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) ' [Preparation and execution of this plan of i
Fooo ! iNeTiaL COMMENTE i F ontdeorrection does not eonstitute admizsion or
i . pwwu nent by the provider of the st of the Ed&[%
- Aflecertification Survey was nltated on { alleged or conelusions set forh in the statemgnt
e % .
00/05/14 and sonchided o 0807/14 i Jafdeliciencies. The plan of coreetion s - {
i Deliclencies ware citied with the bighest scope g‘““?cﬂtj andior exeeuted n;h Emglus*};: ;; m,
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i w ABZIDMIIN NOTIEY OF CHANGES i Fs7| faws .
S=D foU&‘?’;i}f“{‘i INEFRGOM, ETC) ' A} Physician notified of resident #1's 19/19/14
i N
] i trefusal, at times, to wear TED hose ang i
§Ammﬁ{y must ;m:;zsxdmieiy inform the residont; | Gerb-sfeeves, Physician saw resident #1
ot with the resident’s physician, and ¥ i ‘ !
: ¥
¢ knowa, nolify the resident’s éag&f reprasenialive | 0N 8/13/4 and adjusted orders. Charge
% Nurse noted and recorded changes. |

o anInterested family mamber when there fs an
| accldent involving the resident which rasutie In j

, injury and has fa polential for teidring physlolan ¢ 2} All resident’s physician orders were

:
H

fintervention: & slgnificant change in the resldent's ] reviewed on 8/20/14. There were no |
| f}}’??": ival, ;f’f‘?ﬁ{ﬁj @Zi;‘ ?ﬁhmﬂ%f@; slalus (le., "? I other issues identified. Al residents i
deterioration In health, mental, or psychosoclal | . _ v i Py ’
status In olthar e tyeslend ng sonsdifions or } | with Gmem} {f wear ﬁlempﬂ_{% ' ED; i
clintoal complications): & nead to sffer festry ont Hose or Ger Slesyas were assessed for
compliance on 8/20/14. Any resident {

| stgnificantly (Le., a nesd o discontinue an i
" existing form of imm@ﬁi due i advarse
eonEsquences, of to mfmmma o pov form of
fregtinent); or a decislon fo transfer or ¢ fscharge
the rasident ?‘fﬁm ﬁze ?a:,;he.y 25 3@}&{;;%& i
§433 ?Zia} . ,

that was non-compdiant was §
interviewed and if verbalized 3 desire
other than physician current orders, |
[ physician was notified bf resident’s i
§ wishes by Unit ﬁfamag&r and f
|

“des] ighated nurses, and: Chﬁ“gesa |
itfated. u

T ot v o,

‘ Z_ﬂs Qharge and Refusa Df Medsz&tmns :
and Treatments were reviewed and ;
updated as needed by 8/20/14 by !
Director of Nursing, Nurses wers §
educated to document each episode og
refusal to coraply with orders for TED |

b it o .

i s facllity must record and periodicat ¥ updats
the addrgss and phone mumber of the residents i
¥

 legad reprasentative of inferosted family member, ' i
Hose or Geri-sleeves and to notify

THE i s

]
EETers }ﬁf”f ;5 TGRS Gh i i&@i‘)i*‘!{?‘&%}"’f‘;ﬁi& HERRESEN ey - oF
A E g

. &, * f
“i_»;fi i ,\«g}yﬁgﬁ-. f gf 3 - £
Aay ziwﬁz:éwy *ziaisemmé wading with vn ssterlsk £ donetes & deficl :fsms; which the nstitution may %m axcused from. ConEci: ﬁg ;:;z éﬁi’é{é}{?{ delenmingd & at
alher safeguards provide sulficlent srotection fo e pallants, (See Inshoations.) Dcep! Ry htitsing homes, e fadings shafed ahovs s disslesshls 09 e
foffsvalesy the dats of survay whather or nol 4 Pl of corvaction s provided, For nest fng homies, thi above § mdiﬁgﬁ ang plans of comection so disclosabie M
days foflowing i dals thesn documents sre mads avadsdin s e faclity. H deficiensize as ciied, on approved plan of conection & requisin to continied

prograry padi m;ﬁ&ﬁﬁ?

