemble necessary equipment according to
Physician order. 3. Set flow rate on concentrator
or E tank according to Physlcian order. 4. Verify
oxygen settings every shift. 5. Check oxygen
sats per Physiclan order, 6. Follow Interact
process for Change of Condition.

A record review revaaled Resident #5 was
admitted to the facility on 07/01/12 with diagnoses
to include Qropharyngeal Dysphagia, Chronic
Pain Syndroma, Hypoxemia, Steep Apnea,
Seizure Disorder and Congestive Obsiructive
Pulmonary Disease.

A review of the quarterly Minimum Data Set
(MDS) assessment, dated 02/28/13, revealed the
facility had assessed Resident #5 with no
cognitive impairment and requiring extensive
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Resident # 5% oxygen was adjusted to
three (3) LPM on 4/4/13 by the RN
Unit Manager. Resident #5°s oxygen
tubing was replaced with new tubing
and connected to the concentrator by
the RN Unit Manager on 4/4/13.

An audit of all residents who receive
oxygen therapy was conducted by the
Director of Nursing and  Unit
Managers on 4/4/13 to assure that all
OXYEen was set on the correct LPM as
preseribed by the physicion and that
all oxygen tubing was connected. No
concerns were jdentified.

All Licensed staff will be re-educated
by the Education and Training
Ditector, Director of Nursing,
Assistant Director of Nursing or the
Unit Manager regarding proper
piacc'mcnt of oxygen tubing inchuding
assuring connection to the
concentrator and facility policy for
Physician Notification and following
Physician orders. This re-education
will be completed by 5/16/2013.

The Edueation end Training Director,
Director of Nursing, Assistant
Director of WNursing or the Unit
Manager will observe all oXygen
settings and oxygen tubing five 5)

times per weck for one (1) week, then
three (3) times per week for three (3)
weeks and weekly for eight (8) weeks
to assure settings are per physician’s
order.  The resuls of these
cbservations will be reviewed with the
Quality Assurance Committee for a
minimum of three (3) months and
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F 281 | Continued From page 3 F281]  until  the Quality Assurance
assistance with activities of daily living. Committee  ascertains  continuous
compliance. If at any time & concem is
Areview of Resident #5's Physician's Orders, identified, a Quality Assurance
dated 04/2013, ravealed 02 should be Committee meeting will be held to

review concerns for  further
recommendations as needed. The
members of the Quality Assurance
Committee  will consist of at a
minimum the Administrator, the
Director of Nursing, the Assistant
Director of Nursing and the Social

administered at 3 L/m.

Observations, on 04/02/13 at 7:00 PM and 04
/03/13 at 8:45 AM, 2:00 AM, 3:45 PM and 4:00
PM, revealed Resident #5's 02 infusing at 2L/m.

Further observation, on 04/04/13 at 8:30 AM, Services Dircctor with the Medical
revealed the O2 tublng not connected and pulled Director attending at least quarterly
away from the concentrator and the resident was ' ’
not recalving any oxygen. Resident #5 stated at Compliance Date: 05/17/2013 05/1772013

this time that he/she did not know what setting
the O2 was supposed to be set on. Observation
at 10:00 AM revealed tha resident asteep with 02
per nasal cannula at 2 L/minute.

An interview with the Licensed Practical Nurse
{LPN} #2, on 04/05/13 at 11:40 AM, revealed
Resident #5's 02 should be administered at
3t/m, as prescrihed. LPN #2 verified the 02 was
infusing at 2 b/m and adjusted it to 3L/m.

An interview with the Director of Nursing (DON),
on 04/05/13 at 11;45 AM, revealed Resident #5's
02 should be administered at 3L/m as per the
Physician's Order.

F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312] F312
§58=D | DEPENDENT RESIDENTS
1. Observation on 4/2/13 by the RN Unit
A resident who is unable to carry out actlvities of Manager noted that incontinent care
daily living recsives the necessary services to for resident # 15 was provided timely.

malntain good nulrition, grooming, and personal 2. An observation by the Director of
and oral hygiene, Nutsing on 4/5/2013 of incontinent

care including observation during
meal times showed care was provided
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This REQUIREMENT is not inet as evidenced
by:

Based on observation, interview, record review,
and faclility policy review it was determined the
facility failed to ensure one resident (#15), in the
selected sample of twenty six residents, who was
unable to carry out hisiher own activities of daily
living, received incontinent care in a timely
manner. Resident #15 was observed to wait
approximately forty-five minutes after putting on
the call light and requeasting incontinent care
before incontinent was provided.

Findings Include:

An Interview with the Director of Nursing (DON),
on 04/05/13 at 8:30 AM, revealed there was no
policy reiated to answerlng call Eghts at meal time
or picking up trays but it was no different than any
cther time. She revealed the facility follows the
Lippincott's manual regarding answering cail
lights. .

A review of Lippincott's Textbook for Nursing
Assistants, revealed "when a person pushes the
button on the call light, it alerls the staff that the
person needs help. Answer all requests for
assistance promptly. Part of helping meet a
person's safety and security needs is your quick
response to a request for helfp.”

A record review revealed the facility admitled
Resident #15 on 03/22/13 with diagnosis to
include Other Pulimonary Insuffiencey, Chronic

were identified.

Licensed staff and C.N.A.’s will be re-
educated by the Education and
Training  Director, Director of
Nursing, Assistant Director of Mursing

or the Unit Manager regarding timely
incontinent care including during meal
service. This re-education wili be
completed by 5/16/2013,

The Education and Training Director,
Director of Nursing, Assistant
Director of Nursing or the Unit
Manager will observe patient care to
cnsute incontinent care is provided
timely five (5) times per week for one
(1) week, then three (3) times per
week for three (3) weeks and weekly
for eight (8) weeks, The results of
these observations will be reviewed
with  the  Quality  Assurance
Committee for a minitnum of three {3)
months  and  untii  the Quality
Assurance  Committee  ascertzins
continuous compliance. If at shy time
a concern is identified, a Quality
Assurance Committee meeting will be
held to review concerns for further
recommendations as needed. The
members of the Quatity Assurance
Committee will consist of at a
minimum  the Administrator, the
Director of Nursing, the Assistant
Direetor of Nursing and the Social
Services Director with the Medical
Director attending at least quarterly.

Alrway Obstruct, Congestive Heart Failure, Acute Complience Date: 05/17/2013 05/17/2013
Kidnay Fallure, Acute Chronlc Kidney Disease
Stage Three, Obesily, Hypertension, Gout,
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Pacemaker and Hospice,

A record review revealed the facility had not
completed the Minimum Data Assessment;
however, interviews with staff and Resident #15
revealed Resident #15 was cognitively intact,

A review of the Physician Orders, dated April
2013, reveated Resident #15 was taking a
Diuretic daily.

A review of the Resident #15's Pian of Care,
dated 03/22/13, revealed Resident #15 was
incontinent with a goal to be clean and dry with
the use of incontinent products. [ntatventions
included incontinent care, change incontinent
product as needed (PRN), change soiled clothing
PRN and provide and assist with peri-care after
each incontinent episods. Areview of the
Activities of Daily Living {ADL) Plan of Care,
dated 04/04/13, revealed the resident used briefs
with one person physical assist.