B LS e

e 38 74 20k 4y b e 8 5 b et St e s

FORM URIS-I86102-57) Provhes Virions Obseiate Event LR 30Y1 t Paclily 1 {80088 ' ag centbiation 3;;99§ 333 N;Q 1 Qf 2;)

fa b tesas



PRINTED: 0842112014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES UMB RO, 0938-0391
STATEMENT OF BEFICHNCIES {X1) PROVIDERISUPPLERICLIA (42} RULTIPLE CONSTRUGTION {X3) DATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION HUMBER: A BULOING COMPLETED
185208 BWING 0810712014
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
100 CARMEL MANOR ROAD
CARMEL
ARMIEL MANOR FORT THOMAS, KY 41075
Xap | SUMELARY STATEMENT OF DEFICIENCIES P PROVIDER'S PLAN OF CORREGTION (x5)
BREFI (EACH DEFICIENGY MUST BE PRECEOED OY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULE 0E | compLevion
M0 | REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROIS-REFERENGED TO THE APPROPRIATE DaTE
‘ i BEFICIENCY)
[
! !physician of these episodes. Nurse f

F 57, Continued From page 1 |
i l

I This REQUIREMENT is nol met as evidenced [
by:

Based on record review, inlerview and review of |
the faciiily's policy, il was determined the facifity

| failed lo ensure the Physiclan was nolified when
thera was a significant change In a resident's |

| physical status andlor a need to alfer freatment
for ane (1) of tifteen {15) sampled residents

I (Resident#1). Observations during Initia) tour

j revealed Resident #1 withou! hisiher Physician |
ordered TED (Thrombo-Embolic Deterrent) hose

! (used to prevent bicod clots) or Gerl Sleeves
{protective sleeves lo prevent skin injury), and no

| documented evidenca the Physiclan was notified

“of the afferation In traatment, [

| The findings include: |

Review of lhe faclity's policy litfed, "Nolificetion of |
Change", undated, raveated the altending '
Physkilan sholitd be nolified (o discontinue an_
| existing form.of freatment due to adverse " |

aa

1

milstere
“ynobified, Forther
| shouid bo nolfed when & medicalionor -
1reatment hiad bean refused by the resident fora .-
| twenty-four (24) hour pestod, . =5t

- Regldent #1 on 10/16/13, with diagnoses which

Record review revealed the facllty admied |
| Inciuded Cerebrat Vascutar Accldent, Alrial l

reqotions, unsuccessiul trealment, or .. .1 P

i e oo s Pyl |
dwhena medicionor - = ]

F 15?1 aides were educated to notify staff
nurse of each episode of refusal, or |
l other reasons for TED Hose of Geri- |
| sleeves to not be in place as ordered by |
physician. Education to be performed by [
[ 9/15/14 by Education Director, Director |
| of Nursing, Unit Manager or other '
l designated nurse,

| 4) staff nurses and CNA staff educated

l on the need of nurse aides to notify |
nurses of any refusals of ordered care

] including the refusal ta comply for
orders for TED Hose or Geri-sleeves,

’ This is to be reported per each episode.

f Education to be performed by 9/15/14

l’ by Education Director, Director of
Nursing, Unit Manager or other

designated nurse,

|

5} A QA monitor has been developed
and will be initiated by 9/16/14 by !
Director of.Nursin_g and Unit Manager tq‘
assess comphlance of residént with . T
giders for TED Campression Haoseand™ | 7070,
‘Geri-sfeaves. The:0A Witk alst assess ? i
staff compliance i natifying physiclan - 1.+~
‘ofiany incidents'of resident refusal of -] .
orders. QA will bp completed for'100% §
of residents with'an-active order for TEDf - -+
Hose or Geri-sleeves, wéekly x 4 weeks, !
every other week x 8 weeks, then !
monthly x 9 months by Director of i
Nursing, Unit Manager, Education nurse’

|

!
!
|
]
|
|
i
|
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E j § BEFICIENCY) :
i
F 157 Continuad F ) i dr other Desk Nurse, IT Murse or Med Cart
7 ] Continued From page < , I P 5 eam nurse. Findings will be tracked and!
Fibrillation, Congestive Heart Failure, BDemantia, rended in routine and quarterly QA
{ Diabgtic, Anxlety and Depressive Disorder. ! E ) ) ,
Committee meetings, by QA Committee |

Review of the Quarterly Minimun Data Set ,
urse, Other OA Committee membaers

i
1 (MDS) Assessment dated 07/28/14, reveated the |
facllity assessed Resident #1 as having & Brief i including, Administrator, Assistant f
intarview for Mental status (BIMS) score of a ‘ Administrator, Medical Director, ?
| 228:}};5;‘?;{;{”%53?% {15). indicating no | &onsu!tant Physician, Social Services
| g P ' | birector, MDS Coordinator, Director of |
_Review of Resident #1's Physician Ordars, 5 ursing, Dietary Director, Admissions |
{ revealed an order for TED hose inftiated on vordinator, Pastoral Care Caordinator,
| 10/16/13. Continued review of the Physleian'§ i Activities Director, Business Gffice :
order revealed the TED hose were lo be applied Director, and other representatives froml

| In the morning at 6:00 AM and taken off at right
at 8:00 PM. Review of he Physician's orders
revealed an order for Geri Sleeves was injiated

!
: the Carmelite Sisters for the Aged and |
!
on (5/28/14. Further review of the Physician's | these audits. |
f
!