Observatlon during the initial tour, on 04/02/13 at
6:33 PM, revealed Resident #15 was awake and
stated "l need to be changed, | put my light on
and they came in and turned it off, | just putiton
again." CNA #3 came into the resident's room
and told the resident "as soon as we finish picking
up frays, she would get another alde to help her
change the resident." Resident #15 staled,
*whan you turn on your light they come in here
and say they will be back and never come back™
An interview with CNA #3, at the fime revealed
“we pick up trays first and then go in and change
residents as soon as the trays are picked up. We
are just about done. Resident #15 Is alert and
erienfed and can make her neads known, | takes
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two people to help the resident rolt over and
assist with her care." At 7:05 PM, CNA #3 and
another staff member reentered Resident #15's
room and was assisting the resident's roommate
to bed and closed the door end then exitad.
Interview with Resident #15 at the time revealed
“they said they would be right back to change
me". At7:15 PM, two staff members went into
Resldent #15's room and closed the door,
Interview with Resident #15, on 04/02/13 at 7:25
PM, ravealed the resident had received
incontinent care and was changed,

An Interview with CNA #3, on 04/02/13 at 8:00
PM, revealed she was assigned to Resident#15
and stated usually when a resident has to go to
the bathroom we take them then. Resident #15 is
a check and change and requires two assist. She
stated when a residant puts their call light on, we
try to answer them and if they need to go to the
rest room, we assist them, She revealed she had
told Resident #15 they would be back and was
told later that someone else had helped the
resident. She stated "we try {o get them to the
bathroom or change them and return as soon as
possibie to plck up trays”,

An interview with Licensed Practical Nursa {.LPN}
#1 Charge Nurse, on 04/02/13 at 8:15 PM,
revealed if resident's have to go 1o the bathroom
during meals and trays were being passed, staff
would ask them if they can wait, if not, we take
them. She stated if a resident needs to go to the
bathroom, the aides should stop what they were
doing, and take the resident to the bathroom. She
revealed she expected the residents to be
changed if they needed to be changed when trays
ware picked up.

FQRM CMS-2567(02-89) Previous Versions Obsolato Event 10: JKIGH Facilty 1D: 100034 If continuation sheet Paga 7 of 25



From: 04/29/2013 13:21 #550 P.010/061

PRINTED: 04/19/2013

DEPARTMENT OF HEALTH AND RUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (2) MULTIPLE GONSTRUGTION 43} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | & sunome COMPLETED
186087 B. WING 04/05/2013
RAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2{P CODE

2420 W. JRD §T,

TWIN RIVERS NURSING AND REHAB CENTER
OWENSBORO, KY 42301

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION %5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOLLO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 312 Corlinued From page 7 F 312

An Inferview with Resident #15 on 04/02/13 at
8:20 PM and 04/05/13 at 10:40 AM revealsed "I
have a problemn with staff answering my light, they
just don't show up and { have to tell you that
sometimes | lay wel. 1 just want to be changed
when | need It. The staff say we will be back and
don't come back. | have to put my light on again
and again and yell out too sometimes to get help.
i know when i have to go, | call and nothing
happens. Sometimes they come and sometimes
they don't, | have been wet for long periods of
tims, iaid wet about two hours last week and
called my family member to comse In." The family
member at bedside stated they were here
everyday and usually every time the staff was
plcking up trays or helping someone else when
Resident #15 needed help. The family member
slated it takes a jong time for the staff to answer
the call light and hslp the resident. The family
member revealed the resident called the family
member in around 11:00 PM, cne night last week.
The family member came in, went to the nurses
desk and told the slaff the resident needed to be
changed. The family member stated the staff
said, as soon as wa can get to the resident, we
wiil.

An interview with the Director of Nursing (DON),
on 04/05/13 at 9:30 AM and 12:10 PM, revealed
the staff know they should stop what they were
doing and take care of the resident unless thay
are faking care of anothar resident She was not
aware of any resident's complaints of being wet
or having to wait for anything. She stated when a
resident puts on their call light, she expected the
CNA to answer it, and if the resident needed to be
changed, the CNA would get help, if needed, and
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change the resident. She expected the staff to
take care of the residents’ needs.
An interview with the Administrator, on 04/05/13
at 10:11 AM, revealed it was her expectation that
the CNA's would change the resident and thay
could ask for help either ta change the resident or
pick up the trays and nol to wail.
F 3156 | 4B3.25(d)} NO CATHETER, PREVENT UTI, F 315} F3i5
ss=D | RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enlers the facifity without an

indwelling catheter Is not catheterized uniess the 2. The residents with urinary drainage
resident's clinical condition demonstrates that bags were observed by the Director of
catheterization was necessary; and a resident Nursing on 4/5/2013 and none of the
who is incontinent of bladder receives appropriate bags were noted to be on the floor.
treatment and services to prevent urinary tract No concerns were identified.
infections and fo restore as much normal biadder 3. All Licensed staifY and CNA’s will
function as possible. be rc:educath by the Ed}lcat:on and
Training  Director, Director of
Nursing, Assistant Director of Nursing
. or the Unit Manager regarding proper
lIh‘is REQUIREMENT Is not met as evidenced placement of urinary grainaggepba';s‘
¥: L This education will be completed by
Based on observation, interview, record review 5/16/2013.
and review of the facility policy it was determined 4.  The Education and Training Director,
the facility failed to ensure appropriate care and Director of Nursing, Assistant

traatment to prevent infections fo the extent
possible for one resident (#2), in the selected
sample of 24 residents, related to an indwelling
urinary catheter. Observation revealed Resident
#2's urinary drainage bag was lying on the ficor.

Findings include:

A reviaw of the Lippincott's Textbook for Nursing
Assistants, Chapter 22, Urinary Elimination,

Resident #2's urinary drainage bag
was removed from the floor and
placed in a dignity bag by the RN
Nurse Manager on 4/5/2013,

Director of Nursing or the Unit
Manager will observe placement of
urinary drainage bags to assure none
arc on the floor five (5) times per
weck for one (1) week, then three (3)
times per week for three (3} weeks and
weekly for eight (8) weeks. The
resilts of these observations will be
reviewed with the Quality Assurance
Committee for a minimum of three (3)
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Drainage Systems, revealed the catheter
drainage bag hangs from the bed frame, chalr, or
wheelchair and “it must not touch the floor.”

A record review revealed Resident #2 was
admitted to the facllity on 07/15/11 with diagnoses
to include Systemic Lupus Erythematosus,
Decubitus Ulcer; Benign Hypertansion;
Polymyositis, Depression; Protein-Caloric
Malrutrition, Generalized Anxiety, Generalized
paln, and Anemia.

A review of a the Comprehensive Care Pian,
dated 10/25/12, and a Care Area Assessment
(CAA) summary, dated 06/26/12, revealed
Resident #2 required the use of a urinary catheter
related to a Stage 4 wound io his/her sacral area.
The facility assessed tha resident as incontinent
of bowels.

An observation, on 04/02/13 at 8:45 PM, revealed
Resldent #2 lying in bed asleep. The dignity bag
was hanging on the bed frame and the urinary
catheter drainage bag was lying on the fioor.

An interview with Licensed Practical Nurse (LPN)
#6, on 04/02/13 at 6:47 PM, revealed the urinary
catheter drainage bag was not in a dignily bag
and was lying on the floor. When asked if the
urnary catheter drainage bag should be on the
floor she replied "no it should not.”

An interview with the Director of Nursing (DON},
on 04/03/13 at 9.00 AM, revealed the Certified
Nursing Assistants {CNAs) were trained and
expected to provide appropriate cetheter care
which included piacing the catheter drainage in a
dignity bag and to keep the bag off of the floor.

G4 1D SUMMARY STATEMENT OF OEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
DEFICIENCY) :
F 315 | Continued From page 9 F 315 months  and  uniil the Quality

Assurance  Commiltee  ascertains
continuous compliance. If at any time
a concern is identified, a Quality
Assurance Committee meeting will be
held to review concerns for further
recommendations as needed. The
members of the Quality Assurance
Committee will consist of at a
minimum the Administrator, the
Direcior of Nursing, the Assistant
Director of Nursing and the Social
Services Director with the Medical
Director attending at least quarterly,

" Compliance Date: 05/17/2013 05/17/2043
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F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328] 328

$8=0 | NEEDS
1. Resident # 5's oxygen was adjusted o

three (3) LPM on 4/5/13 by the RN
Unit Manager. Resident #5's oxygen
tubing was replaced with new tubing

The facility must ensure that residents recsive
proper treatment and care for the following

special servicas:

Erl;'ectionS' and connected to the concentrater by
Parenterall and enteral fluids; the RN Unit Manager o 4/4{”'
Colostomy, ureterostomy, or ileostomy care; z gﬁrsg?gser;:uogfstgo ;;]e flg:rcgz;g;f
Tracheostom).f calre;' tubing properly connected and not on
Trach_eal SUCHOH[HQ. the floor showed no concerns
Respiratory care; identified. An audit of all residents
Foot care; and who receive oxygen therapy was
Prostheses. conducted by the Director of Nursing

and Unit Managers on 4/5/13 to assure
that all oxygen was set on the correct
This REQUIREMENT is not met as evidenced LPM as prescribed by the physician.
by: No concerns were identified,

Based on observalion, Interview, record review 3. All Licensed staff and C.N.A.’s will
and facility policy review, it was determined the be re-educated by the Education and
facillty failed to ensure proper treatment and care Training  Director, Director of
for one resident {#5), in the selected sample of Nursing, Assistant Director of Nursing
twenty four residents, related to oxygen (02) or the Unit Manager regarding proper

therapy. Resident#5 was observed with hisfher p Iace.m ent of oxy gen tubing including
assuring connection o the

02 {ubing discennected from the concentrator concentrator and facilit licy i
and laying on the floor. Additional observations Physician \Iot'rf]i i ot 1ydp? ;;:y Jor
revealed Resident #5 was administered 02 at two Ph; sician :)r d;rsca ';’.:i:“m_ezug:gg[g‘
(2) liters per per minute (Um) instead of the will be completecf by 5/16/2013.
prescribed 3U/m, 4. The Education end Training Director,
Director of Nursing, Assistant
Findings Include: Director of Nursing or the Unit
Manager will observe placement of
Areview of the undated facility policy, titled oxygen iubing to assure none arc on
Oxygen Administration Policy, revealed 1. Obtain the floor or disconnected and on the
order from Physician for oxygen therapy, 2, facility  policy for  Physician

Assamble necessary equipment according fo Notification and following Physician

Physician order. 3. Set flow rate on concentrator
or E tank according to Physician Order. 4. Verify
oxygen seltings every shift. 5, Check oxygen
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F 328 Contlnued From page 11 F 328 orders five (3) times per week for one
sats per Physician Order. 6. Follow Interact (1) week, then three (3) times per
process for Change of Condition. week for three (3) weeks and weekly
for eight (8) weeks. The results of
A record review revealed Resident #5 was these observations will be reviewed
admitted to the facility on 07/01/12 with diagnoses with  the  Quality  Assurance
to inciude Qropharyngeal Dysphagia, Chronic Committee for a minimum of three (3)
Paln Syndrome, Hypoxemia, Sleep Apnea, months and until the Quality
Seizure Disorder and Congestiva Obstructive Assurance  Commiftee  ascertains
Pulmonary Disease. continuous compliance. If at any time
a concern is identified, a Quality
A roview of the quarterly Minimum Data Set hAslsdur?ncch(;mmltteec;neet;::g ‘t:::gh[:i
(MDS) assessment, dated 02/28/13, revealed the m':comr‘;en dz_}”:;’ns"":; ::e de; The
facility had assessed Resident #5 with no members of the Quality As.surancc
cognitive Impairment end requiring extensiva Committee will consist of at &
assistance with activities of daily fiving. minimum the Administrator, the
Director of Nursing, the Assistant
A review of Resldent #5's Physiclan's Orders, Director of Nursing and the Social
dated 04/2013, revealed to administer 02 at Services Director with the Medical
3L/m, Director attending at least quarterly.
Observations on 04/02/13 at 7:00 PM and
04/03/13 at 8:45 AM, 5:00 AM, 3:45 PM and 4:00 Compliance Date: 05/17/2013 0571772013
‘PM revaaled Resident #5 was being administered
02 per nasai cannula at 20L/m.
Further observation, on 04/04/13 at 8:30 AM,
revealed the OZ tublng not connected and pulled
away from the concentrator and the resident was
not recaiving any O2. Resident #5 stated at this
time that he/she did not know what setting the Q2
was supposed to be set on.
interview with Registered Nurse (RN) #6, on
04/04/13 at 8:32 AM, revealed she was not sure
why the 02 tubing was separated from the
concentrator and thought that when the Certified
Nurse Alde (CNA) had assisted Resident #5 up in
the bed for breakfast it might have caused the
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F 328 | Continved From page 12 F3zs
tubing lo separate. RN #5 stated the resident
was not getting any O2 with the tublng separated.
Further observation at 10:00 AM revealed the
rasident asleep with oxygen per nasal cannula at
2L/per minute.
Observation, on 04/05/13 at 11:40 AM, revealed
Resident #5 with 02 per nasal cannula at 2L/m.
Licensed Practical Nurse (LPN) #2 verified the
02 was being administered at 2L/m at the time.
LPN #2 stated Resident #5's oxygen should be
administered at 3L/m as per the Physician order
and adjusted the 02 to 3L/m,
An interview with the Director of Nursing {DON),
on Q4/05/13 at 11:.45 AM, revealed Resident #5's
02 should be administered at 3L/m as per the
Physiclan's Order. The DON stated nursing was
responsible for approptiate administration of 02
therapy every shift.
F 365 | 483.35(d)(3) FOOD iN FORM TO MEET F 365| F365
55D ! INDIVIDUAL NEEDS
1. Resident # 5's solid piece of meat was
Each resident receives and the facility provides replaced with mechanically soft meat
food prapared in a form designad to meet immediately on 4/4/13 by the Dietary
individual needs. Manager,
2. Observation of meal trays was
conducted by the Dietary Manager on
This REQUIREMENT is not met as evidenced api3 1o assure that all presoribed
by: iels were scn"ed to the residents. No
L . . concerns were identified.
Based on observation, interview, record review 3. Dictary staff will be reeducated by the
and facillty policy review it was determlne.d the Education and Training Director or the
facility falled to ensure one resident (#5), in the Dietary Manager on the guidelines for
selected sample of twenty four residents, was a Mechanical soft diet and serving the
served food In the form to meet the resident's
needs. Resident #5 was served a solid piece of
meal instead of the prescribed mechanically
altered diet,
FORM CMS-2567(02-09) Previous Versions Obsolste Event 1D; JKICH Facilty ID: 100094 If conlinuatlon sheet Page 13 of 25
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F 365 | Continued From page 13 F 365 prescribed diet. This re-education will

Findings inciude:

A raview of the guidelines (undated) utilized by
the facility for Mechanical Soft Diet revealed "The
Mechanical Soft Diet s deslgned {o permit easy
chewing. The General Diet is modified in
consistency and texture by cooking, grinding,
choppihg, mincing or mashing”. The guidelines
indicated "Very tender, shredded or ground meats
and pouliry, moistened with gravy or sauce. Also,
it stated "Avoid whole meats and poulitry, hot
dogs, bacon, meats with thick hard breading and
dry or tough meats, The guldelines indicated the
use of this dlet is for individuals who have
difficulty chewing but are able to tolarate a wide
variety of foads. Modifications In the diet need to
be individualized according to the patient's needs.

Arecord raview revealed Resident #5 was
admitted to the facility on 07/01/12 with diagnoses
to include Oropharyngeal Dysphagia, Chronic
Pain Syndrome, Hypoxemia, Sleep Apnea,
Selzure Disorder and Congestive Obstructive
Puimonary Disease.

A review of the quarterly Minimum Data Set
(MDS) assessment, dated 02/28/13, revealed the
faciiity had assessed Resident #5 with no
cognitive impalrment, requiring extensive
assistance with aclivities of daijly living, and
required supervislon and assistance of one for
eating.

A review of Resident #5's physician's orders,
dated 04/2013, revealed an order for Mechanical
Soft Diet with thin liquids.

be completed by 5/16/2013,

The Dietary Manager, Education and
Training  Direclor, Director of
Nursing, Assistant Director of Nursing
ot the Unit Manager will observe meal
service 1o assure prescribed diet is
served five (5) times per week for one
(i} week, then three (3) times per
week for three (3) weeks and weekly
for eight (8) weeks. The results of
these observations will be reviewed
with the Quality Assurance
Commitiee for a minimum of three (3)
months and untif the Quality
Assurance  Committee  ascertaing
continuous compliance. If at any time
a concern is identified, a Quality
Assurance Committce meeting will be
held to review concerns for further
recommendations as needed. The
members of the Quality Assurance
Committee will consist of at a
minimum the Administrator, the
Director ol Nursing, the Assistant
Director of Nursing and the Social
Services Director with the Medical
Director attending at least quarterly.