Infirm will be involvad in the review of i

| Order revealed the Geri Slesves were to be i !
applied bitaterally before getling out of bed in the ' j
merning at 7:00 AM, and removed after the :
 fesldent was in bed at night at 7:00 PM, to protect’
Fand miaintaln skin integrity. _

‘;Q bservation on: 08/06/14 a1 6:19 PM and 6:40

PM; 08/06714.at 11, and 08/07/14 at 9:23
AM and 9:41 AM ) i
wearing gither thi

.
i
|

{ Interview, on 08/07/14 at 9:30 AM, with Certified |
_ Nurse Alde (CNA} #4, who had provided care for i ,
| Resident #1, rovealed (he resident was orderad ; !

. FORM CMS-2507(02-09) Previous Versions Obsolote Event [£:0R4Y11 . Facifily ¥, 100058

1 cortinuation sheet Page 3 of 20




DEPARTMENT OF HEALTH AND HUMAN SERVICES
. CENTERS FOR MEDIGARE & MEDICAID SERVICES

PRINTED: 08/2/2014
FORM APPROVED

QMB NG, 938-0301

STATEMENT OF DEFICIENCIES (X1} PROVIDETVSUPPUIERIGLIA
AN PLAN OF CORRECTION ICENTIFICATION NUMBER:

185268

(A3} DATE SURVEY

(X2} RULTIPLE CONSTRUCTION
COMPLEYED

A, BULDING

48/07/2014

Bwwes

MANE OF PROVIDER OR SUPPLIER

CARMEL MANOR

STREET AUDRESS, CITY, STATE, 2P CODE
106 CARMEL MANOR ROAD
FORT THOMAS, KY 41075

PREFK | {EACH DEFICIENCY MUST BE PRECEDCED BY FULL
NG REGULATORY OR LSC IDENTIFYING INFORMATION) f

o SUMMARY STATEMENT OF DEFICIENCIES ]

i ) PROVIDER'S PLAN OF CORRECTION
PREFIX | {EACH CORRECTIVE ACTION SHOULD BE
TwG T CROSS-REFERENCED YO THE APPROPRIATE
] DEFICIENGY) i

M5}
| coMeerTIoN
T oare

F 157 Continued From page 3 [
to wear TED hose; however, indicated not being |
{ aware the resident was ordered to wear Garl
Sleeves. Further interview revealad CNA #4
| when catlng for Resident #1 hefore hefshe had
hever put Ged Sleeves on the resident,

|
§
, Interview, on 08/07/14 at 9:36 AM, with Licensed |
Practical Nurse (LPN) #1, who had provided care |
for Resident #1, revealed she did not remember i
Resldent #1 having an order for Gerl Sleeves and |
had not ever notified the Physlclan regarding a i
refusal for the TED hose or Ger] Sleaves. \

Interview with the Unit Manager on 08/07/14 at
F10:01 Al, revealed Resident #1 should have the |
i TED hose and Geri Sleeves on if the Physician
i ordered those far iealiment Interventions. |
| Further Interview revealed should the resldent or |

familly refuse treatments or nterventlons, staff
| should notify the Physiclan of the refusal and !
document the refusal in the medical record, ) f

|

Interviaw with the Director of Nursing (DON) on
.| 08/07/14 at 11:06 AM, revealed his expectations
or staff to Yollow the Physiclan's Orders, . -
! asident refusa

| Attempts wers tmade an 08/07/14 at 4:26 P and |
i 447 PM, to contact Resident #1's Physician,
I however, the calls were unsuccesshil and
, messages feft with no relurn call, ;

f E
F iﬁ?i '
i s
? é

|
|
3

E ;
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a6 | REGUIATORY OR LSO IDENTIFYING INFORMATION) ' TAG | CROSSREFERENCED TO THEAPPROPRIATE @ DAIE
‘ ; DEFCIENCY) i
! : E :
. ) f . Resident #1's Care Pian was updated
F 280, 483.20(d)(3), 483.10(K)(2) RIGHT TO b zsogi 8‘;‘; /;’; b EMSD ; :1:33:;0 195 pdate /19/14
$8=0 ! PARTICHPATE PLANNING CARE-REVISE P | ) Loy o o o
: i resident’s order to TED hose and Geri- 5
! The resident has the right, unless adiudged { sleeves. These devices were putin
. Incompetent or otherwise found to be E place and direct nursing staff educated !
! incapacitated under the laws of the Slate, lo i to apply these devices as ordered by f
patticipate in planning care and realment or ! f} nit Manager. Care Plan was updated
| changes in care and freatinent. . again on 8/13/14 by MDS wurse; after
: i i

A comprehensive care ptan must be tlaveloped
“wilhin 7 days after the completion of the
comprehensive assessment; prepared by an ’
interdisciplinary leam, that includes the atlending
‘ physician, a registered nurse with rasponsibility {
for the resident, and olher appropriate staff In
i disciplines as determined by the resident's needs, !
and, lo the exient practicable, the parficipation of
: the resident, the resident's family or the resident's |
[ legal representative; and periodically reviewed
and revised by a team of qualified persons after ’
| each assessment,

Hy.