Compliance Dafe: 05/17/2013 05/17/2013
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F 365 | Continued From page 14 F 365

An observation duning the junch meal, on
04/04/13 at 12:50 PM, revealed Resident #5 in
bad with the funch tray sitting on the over the bed
table. The diet card on the tray read Mechanical
Soft Diet. The tray included a solid piece of pork
loin steak. A Cerfified Nurse Aide {CNA) #16
began to cut the solid piece of meat into bile size
pieces for the resident. Inlerview at the time with
CNA #16 revealed the solld piece of meat on the
resident's fray was not mechanically soft as per
the resident’s dlet card and she took the
resident's iray and exchanged it for the
appropriate form of mechanically soft.

An interview with Dietary Staff #1, on 04/04/13 at
1:50 PM, revealed the cock was to check the diet
card when plating the food on the residents’ trays.
The dletary staff at the end of the tine was fo
check the fray for accuracy and the person that
delivers the tray to the resident was io also check
the tray for accuracy.

An interview with the Dietary Manage, on
4/04/13 at 1:00 PM, revealed mechanically
altered diet means mechanlically altered and that
a solid piece of meat was not considered
machanically altered. She stated the cook plates
the food by the diet card and it should be double
checked by the aide and a third check when the
alde removes the dome lid from the plate when
senving.

An interview with the Speech Language
Pathologist (SLP}, on 04/04/13 at 2:10 PM,
revealed Resident #5 had been prescribed a
Mechanical Soft Diet on 03/12/13. The SLP
stated a Mechanical Soft Diet was ali ground
meat and chewable sandwiches usually wilh
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F 365 | Continued From page 15 F 385
gravy end soft vegetables. She stated Resident
#5 was on a Mechanical Soft Diet so the resident
wouldn’t have to work so hard fo chew and that
complications of attempting to consume food that
was not Mechanically Altered would be aspiration
pneumonia and or choking.
F 369 | 483.35(g) ASSISTIVE DEVICES - EATING F 369| Fi69
s5=D | EQUIPMENT/UTENSILS

by:

Findings Inciude;

bowls,

The facility must provide special eating equipment
and utenslis for residents who need them.

This REQUIREMENT Is not met as evidenced

Based on cbservation, staff interview, record
review, and facility policy review, it was
determined the facility failed to ensure special
eating equipment was provided for one (1)
resident (#26), not in the selected sampla.
Observation on 04/03/13 and 04/04/13 revealed
Resident #26 had not been provided with a gray
handied spoon or his/her dessert in a bowl
according 1o the resident's assessed needs.

Arecord review revealed Resident #26 was
admitied to the facility on 04/04/12 with diagnoses
to include Cerebral Vascular Accident, Aphasia,
Seizures, Colon Cancer, and Hypertension,

Areview of the Actlvities of Daily Living Plan of

Care Plan, dated 02/22/13, revealed an
infervention for special silverware and dessert

QObservation during the lunch meal, on 04/03/43

Resident # 26's regular spoon and
dessert plate were replaced with a gray
handled spoon and desserl bowl that
were per resident’s assessed adaptive
equipment needs by the Dietary
Manager on 4/3/13.

Obscrvation of meal trays was
conducted by the Dietary Manager on
4/5/13 to assure that all assessed
adaptive equipment was present on the
resident’s trays. No concerns were
identified,

Dictary staff will be re-educated by
the Education and Training Director or
the Dietary Manager regarding
placement of the assessed adaptive
equipment on resident frays. This re-

education will be completed by
5/16/2012,

The Dietary Manager, Education and
Training  Director, Ditector  of

Nursing, Assistant Director of Nursing
or the Unit Manager will observe meal
service to assure placement of the
assessed  adaptive  equipment on
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at 11:30 AM, revealed the meal card stated
Resident #26 should have a gray handled spoon.
Further observation revealed the resident was
eating his/her meal with a regular spoon.

interviaw, on 04/03/13 at 12:20 PM, with Certified
Nursing Assistant {CNA) #6 and CNA #7 revealed
the meatl card indicated Resident #26 should
have a gray handled spoon but the resident had a
regular spoon.

Observation during the lunch meal, on 04/04/13
at 11:40 AM, revealed the meal card stated
Resident #26 should have a gray handled spoon
and the dessent should be served in a bowl,
Furlher observalion revealed the resident was
eating with a regular spoon and the dessert (slice
of pie) was served on a plate.

Interview, on 04/05/13 at 11:45 AM, with CNA #5
revealad the resident was eating with a regular
spoon and should have been provided a gray
handied spoon. She also revealed the resident's
pie should have been served in a bowi.

Interview with the Dietictan, on 04/04/13 at 12:20
PM, revealed Resident #26 should have been
provided with a gray handted spoon and his/her
dessert should have been served in a bowl. She
staled the gray handied spoon had been
misplaced with breakfast that morning.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an
Infectipn Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission

F 369

F 441

F441

resident trays five (5) times per week
for one (1) week, then three (3) times
per week for three {3) weeks and
weekly for cight (8) weeks. The
results of these observations will be
reviewed with the Quality Assurance
Committee for a minimum of three (3)
months  and  until  the Quality
Assurance  Committee  ascertains
continuous compliance, If at any time
a concern is identified, a Quality
Assurance Comimitlee mesting will be
held to review concerns for further
recommendations as needed. The
members of the Quelity Assurance
Committee  will consist of at a
minimum the Adminisirator, the
Director of Nursing, the Assistant
Director of Nursing and the Social
Services Director with the Medical
Director attending at least quarterly.

Compliance Date: 05/17/2013

Resident # 8's incentive spirometer
was replaced, labeled and stored in a
bzg by the RN Unit Manager on
413/13. Resident #25%s oxygen tubing

05/12/2013
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F 441 | Continued From page 17 F 441 and nasal cannula were replaced by
of disease and [nfection. the RN Unit Manager and stored
appropriately on 4/2/13. Resident
(a) Infection Control Program #1's cup was replaced and ice chest
The facility must establish an Infection Cantrol was sanitized on 4/4/13 by RN Unit
Program under which It - }I:detlinager. Al['ts'ml-(:js E;n };esldint #'7’5
: . all were sanitize ousekeepin
M Invest.lgafes, gontrols, and prevents infections on 4/4113.  Observation by LhepR 15
in the facility; .
: . Unit Manager on 4/5/13 of staff
(2) Decldes wh.at procec!urgs.‘ such as Isolation, entering resident # 7°s room on were
should‘balapphed to an lndt\fldual resident; anfi noted o be wearing gown and gloves
{3} Maintains a record of incidents and corective with no concerns related to infection
actions refated to infections. control noted.
2. Observation of incentive spirometers
{b) Preventing Spread of infection and other patient care cquipment in
{1) When the Infection Control Program the facility to assure all were labeled
defermines that a resldent needs isolation to and stored eppropriately was made by
prevent the spread of infection, the facility must the BN Unit Manager on 4/5/13.
isoiate the resident. Observation of all residents with
(2) The faciiity must prohibit employees with a oxygen tubing was connected and
communicable disease or infected skin lesions appropriately stored if not in use was
from direct contact with residents or their food, if made by the RN Unit Manager on
direct contact will transmit the disease. 4/5/13. Observation of ice pass and |
(3) The facllity must require stalf to wash thair hendwashing fo assure that infection '
hands after each diract resident contact for which control policies - are followed was
hand washing is indicated by accepted conducted by the RN Nurse Manager
. on 4/5/13, No concerns were
professionai practice. identified.
) 3. Licensed staff and C.N.A.’s will be re~
{c) Linens educated by the Education Tmining
Personnet musi handle, store, process and Director, Director of Nursing,
transporl linens so as to prevent the spread of Assistant Director of Nursing or the
infection. Unit Managers regarding Infection
Control policy. This reeducation will
be completed by 5/16/2013.
This REQUIREMENT is not met as evldenced
by:
Based on observation, staff interview, record
review, and facility policy review, it was
determined the facility failed to ensure a sanitary
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environment and/or help prevent the development
and transmission of infaction for three (two})
rasidents {#7 and #8), in the selacted sample of
24 rasidents and one resident (#25), not in the
selected sample. Resident #8's incentive
spirometer was observad lying on a shared
countertop unlabeled, Resident #25 was
observed with oxygen tubing and nasa! cannula
laying on the floor. Additionally, a staff member
entered Resident #7's room (on contact isolation)
without applying gioves and picked up a cup and
brought the cup out into the half for a refill, then
raturned to the room. Another staff entered
Resident #7's room and was observed to [eave
the room and enter anothar resident's room for
hand-washing.

Findings include:

1. Interview with the Director of Nursing (DON}),
on 04/04/13 at 4:00 PM, revealed there was no
pollcy on spirometer storage and labeling.

A racord review revealed Residant #8 was
admitted to the facility on 07/01/12 with diagnoses
to include Chronic Airway Obstruction, Tobacco
Use Disorder, Folate Daficiency Anemia,
Respiratory Distress Syndrome, and Depressive
Disorder.

Observation, on 04/03/13 at 9:45 AM, revealed an
Incentive Splrometer was sitting on the shared
sink counter with the mouth piece lying across the
counter in Resident #8's room,

Interview, on 04/03/13 at 9:57 AM with Certified
MNursing Assistant (CNA) #10 and CNA #14,
revealed the mouthpieca of the incentive

Director of Nursing, Assistant
Director of Wursing or the Unit
Manager will observe siorage and
labeling of incentive spirometers, hand
washing, ice pass, placement and
storage of oxygen tubing to assure
infection control pelicy is being
followed five (5) times per week for

one (1) week, then three (3) times per
woek for three (3) weeks and weekly -

for cight (8) weeks. The resuits of
these observations will be reviewed
with the Quality  Assurance
Committee for a minimum of three (3)
months  and until  the Quality
Assuranice  Commiltee  asceriains
continuous compliance. If at any tine
a concern is identified, a Quality
Assurance Committce meeting will be
held to review concems for further
recommendations as npceded. The
members of the Quality Assurance
Committee will consist of at a
minimum the Administrator, the
Director of Nursing, the Assistant
Director of Nursing and the Social
Services Director with the Medical
Director attending at least quarterly.

Compliance Date: 05/17/2013

05/17/2013
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Spirometer was on the sink and there was no
resident's name on it. The CNAs stated with no
name on the spirometer you could not tell who it
belonged too. The CNAs revealed the spirometer
should be in a bag and have a name on it;
however, the CNAs left the room without bagging
or [abeling the spirometer with the resident's
name.

Interview, on 04/03/13 at 10:05 AM with
Registered Nurse {RN) #4, revealed the
spirometer should have a name on I, and the
mouthplece should be in the holder and the
spirometer should be bagged when not In use.
RN #4 then placad the mouthpiece In the holder
of the Incentive Spirometer but she left the room
without labeling and bagging the Incentive
Spirometer.

Further intarview, on 04/04/13 at 4:00 PM with the
DON, revealed the Incentive Spirometer should
be labeled and in abag . She stated the
mouthpiece should be attached to the incentive
spirometer and in the holder.

2. Areview of the policy tilled, Departmentat
{Respiratory Therapy) Prevention of infection
dated April 2007, revealed to keep the oxygen
cannufe and tubing used PRN in & plastic bag
when not in use. Further review revealed to
change the oxygen cannula and tublng every
saven {7} days, or as needed.

Observation on 04/02/13 at 6:30 PM, revealed
Resident #25 lying in bed asleep. An oxygen
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concentrator was running and a nasal cannula
was laying on the floor beside the resident's bed.,
CNA #12 entered the room to pick up the supper
tray and when asked if the resident should have
the oxygen on, she repiied, "We have a hard
time keeping the oxygen on the resident." CNA
#12 proceaded to pick up the nasal cannula from
the floor and placed i in the resident's nose.
When asked if that is what she would normally
do, she repiied, "No, that is not typically what
would do. | just heard the other residents
screaming for their supper and | am trying o get it
out fo them."

An interview with the Director of Nursing {DON),
on 04/05/13 at 10:45 AM, revealed the CNAs
were frained to reapply the nasal cannufa if
dislodged, but not to adjust the oxygen level. She
further revealed the CNA should have reported to
the nurse the nasal cannula was laying on the
floor and the nurse should replace the cannuta.

3. Areview of the facility's policy "Contact
isolation”, not dated, revealed the center will
ulilize contact pracautions for specified resident's
known or suspected to be infected with
epidemiologically Important microorganisms that
can be transmitted by direct contact with the
resident as recommended by the Center of
Disease Control. Procedure #2 states Gloves and
Handwashing - remove gloves before laaving the
room and use appropriate hand hygiene.
Procedure #3 stales Gown - wear a gown when
entering the room If you anticipate that your
clothing will have substantial contact with the
resident, environmental surfaces, or items in the
residant's room, * wear a gown if the resident has
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wound drainage not contained by a dressing.

A record review ravealed the facility had admitted
Resident #7 on 07/01/12 with diagnosis to include
Asthma NOS, General Osteoarthrosis, Chronic
Pain Syndrome, Insomnia NOS, Venous
Insuffictency NOS, Barrett's Esophagus,
Glaucoma NOS, Methicillin Resistant
Staphylococcus Aureus,

A review of the facility's Minimum Data Set {MDS)
agsessment, dated 03/27/13, reveaied the facility
assessed Resident #7 as cognitively intact.

A review of the Physician's Orders, dated April
2013, revealed to keep Resldent #7 in isolation,
leave the wound on the loft lowar extremity
exposed, open to air as much as possible and as
much as the resident wili tolerats. Areview of a
wound culiure revealed the culture was positive
for Methicillin Resistant Staphylococcus Aureus
{MRSA), Streptococcus, and Pssudomonas.

Areview of the Comprehensive Care Plan for
impaired Skin Integrity, dated 07/01/12, revealed
lhere was a stasis ulcer fo the left lowser ex{ramity
with a goal "will maintain contact isolation”. The
approach listed "Contact Isolation as ordered”,

Observation, on 04/03/13 at 9:22 AM, revealed

Resident #7 was in bed with no dressing on the
teft owar leg. Certified Nurse Aide (CNA) #1 was
in Resldent #7's room with no protective wear on
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axcept gloves. CNA #1 moved the walker and
straightened the catheter tubing and linens, CNA
#1 was observed to remove gioves and to go
across the hall into another resident's room and
wash her hands,

Interview with CNA#1, on 04/03/13 at 9:25 AM,
revealed she was assigned fo Resident #7 and
the rasident was in Isolation. She stated the
facliity's policy was to wear gloves as long as you
wera not providing any care.

Interview with Registered Nurse (RN} #1, on
04/03/13 at 8:30 AM, ravealed Resident #7 has a
stasis ulcer on the left lower leg. The last wound
culture on 03/13/13 revealed MRSA,
Streptocoocus and Pseudomonas. She stated the
resident was on contact precautions which
included the use of a gown and gloves when you
enter the resident’s room, She revealed if you are
golng to touch anything in the room such as
separate carts for linans and/or move the walker,
you should have a gown and gloves on. She
stated Resident #7's wound was open fo eir. She
s{ated she expected the CNAs to have a gown
and gloves on if touching anything in the room.
She stated the CNA should have washed her |
hands before she left Resident #7's room.

Observation, on 04/03/13 at 2.00 PM, revealed
the Activity Assistant entered Resident #7's room
without pulting on a gown and gloves. The Activity
Assistant picked up Resident #7's cup and
brought it out to the half to a cooler fo fill the cup
with lce. RN #1 told the staff member she needed
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to have on a gown and gloves to go into the room
if she was going to touch anything. Tha RN told
the Activity Assistant to throw away the cup, wash
her hands and get another cup for the resident to
use.