P
Con V,);!?ff? e 1a)8
R f (Resldent #1). "The facilly falle :
: Resldent #1's Comprehensive Care Plan was - j
 updatad on 10/16/13, fo reflect the Physician's

f Order for TED hose, and on 05/28/14 !o reflect a [
i

, Physician's Order for Gerl Sigaves,

bhysician review and order changes. |
staff were educated of changes in care [
flirectives by Unit Manager, and )
jdeségnated nurse{s}. i

f

2) All residents physician’s orders were |
reviewed for orders of TED Hose or i
fGeri-sieeves for all residents with :
orders for these devices, all resident }
fCare Plans were reviewed for accuracy |
and updated as needed by MDS :
(Coordinator by 8/21/14, |
§3} Policies and Procedures,
“Comprehensive Assessment and
Instrument System”, and “Care
L ff!?]g_z% ning” were reviewed and updatéd, |
needed, by 8/20/14 by Director of -
dMD“ et Lo e Y, -, ¥

idevices such as TED Hose, Geri-sleeves,
or other treatment modalities must be
"added to the residents chronic Care

Plan upon receipt of the order,

i

i
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i 1
i t 3
F 280 Continued From page 5 § E o8 5) A QA monitor was developedand |
The findings inciude: f o will be initiated by 9/16/14 by ;
, 9 Hindings fnciude: ! :iDireCtor' of Nursing and Assessment i
! Review of the faciity's policy tiled, I ;Ngn‘se to assure 01"ders received for
| "Comprehensive Assessment and lnstrument | jTHD Hose and Geri-sleeves are !
" Syslenm', undated, reveated the care plan waould fupdated timely to the residents ;
f be complated by day twenty-one (21) from g [Chronic Care Plan. This QA will be |
admission and updated quarterly or with & . completed on 100% of census x 1, |
f signiﬁ{csnl change in stalus, C;mtlnued Irev%ew ! ith en weekly x 4 weeks on new orders i
revealed the care plan wolld show problems, o . it | :
| measurable goats and appropriale ncldent £ [received from phy betan, then o i
j speciic interventions. Further review revealed [ §l““""‘ek§3" % 8 weeks, thenmonthly x 9 !
belwean the quarlerly reviews the care plan ‘months on any new orders for TED ]
i wolld alse be updated. ' tHose or Geri-sleeve devi]ces ordered |
by physician. This QA will be :
[ Review of the faciliy's policy litled, “Cara ! !performed by MDS Nurse, Director of |
Planning”, undated, revealed all residents would @ [ Nursing, Unit Ma nager, or desk nurse, i
oo o e o ol it oredication cartaurse.
la'ua_fn the resident's highest practicable physical, % | ,h“_d“]gf’ W.]” be t ““Re.d and trended i
mental and psychological wel-being. Continued | Iin the routine QA meeting and :
review revealed the care plan wouid address i quarterly QA Committee meeting ;
 Interventions required {o aasist the resident to f involving the members listed in :
| miaet their goals and would be updated as , ] F157/N0O19 in criteria #4, f
f heeded fo reflect the most current residant | n §
. !;R{-sséwsii review revealed the facillly admifted . - i . f i
I ertentHon Ul it daposesrigh . | 3.y RS B
.. Inchided Congestive Heart Fallure, Y R T T R
| Anxlely Disorder, Gerebral Vascular Acoiderit '« ) "L - [ : R T
L{sttoke) aiid Al Fibrila) o review | i |
| rovealed a Quarterly Mininiuin Data Set (MDS) |
Assessinenl; dated 07/20/14, whichnoled the. |
i facility assessed Resldent #4 to raqults olal i |
; dependence with bed mobility, locomation, ! ;
! dressing, toilet use, personal hygiene and §
Fexltensive assist with transfers. Reviaw of the f i
! MOS revealed the facility assessed Resident #4 ! i
; fo have skin tears, and 0 ba cognitively Intact : i
FORM CME-2567(02.09) Pravlous Virsions Obslats Evenl H: 8R4V Faciiy [0 106050 if continuation shoat Page 5 of 20
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XA D ! SUMMAIYY STATEMENT OF DEFICIENGIES {