Interview with RN #1, on 04/03/13 at 2:00 PM,
revealed she would have expected the Activity
Assistant to put on a gown and gloves because
the Activity Assistant was touching the resident's
cup, She stated the Contact Isolation policy was
you only have to waar gloves if you are oniy going
to touch items in the room. If you are going to
touch the resident you must wear gown and
glovas.

interview with Activity Assistant, on 04/03/13 at
2:05 PM, revealed she helps all over and
normally deesn’t go in the resident's room without
a gown and gloves on, She stated she just wasn't
paying any attention, and did not know why she
did if. She stated the facility's policy was for staff
to put on gown and glovas when entering a room
of a resident who was in contact isolation.

Interview with the DON, on 04/04/13 at 4:00 PM,
revealed she expected the staff to wear glovas if
the staff was only providing ice in the resident's
cup.

Interview with the Director of Nursing (DON), on
04/04/13 at 4;00 PM and on 04/05/13 at 9:30 AM
and 10:05 AM, revealed she expected the staff to
wear gloves if the staff was only providing ica in
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the resident's cup. She stated she expected the
=falf to wear gloves if In a room of a resldent in
contact isolation when moving a walker,
straightening up linens and if not coming in
contact with the resident's body and not doing
care. She revealed the CNA should have
washed her hands in the room she was in and not
in another resident's room. She stated the CNA
would not have to wear a gown if she didn't
anticipate coming into contact with the resident's
clothing.

Interview with the Administrator on 04/05/13 at
10:11 AM revealed staff probably should have
washed her hands in the resldant's room she was
in. If the staff was not going to have any contact
with the resident or if the staff is not plcking up
anything or picking up something clean, wouldn't
expect her fo wear gloves. Butif the staff was
picking up & cup already in the room and bringing
it out to fifl with lce, she would have expected the
staff to have gloves on.
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K 000 ; INfTIAL COMMENTS K©000| Submission of this plan of correction is not a
legal admission that 8 deficiency was correctly
cited, and is aiso not to be construed as an
: 483.70(a . Lo : . i
CFR: 42 CFR 483.70(2) ‘ ’ admission of inferest against the facility, the
. . Administrator or any employees, agents, or
BUILDING: 01 other individuals who draft or may be discussed
) : in this response and plan of correction, In
| PLAN APPROVAL: 1969, 1992 addition, preparation of this plan of correction
. does not constitute an admission or agrecment of
SURVEY UNDER: 2000 Existing eny kind by the facility of the truth of any facts
alleged or see the correctness of any allegation
FAGILITY TYPE: SNF/NF by the survey agency. Accordingly, the facility
has prepared and submitted this plan of
TYPE OF STRUCTURE: One {1) story, Type {ll correction prior to the resolution of any appeal
(200) which may be filed solely because of the
requirements under state and federa! law that
SMOKE COMPARTMENTS: Seven (7) smoke mandate submission of a plan of correction
compartments within ten (10) days of the survey as a condition
to participate in Title 18 and Title 19 programs.
FIRE ALARM: Complete fire alarm system Eets,“bm'“"m}?f tll;e_plan of °°b"e°“°':]_:' ‘;h‘“
upgraded In 2008 with five (5) heat and (42) is timeframe should in no way be construed or
ke detactors considered 25 an agreement :.wth the allcgations
sma of noncompliance or admissions by the facility.
- ! This plan of cotrection constitutes a written
SPBlNKLER SYSTEM: Complete automatic dry allegation of submission of substantial
sprinkler system. compliance with Federal  Medicare
Requirements.
GENERATOR: Type i/l generator. Fuel source ls
propane.
A standard Life Safety Code survey was
conducted on 04/03/13 to 04/04/13. Twin Rivers
Nursing and Rehab Center was found not {o ba in
compliance with the requirements for participation
in Medicare and Medicaid, The facility Is cerlified
for one hundred thirty two (132) beds with &
census of one hundred twenty two (122) on the
day of the survey.
The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE / 3 {x8) DATE
L b e Rdm, H-39 -
Any deficiency statement ending with an asterisk (*) denotes a deficiency which the Insiitution may be excusad from correcting providing 1 is determined that
aother safeguards provide sufficient prolection to the patlents . {See instructions.) Except for nursing homes, the findings staled above are disclosable 90 days
following the date of strvay whether of not & pfan of correction Is provided, Fors nursing homes, the above findings and plans of correctlon are disclosable 14
days fallowing lhe date thase dacuments are mede availabla to the facility. If deficiencles are clted, en approved plan of correction fs requisile to continued
program participation,
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Regulations, 483.70(a) et seq, {Life Safety from
Fire)
Deflciencies were cited with the highest
deficlency identified at " F " level. .
K 018§ NFPA 101 LIFE SAFETY CODE STANDARD K018| Kolg
SS=E
Doors protecting corridor openings in other than 1. The corridor doors to rooms #218,
required enclosures of vertical openings, exits, or #336 and #106 gap was sealed on
hazardous areas are substantial doors, such as 4/5/13 by the Maintenance Director to
those constructed of 1% Inch solld-bonded core not exceed % inch around the jamb.
wood, or capable of resisting fire for at least 20 The doors to resident rooms #450,
minutes. Doors In sprinklered buildings are only #457, #464 were repaired on 4/5/13 by
required to resist the passage of smoke. There is Maintenance Director and the doors
no Impediment to the closing of the doors. Doors now latch properly. -
are provided with a means suitable for keeping 2. An dauij Ofba” f?m!:lde?or S Wwas
the door closed. Dutch doors meeting 19.3.6.3.6 Bqn uctec y the amtepancc
are permitied.  19.3.6.3 irector on 4/5/13 and no other issues
nitt were found.
Bolier latches are pr'qh.ibitad by CMS regulations > ;I::c:f:dmter;ncc t]l?;mc{gd:ilr_fisbl:atrgr
in all health care faciiities. regarding NFPA 101, 19.3.6.3.1,
193.632 and 193.52 regarding
requirements for closure and gaps on
doors,  This re-education will be
completed by 5/16/13.
4. The Manintenance Director will audit
all facility doors for gaps exceeding %
inch and proper ciosures monthly for
three (3) months and quarterly for
three (3) quarters in order to validate
continued compliance. The results of
This STANDARD s not met as evidenced by: these observations will be reviewed
Based on observation and interview, It was with  the  Quality  Assurance
determined the facility failed to ensure doors to
resident rooms were in accordance with NFPA
standards. The deficiency had the potential to
affect five (5) of seven (7) smoke compariments,
all residents, staff and visitors, The facifity ia
Event ID: JK1C25 Facility 1D: 100054 If continuatlon sheet Page 2 of 13
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K018 | Continued From page 2 K018}  Committee for a minimum of three (3)
cortified for one hundred thirty two (132) beds : months  and  untll the Quality
with a census of one hundred twenty two {122} on Assurance Con:nmittec ascertaing
the day of the survey. The facility failed to ensure coptinuous c.omPllam-:e. If at any ﬁl:ﬂc
three (3) corridor doors to the resident rooms did a concern is identified, a Quality
not have a gap smaller than % Iinch around the Assurance Committee meeting will be
jamb and thres {3) doors latehed when dlosed, held o yeview concems for further
. recommendations as needed. The
. . members of the Quality Assurance
The findings include: Committee will consist of at a
) ind the Admini th
Observations, on 04/03/13 betwesn 12:21 PM m_lmmum © . rmmstmtor,. ¢
and 4:00 PM with the Maintenance Supervisor, Director of Nursing, the Assistant
revealed the corridor doors to rooms #218, #3386, Dircctor of Nursing and the Social
and #106 had a gap larger than % inch around Services Director with the Medical
the jamb. Director attending at least quarterly.
Interview, on 04/03/13 between 12:21 PM and
Compliance Date: 05/17/2013 05/17/2013

4.00 PM with the Maintenance Superviser,
ravealed he was unaware of the acceptable gap
around the doors.

Observations, on 04/03/13 between 12:21 PM
and 4:00 PM with the Maintenance Supervisor,
revealed the doors fo resident rooms #450, #457, )
and #464 did not latch when closed.