TAG

PREFIX |

EACH DEFICIEHOY MUST BE PREGEDED DY FULL
REGULATORY OR LEC IDENTIFONG BHFORMATION)

i

3] i PROVIDER'S PLAN OF CORRECTION fT)
{EACHCORRECTIVE ACTION SHOULD BE i COMPLETION
CROSS-REFERENCED TO THE APPROFRIATE | DATE
BEFICIENGY) ;

FREM -
TAG i

(P

(e .'280’z Conlinued Feom page 8

!

| Raview of the August Monthly Physician’s Orders
reveated a Physician's Order detad 10/46/13 for

I TED hose to be placed on in the morming and off

catnight. Additfonally, review revealsd a

| Physician’s Order dated 05728114 for Geri

| Sleaves to be placed on the resident’s bilateral
forearms before getting out of bed and removed

| atter the resident was in bed lo protect and |

i miaintaln sidn ktegily.

Review of Resident #1's Comprehensive Care
Plan revealed Resldent#1 had a care plan for at i
| visk for skin breakdown and having fragile skin,

However, review of the Comprehensive Care
Eptan revealed no documented evidence the care |
j plan was updated to Include the TED hose or .

Gerl Sleeves ware implemenied as an !
| intervention per the Physician's Ordets. j

[ Observation on 08/05/14 at 549 PM, revaaled i
Resident #1 was propefled by wheelchair to
histhar roomn aiter a shower, Conlinued

; hservations revealed Resident #41 fo not be

I wearing cither TED hose.or Garl Siesves, -

71 Ohsgervallon at :40 1M on D80514, revealed
‘ lRe ni#44n dhe dinlng area eltting ipin .-
the TED hose o

vealed
of Ger

| Obsoncton o 067714 a 73

i Resident 11 ‘was ot wearing TED hose
Sleges, i
[ interview with Certified Nursing Ade (CNA) #4 on

0807114 al 5:30 AM, revealed Resident #1 did
j wear TED hose af times, bul pot Ger Sleaves,

! !
] |
; !
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i
F 280 Conlinved From page 7 | F 280! }

CMA#M reporled she had never assisted |
| Fresldent #1 1o put on and wear Ger Steeves,
| Intarview wilh Licensed Practical Nurse (LPN) #1
on D8/0TH4 af 3:36 AM, revesled she was
" uhaware Rasident #1 was ardered lo woar Gerl ;
[biaevee LPN#1 indlcated shie was did not know | 3
if tha care plan inchuded the Geri Sleeves as an

[ intervention, |
|

i
H

} Interviaw with the Unit Manager on 06/07/14 al
4 10:01 AM, revealed Resident #tl's g i
Comprehensive Care Plan should have been [
| updaled with tha TED hose and Ger| Sleaves as | ;
Intervantions, | |
|

i

Interview with the MDS Coardinator on 08/07/14
fat 12:23 PM, revealed it was tha responsibility of
all lesnsed nursing staff lo undata residents’ care |
! plans as necessary. Further Interview reveated it j
| was her depariment's responsibility lo ensure the !
cara plan was updated with e&ch of ihez res deni‘s |
f assessmenfs

I N Oﬂ!a?iit}atﬁ{?ﬁm\ﬂ rsveaead Resdent#’is .
g slve Car b

|

i

|

[in!ervlewwiih the Q;rectorofﬁwstng (E}ON) on. 'f . g
i

!

l

..,fup_ ng e plans ; f :

.y nteview revealed the residént should also have .,
Sl ‘ia ‘care plan for fefusal of YED, hose andfor Gerl 1
Sléaves if lhe res cﬁant was in fact re{as ng fs I

}Wear them, - nrL

F 3001 483.25 PROVIDE CARFJSERVFCES FOR j

§5=0 | HIGHEST WELL BEING f

i

i

F 31}93
}

1) TED Hose and Geri-sleeves were L)/lgjlzl
japplied to resident #1 on 8/7/14.
Medical doctor notified of resident’s ;

FORM CAS-2587(02-09) Pravious Versions Obsoléle Evenl 10:0R4¥ 11 Fec;
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a0 SUNBARY STATEMENT OF DEFICIENCIES oo PROVIDER'S FLAK OF CORRESTION P me
PREFS | (BACH OEFICIENGY MUST DE PRECEDED BY FULL [ Pepx | {EACH CORRECTIVEACTION SHOD BE | comPlbTon
e REGILATORY OR LS (3ENERYRIE BFORMATION TG © CHOSSREFERENCED YO THEAPPROPRIATE | DAY
| ; i DEFIGIERTY) s
+ 'g { N !
F a0t Confinved From page 8 i sog refusals and medical doctor saw
i ach resident must recsive and the facility must ! residenton 8/13/14 and adjusted
provide ihe necessary cara and services fo allain j prders. !
i o malniain the highest practicable physical, : ;

“mental, and psychosocial welt-baing, in |
| aceordance with the colnprehensive assessment i

“and plan of care,
f

1
H
i

by

b Based an observation, nterview, record review

- &nd raview of the facllity's policy, it was

| determinod the facilly faled o ensure each |
resident recelved the necessary cara and .

i services in regards lo Physician ordared !

i trsatment for one (1) of fifteen (15) sampled 5

{ residants (Resident #1).  Record review revealed !
Resident #1 had orders bo wear TED hose 1

« (anti-ambolic hose) and Gerl Sleeves; howeyer,

; Ohservalions reveated no TED hose or Geil

{ Steeves wers worn by fiw resident as per the

i Physlolans Ordars,

i
| This REQUIREMENT Is notmel s evidencod |
E

i
i
The findings Include; - N §

cllly's poficy tled, "Notfication of
revealed | was the policy of
T8 Bach resident fecelved - -

P
Review of the fa
| Change, und
the facilly o endui ! eeelied
[ qually medicat care. “Reviewof ihe Polioy .
revedled if a resident Was fon-camplant with a
trealment, experienced an advirse reaclion ora
troatment was uinsuccessful the Physician was fo

g Raview of the faclity's policy itled, !

]
[
|

3’2) All residents were reviewed for
brders for TED Hose or Geri-sleeves |
were visually monitored on {
i8,/’.?[.9/14- by Floor Nurses to assure |
current orders were heing followed °
jaccurately. At this time, 100% !
‘compliance was ohserved for
iresidents with orders to wear TED
those or Geri-sleeves, ¢
i
53) Policies and Procedures were |
Ereviewed and revised as needed on °
Eoz* before 8/20/14 by Director of E
&-Nursing, i
i4) Licensed and registered nurses i
“and CNAs were in-serviced about i
{the need to follow medical doctor f
iarders and apply ordered devices.
. Nursing Staff were educated about |
‘ ! notifying nurses of resident refusals
j and nurses responsibility to netify
t medical doctor will be completed byl
I 9/15/14 by Education Nurse,
 Director of Nursing and Unit i
t Manager, :

FORM CHIS.2607(02-60) Pravions Virsiens Obaciele Evenl Doty

! be nelified, | g
' X _ j
5} A QA monitor was developed and
“‘Cowprehensive Assessment and instrument _ { :
 System®, undated, revealed the care plan would | ; i
I contipeation steed Page ¢ of 25
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{ }* i ;
F 3024 Continued From pe COFe i
{ th page 9 . ] 5‘3931 will be initiated by 4/16/14 by !
: e developed and updated quarterly or with » : Director of Nursing and Unit
' significant change in status. Continued review 3 ' i g‘ - . !
j reveald between quarterly 1eviews fhe caro plan | Manager to monitor for TED Hose & |
' should be updated as neeessary. . : Geri-sleeves devices to bein place !
! | { per medical doctor order and wili ]
 Racord review reveated the facility admitied ; " be completed daily x 7 days, weekly :
[ x 7 weeks, every other week x 8 E

{ Resident #11 on 10168113, with diagnoses witich
 Included Diabetes, Atral Fibrillation, Cerobral |
[ Vascular Accldent (stroke), Congestive Heart |
Failire, Osteoporosls and Deprassive Disorder. |
| Reviow of the racord revealed the 07/28/14 .
 Quarterly Mintmum Dala Set (MDS) which noted |
Hhe facilily assessad Resident #1 fo requlira folal
| dependence dressing and persanal hygiens, and |
lo require exlensive assist with ransfers, Review [
| of the MDS Assesement revealed the faciilty to
“have had skin tears. Further review revealed the |
| faclily mssessed Resident #1 to have a Brief ;
“interview for Mental Status (BIMS) score of fifteen
| which Indicated the resldent had no cognilive
mpainment, and o have had skin tears,

; Review of he August Monitly Physician's Orders *
| revealed a Physiclan's Order dated 10/16/43, for I
. -y Resident fo wear. TED hose which were to be. .
| placedan in he hiofhing ani o 0

- - 1 1evealed a are plan for at sk for skin - a
"1 breakdown which noled (he résident had fragile .
skin. However, furlher review of the care plan
; reveated no doctmented evidence ki had been
[ updated t include the TED hose or Geri Slesves

g’ as interventions when tha orders were received.