Interview, on 04/03/13 between 12:21 PM and
4:00 PM with the Maintenance Supervisor,
fevealed he was unaware these three (3) doors
were not latching.

Reference:
NFPA 101 (2000 edition)

19.3.6.3.1* Doors protecting corridor openings in
other than required enclosures of vertical
openings, exits, or hazardous areas shall be
substantial doors, such as those constructed of
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K 018 | Conlinued From page 3 K018
13/4-in. {4.4-cm) thick, solid-bonded core wood
or of consfructlon that resisfs fire for not less than
20 minutes and shall be constructed to resist the
passage of smoke. Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shall
not ba required. Clearanca between the bottom
of the door and the floor covering not exceeding
1 in. {2.5 am) shall be permitted for corridor
doors.

Exception No. 1: Doors to tollat rooms,
bathrooms, shower rooms, sink closefs, and
similar

auxliary spaces that do not contain flammable or
combustible materials,

Exception No. 2; in smoke compartments
protecled throughout by an approved, supervised
automatic sprinkler system in accordance with
19.3.5.2, the door construction requirements of
19,3.6.3.1 shalil not be mandatory, but the doors
shall be constructed fo resist the passage of
smoke,

19.3.6.3.2* Doors shall be provided with a means
sultabls for keeping the door closed that is
accaptable to the authority having junisdiction.
The device used shail be capabla of keeping
the door fully closed if a force of 5 Ibf (22 N) Is
applied at the latch edge of the door. Roller
{atches shall be prohibited on corridor doors In
buildings not fuily protected by an approved
automatic sprinkler system in accordance with
NFPA standards,
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K027
SS<E
Door openings In smoke barriers have at least a
20-minute fire protection rating or are at least
1%-Inch thick solid bonded wood core. Non-rated
protective plates that do not exceed 48 inches
from the bottom of the door are permitted.
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K 027 | Continued From page 4 K027 k027
Horfzontal siiding doors comply with 7.2,1.14,
Doors are seif-closing or automatic closing in 1. The coordinators on the cross-comider
accordance with 19.2.2.2.6. Swinging doors are doors located at the Dining Room and
not required lo swing with egress and positive next to rooms #216, #332 and #115
latching is not required.  10.3.7.5, 19.3.7.6, were adjusted on 4/5/13 by the
15.37.7 . Maintenance Director so that the doors
close completely.
2. An audit of all facility doors was
conducted by the Maintenance
This STANDARD is not mat as evidenced by: g;?;g;:; 4/5/13 and no other issues
Based on observation and interview, i was 3. The Maintenance Director wiil be re-
datermlneti the facility faited to ensure ' educated by the Administrator
cross-comidor doors jocated In a smoke barrier regarding NFPA 80, Standard for Fire
would resist the passage of smoke in accordance Doors 2-3.1.7 and NFPA 101, 8.3.4.1.
with NFPA standards. The deficiency had the related to doors closing comectly to
potential to affect five (5} of seven {7) smoke prevent a smoke penetrating gap. This
compariments, eighty-eight (88} residents, staff re-education will be completed by
and visitors, The facility is certified for one 5/16/13.
hundred thirty two {132} beds with a census of 4. The Mzintenance Director witl audit
one hundred twenty fwo (122) on the day of the all facility doors for proper closure
survey. The facility failed to ensure four (4) doors and gaps monthty for three {3) months
in the smoke bartlers had a gap less than 1/8 and quarterly for three (3) quarters in
inch where the doors meet. order ) to validate  continued
compliance. The results of these
. ) observations will be reviewed with the -
The findings include: Quality Assurance Committee for a
Observation, on 04/03/13 between 12:08 PM and minimum of three (3) months and
4:00 PM with the Maintenance Supervisor until . (e Qual!ty Assurence
. F Committee ascertains continuous
rev«:;\aled the eross-corridor doors located at the compliance. If at any time a concern i
Dining Room, next to rooms #216, #332 and #115 identified, a Quality Assurance
would not close completely when tested, leaving
a gap of approximately one-quarter of an inch or
greater beftween the palr of doors and would not
resist the passage of smoke, Further observation
revaaled coordinators had been Installed on the
doors but the coordinators were not functioning
properiy.
Facility ID: 100034 I continuallen sheet Page 5 of 11
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K 027 Continued From page 5 K027 Committee meeting will be held to
Interview, on 04/03/13 between 12:08 PM and review  concerns  for  further
4:00 PM with the Malntenanca SUpEI'VjSOF, recommendations as needed. The
revealed he was unaware of how the doors were members of the Quality Assurance
to properiy close. He stated that he only Commillee will consist of at a
maintained the doors closing correctly on the first minimum the Administrator, the
release from the fire alarm magrets. Director of Nursing, the Assistant
Director of Nursing and the Social
Reference: NFPA 101 (2000 edition) Services Director with the Medical
Director atiending at least quarterly.
8.3.4.1* Doors in smoke barriers shall close the
opening leaving ,
only the minimum clearance necessary for proper Compliance Date: 05/17/2013 05/17/2013
operation
and shall be without undercuts, louvers, or grilles.
Reference: NFPA 80 (1999 Edition)
Standard for Fire Doors 2-3.1.7
The clearance between the edge of the door on
the puil side shall be 1/8 in. (+/-) #181in. (3.18
mm (+/-) 1.59 mm) for stesl doors and shall not
exceed 1/8 in. {3.18mm) for wood doors.
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 K56
§S=F :
If there is an automatic sprinkler system, it is L. Lights will be moved in the Clean
Installed In accordance with NFPA 13, Standard Linen room, room #342 bathroom,
for the Instaltaticn of Sprinkler Systams, to room #343 bathroom, Housekeeping
provide complete coverage for alf portions of the supply on 400 hall, Ice Machine room
building. The system Is properly maintained in on 400 hall, room #455 bathroom and
accordance with NFPA 25, Standard for the the three lights in the lobby area to
inspaction, Testing, and Maintenance of mect the standards of NFPA 13, s-
Water-Based Fire Protection Systems. itis fully 3.5.2.2 and not block the spray of the
supervised. There is a reliable, adequets water sp.r;nklcr by 5-16-2013, Ceiling fans
supply for the system. Required sprinkler g}lf. be rem:;;cd. from the Business
systems are equipped with water flow and tamper E 1CE, fministrator  office,
' \ i mployee Lounge, room #216, room
swilches, which are electrically connecied 1o the #231, Housekeeping Supervisor office
building fire alarm system. 19.3.5 Z
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K 056 | Continued From page 6 K 056 and the supply room on 400 hall by 5-
16-2013. A sprinkler will be installed
in the Receptionist Office closet by 5-
This STANDARD Is not met as evidenced by: 16-2013.  Sprinkler heads will be
Based on observatlons and interview, it was moved by 3-16-2013 in bathrooms of
determined the facility failed to ensure complete '35;‘:"’;“&1"'0“'“; #102, #tlo“mar;f :{,‘:
sprinkler coverage in accordance with NFRPA we med room o mo
standards. The deficiency had the potantial to ;ﬂﬁ’gggihgfaﬁ 13, 5-63.3 of 4
affect seven {7) of Seven (7) smoke - An audit of all faciity sprinkler heads
compartments, all residents, staff and visitors. was conducted by the Maintenence
The facllity Is ceriified for one hundred thirty two ) .
(132) beds with a census of one hundred twenty Dsrccftpr o; 4/5/13 and no other issues
two {122) on the day of the survey. The facility %v;;chf;:ténam Director will be re-
failed to ensure the sprinkler heads were not cducated by thc Administrator
blocked by light fixiures in fourteen (14) areas, regarding NFPA 13, 5-5.5.2.2, NPFA
located at least 4 inches from a wall in three (3) 13, 5-63.3. to inc’ludc di;t;;nce of
areas, and one (1) room had sprinkler coverage. sprinkler heads from the wall and
distance fo prevent the blockage of
The findings include: sprinkier spray.  This re-education
will be completed by 5/16/13,
Observations, on 04/03/13 between 12:21 PM The Maintenance Director will audit
and 4:00 PM with the Maintenance Supervisor, ajl facility sprinklers to assure &l are
revealed the sprinkler heads located in the Clean positioned to meet the standards of
Linen room, room #342 bathroom, room #343 NFPA 13, 5-5.5.2.2 and NFPA 13, 5-
bathroom, Housekeeping supply on 400 hall, lce 6.3.3 monthly for three (3) months and
Machine room on 400 hall, rcom #455 bathroom, quarterly for three (3) quarters in order
and the lobby area had three (3) lights that were fo validate continued compliance. The
blocked by light fixtures, within 1 foot of the results of these observations will be
sprinkter head, extending below the sprinkler gwcwi‘: w;lh the Quality Asl:urancc
heads. Further observation revealed the m‘::;:; ccan?jr 8 T;;:fmur;:f! rﬁc](.:")
sprinklers were blocked by ceiling fans in the Assurance  Committee astgrt:ilg
Business office, Administrator office, Employee continuous compliance, If at any time
Lounge, room #2186, room #231, Housekeeping a concem is identified, a Quality
Supervisor office, and the supply reom on 400 Assurance Committee meeting will be
hall. held to review concemns for further
i recommendations as needed. The
Interview, on 04/03/13 between 12:21 PM and members of the Quality Assurance
4:00 PM with the Maintenance Supervisor, Committee will consist of at a
revealed he was unawars that the light fixtures
Evenl |0:JKIC21 Facility 10; 100034 if continuation sheet Page 7 of 11
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K056 Continued From page 7 KO058| minimum the Administrator, the
and celiing fans coutd block the spray pattermn of Director of Mursing, the Assistant
the sprinkler head. Director of Nursing and the Social
Services Director with the Medical
Observation, on 04/03/13 between 12:21 PM and Director attending at least quarterly.
4:00 PM with the Maintenance Supervisor,
ink ds i | .
revealed sprinkler heads in the resident Compliance Date: 05/17/2013 05/17/2013