!
|
|
2
|
N
e
|
i

! weeks, monthly x 8 months then l
fuarterly thereafter, by Director of ;
E Nursing, Unit Manager, Education !
i Nurse or MDS Nurse, Desk Nurse, E’?‘g
Nurse or Med Cart Team Nurse.
i These audits will be tracked and i
i trended in the routine QA meeting,
. and the guarterly QA Committee
meeting that includes members i
listed in F157/N019 in criteria #4. ,

i

|
!
SR ot -
|
|
|

FORRE CME.256GT62-99) Proviaus Votsfons Obsalale Beant i 0R4Y 5t

Facitly 10: fooone 1 confinuailon sheal Bags 10020

s



DEPARTMENT OF HEALTH AND HUMAN SE RVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 082172014
FORMAPPROVED
OME NO, 0938-0397

f SYATEMENT OF DEFICIEHCIES (X1} PROVIDERISUPPLIERICUA
AND PLAN OF CORRECTION HPENTIFICATION IMBETL

106208

EEMULTIPLE CONSTRUCTION
A DUILING e st

&

£43) DATE SUAVEY
COMPLETED

GRATIEA

NARMEOF PROVIDER OR SUPPLIER

CARMEL MANOR

STREET ADURESS, CITY, STATE, ZIF GODE

106 CARMEL MANOR ROAR
FORT THOMAS, KY 41075

e SUMMARY STATERENT OF DEFICIENCIES
PREFY | (EAGH NEFICIBRCY MUST BE PRECEDED BY FULL
TG | REGULATGRY OR LSC IDENTIYING INFORMATION)

it PROVIDET'S PLAN OF CORREGTION i {48}
PREFIX [ (FACH CORRECHVE ACTION SHOULD BR P COMPLERON
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DEFICIENGY) !

UAYE

|
¢ l
!
!
i
|

£ 300! Continued From page 10
¢ Further record review revealed no documented
~evidence of the Physician having heen notifled if
| Resident #1s orders for ha TED hesg and Gert
| Sleeves were nol being implarented.

Observstion, on 08/05/14 at 5:15 PM and 540 l
e an 0810614 at 11:09 AM snd on 08/07/14 at |
i 9:23 AM revealed Resident #1 was not weaiing

TED hose or Gerl Steaves as per the Physiclan's i
i Orders,

[ Interview with Certified Nursing Aide {CNAY #4, on
08/07/14 at 9:30 AM and Licensed Practical |
| Mursa (LPN) #1 reveatad they had both provided !
care for Resident i, and were not aware

| Resident # was to wear Gart Sleoves, LPN 1 |

; revealed she was not awsre the resident had an

{ arder for Gerl Sleeves, CNA#4 reportad she had |

i never assisted Resldent #1 to wear Gerl Sfeeves. 2

_ _ _ o
; inderview, on 08/07/14 at 1001 AM, with the Unil
Manager, of the unit on which Resldent # ’
| reslded, reveplad If the resident had orders for
- TED hose and Gerl Sleeves the resldent should !
iha waaring them, and the eare plan should — - |
Indicate.bolh as Interventions, The Unil Manager
fused 2 Physican ordered. |

| slaled If a residant re

I‘s’ri‘caéisg?hmirééggnmt;‘f_fed,xiiéf_‘irie‘ twéis

~Maaiment, the Ph uld:he notified for. -
f!‘!.ﬁ_-fihv. ) fon,: Additionally, the
Uril Manager esldent #1's Physloian -1

et viearlng (he TED hose or Gerl Sleaves,

‘ Physiclan oh 08/07/4 at 4:26 PM and 447 M,
however, were unstiocessiil, Messages were
} teft, but no refirn eall receivad,

i Phane contactwas attempled wilh Resldent #1 ;
|
]

j Interview with the Diractor of Nursing {DON) on

!
f
E

FGRM CMS-2587{02-00} Previous Verslang Obselsta Event L ORAY 1
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X4y [ SUMBARY STATERENT OF DEFICIERCIES
FREFIX | {EASH DEFICIENGY MUST BE PRECEDED 8Y FULL

4] § PHOVIOER'S PLAK OF CORRECTICN
PREFX {EATH CORRECTIVE ACTION SHOULD BE
TAG CROSE-REFERENCED TO THE APPROPIHATE
| CEFICIENCY)

[
P oosPLE IO
. DATE

{

TAG | REGULATORY OR LSC IDENTIFYING INFORHATION) i
i i

]

!
# 309 Continued From page 11
- QBAOTI4 &t 11:08 AM, revealed If Resident i
I rad orders for TED hose and Gerl Sleeves
i hefshe should have been wearing them, and if
" the resident had ihised fo wear thom lhe ’
| Physician should have boen noliled. The DON i
slated if & resldent refused treatments ordered |
| the resident shotdd be care plannad for the
refusal. Per inferview, the Comprehensive Care }
| Plan should have bean updated for Resident #1's i
_ TED hose and Gerl Sleeves as Inerventions.
I Conlinued interview revoalad ficsnsed nrsing f
stalf had the responsibitity of updating care plans. |
i 431 | 483 6000, (0, (o) DRUG RECORDS. ;’
SS=E ; LABEL/STORE DRUGS & BIOLOGICALS