bathrooms of rooms #102, #104, and the west
hall med room that were jocated within 4 inches
of the wall.

Interview, on 04/03/13 between 12:21 PM and
4:00 PM with the Maintenance Supervisor,
revealed he was unaware of the requirement that
a sprinkler head must be installed at a minimum
of 4 inches from any wall.

Observations, on 04/03/13 at 3:05 PM with the
Malntenance Supervisor, revealsd the
Recaptionist Office closet did not have sprinkler
protection.

Interview, on 04/03/13 at 3:05 PM with the
Maintenance Supervisor, revealed he was
unaware the closet did not have a sprinkler
Instatied.

Reference: NFPA 13 (1999 ed.)

5-5,5.2.2 Sprinklers shall be positioned in
accordance with

the minimum distances and special exceptions of
Seclions 5-6

through 5-11 so that they are located sufficiently
away from

pbstructions such as truss webs and chords,
pipas, columns,

and fixiures.

Table 5-8.5,1.2 Positloning of Sprinklers to Avoid

FORM CMS-2567(02-99) Previous Versions Cbsolete EvenlID:JKIC2H Faclity 1D; 100094 i continuatlon sheet Page B8 of 11
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K 058 | Continuved From page 8 K 058
Obstructions to Discharge (SSU/SSP)
Maximum Allowable Distance
Distance from Sprinklers to of Deflector
above Botlom of
Side of Obstruction (A} Obstruction (in.}
(8
Less than 1 ft 0
1ftiolessthan1 G in. 2112
1ft6in. toless than 2 ft 31/2
ZfRtolessthan 2 ft6in. 51/2
2ft6in. toless than 3 ft 71/2
3ftiolessthan 3 ft6in, 91/2
3ft6in tolessthan 4 ft 12
4 ftto lessthan 4 ft 6 in. 14
4 ft6in. to less than 5 ft 16172
5 ft and greater 18
For Slunits, 1In. =25.4 mm; 1 ft = 0.3048 m.
Note: For {A) and {B), refer to Figure 5-6.5.1.2(a).
Reference: NFPA 13 (1898 ed.}
5-6.3.3 Minimum Distance from Walls. Sprinklers
shall be located a minimum of 4 In. (102 mm)
from a wall,
K 143 | NFPA 101 LIFE SAFETY CODE STANDARD K 143] K {43
SS=E
Transferring of oxygen Is: 1. The doors of the oxygen trens-filling
room at skilled B and on north hall
(a) separated from any portfon of a facility will be replaced with fire rated door
wherein patients are housed, examined, or and frame by 5-16-2013.
treated by a separation of a fira barrier of 1-hour 2. An eudit of all facility doors where
fire-resistive construction; transfer of liquid oxygen occurs was |
conducted by the Maintenance
(o) In an area that is mechanically ventilated, Director on 4/5/13 and no other issues
sprinklered, and has ceramic or concrete flooring; were found..
and
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{c} in an area posted with signs indicating that
transferring is occurring, and that smoking in the
immediate area is not permltted in accordance
with NFPA 95 and tha Compressed Gas
Assoclation, 8.6.2.5.2

This STANDARD is not met as evidenced by:
Basad on observation and intenvlew, it was
determined the facility failed to assure the room
being used to transfer liquid oxygen was rated per
NFPA requiraments. The deficiency had the
potentiat to affect four {4) of seven (7) smoke
comparments, ons-hundred {100} residents, staff
and visitors. The facility Is certified for one
hundred thirty two {132) beds with a census of
ona hundred twanly two {122) on the day of the
survey. The facllity failed to ensure the oxygen
transferring room had a fire rated door and frame
that had an one (1} hour fire resistive rating.

The findings include:

Observation, on 04/03/13 at 3:00 PM with the
Maintenance Supervisor, revealed the oxygen
trans-filling room af skilled B and on nortth hall did
not have a fire rated door and frame Installed.
The door frame was steel but there was no fire
rated tag located on the door frame.

Iinferview, on 04/03/13 at 3:00 PM with the
Maintenance Supervisor, revealed he was
unaware the oxygen trans-filling room was
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K 143 Continued From page 9 K 143 ‘The Maintenance Director witl be re-

educated by the Administrator
regarding NFPA 99, B-62.52. to
include the requirements for fire
protection on liquid oxygen transfer
areas,  This re-education will be
completed by 5/16/13,

‘The Maintenance Director will audit
all doors and frames where liquid.
oxygen is transferred fo essure they
are firc rated monthly for thres (3)
menths and quarterly for three (3)
quarters in order to validate continued
compliance.  The results of these
abservations will be reviewed with the
Quality Assurance Committee for a
minimum of three (3) months and
unti!  the  Qualilty  Assurance
Committee  ascerfains  continuous
compliance, If at any time a concern is
identified, a Quality Assurance
Committee meeting will be held to
review  concems for  further
recommendations as needed.  The
members of the Quality Assurance
Committee  will consist of at a
minimum  the Administrator, the
Director of Nursing, the Assistant
Director of Nursing and the Social
Services Director with the Medical
Director attending at least quarterly.

Compliance Date: 05/17/2012 05/17/2013
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required fo have a rated door Instailed.

Refarence: NFPA 99 (1999 Edition).

8-6.2.5.2 Transferring Liquid Oxygen.
Transferring of liquid oxygen from one container
to another shall be accomplished at a location
specifically deslgnated for the transferring that Is
as follows:

a, Separated from any portlon of a facility wherein
patients are housed, examined, or freated by a
separation of a fire barrier of 1-hour fireresistive
construction; and .

b. The area is mechanically ventiiated, is
sprinkiered, and has ceramic or concrete flooring;
and

¢. The area is posted with slgns indicating that
transferring is occwring, and that smoking in the
immediate area is not permitiad.

Transferring shall be accomplished ulilizing
eguipment designed to comply with the
performance requirements and producers of CGA
Pamphlet P-2.8, Transfilling of Low-Pressure
Liquid Oxygen to be Usad for Respiration, and
adhering to those procedures.,

The use and operatjon of smalf portable Jiquid
oxygen systems shall comply with the
requirements of CGA Pamphlet P-2.7, Guide for
the Safe Storage, Handiing and Use of Porlable
Liquid Oxygen Systems in Heailth Care Facilities,
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