The faciify rmust employ or oblaln the services of §
‘ & llwensed pharmacist who establishes a systern ;
 of records of receipt and disposition of alf X
| controlled drugs in sufficient detall o snable an {

acolrale reconciifation; and defermines that drug
| records are In order and that an account of ajf j
conirolled drugs is maintained and perlodically
frevonailed, T TR

| Drugs and botogloat wséd n tho faciiy must be |
.- Jbeled In accordance w%t!éé;tsﬁfﬁgﬂz accepled |

{ In Accordance with State and Federal laws, the |
facily must Slore alf dedgs and blologlealsin '
focked compariments under propér temperature

l contrels, and permilt only authotized parsotinal to
have access to the keys.

3

! The facility must provide separately locked, j

!
[ !

I 309,

|
|
|

|
|

£ 43¢} 1) Medication roon door was
locked on 8/5/14 and monitored
fand remained locked after this
fdate,

/19/14

B o

!2} Both door locks were inspected
jon 8/6/14 by Maintenance
Director and in zood working
Lorder. Akeypad lock replacement
!’ handle was installed on each door
_ ] on8/21/14 by nraintenance team.
BT 3) Ep‘li'c_y_ai;d_EP;‘é}e"’eci;l;;re_:-f KRR
G “Medication Storage” wais:" ,© =
veviewed and updatediagepded
L bi8/20/14 by Divedter ol Nursing
“Hand copsaltant phiarmacist, -

O

|
|
|
|
l

j
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F 431 Continued From page i2

" controlled drugs listed in Schedule I of the
Comprehensive Drug Abuse Prevention and
» Control Act of 1976 and other drugs subject to
abuse, cxaept when the facility uses si ingle unit
, | package d rug distribulion systems in which the

; be readily detected.

. This REQUIREMENT is not met as evidenced
i by
Based on observation, interview and review of
{ the facility's policy, it was determined the fact fiity
“falled to ensure the medication room remained
 lacked and inaccessible to residents, family,

“visitors and unatlhorized stalf,

E The findings include:

| Review of the facility's policy titled,

" "Madication-Storage” undaled, revealed ;
i medications and othefdmgs inclurjmg treatment |

| iterns, should be slored in a focked cabinetor
locked room inaccessible to résideﬂis and N

VFSROFS

Observc; tion during !ﬂ?lrai tour on 08505;‘14 at
f 1115 AM, revealed the medication room to be !
“unlocked and accessible to residents, family, '
vistor and unauthorized staff. Continuous
- observation revealed the medication room o
temain unlocked unlil 11:24 AM. Further :
| observation revealed mult iple medications foba |
“stored in the medication room to inciude: Tylencl
i {pain reliever madication), Imadium ;
! {anti-diarrheal medication), Depakote (bi-polar
L . lrealment medication), Buspar {anti-anxisly i

i permanently affixed cornpartments for slarage of | _

quantity stored is minimal and a missing dosa cand

- 4} Registered and Licensed nurses will

F 43 :
be educated regarding safety and !
keepmg medication doors locked at all
times by 9/15/14 by Education Nurse,
I}u ector of Nursing and Unit Manager. j

‘3) A QA manitor has been developed
and will be initiated by 9/16/14 by
Director of Nursing and Unit Manager.
QA to be completed by Director of
Nursing, Unit Manager, Education
Nurse, or designated nur se(s]. The (2}
‘Medication Room doors will be
checked for 2 &'s per shift for 2 weeks,
ithen daily x 1 month, 3 times a week x
L month, weekly x 2 months, every _
other week x 2 months, then mwonthly x
5 months and quarterly afterwards, |
Findings will be tracked and trended
in routine and quarterly QA
‘Committee meetings, by QA E
iCommittee Nurse, Other QA j
Committee members mcludmg, i
\Administrator, Assistant - -
Admnu‘;tlaton Medical Director,
1 fCensaEt&ni Physician, Social Services
Director, MDS Coordinator, Director of
szs_;ng, Dietary Director, Admissions |
.Coordinater, Pastoral Care
‘Coor dinator, Activities Director,
 Business Office Director, and other
[representatives from the Carmelite
;Sisters for the Aged and Infirm will be
.involved in the review of these audits. *

' B
H i
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DATE

F 431 . Gontinued From page 13

- medication), Colace (stool sofiner}, Benadryl

g {allergy medicalion), Naproxen (nonsteroida

[ anti-inflammatory medication), Apresoline (ysed

- to treat hypertension}, Sadium Chloride (nomal

{ saline), Tums (antacid medication), Miralax
(faxative medication), Milk of Magnesia (faxative

i i medicalion), Mag Cilrate (laxative medication),
- Robitussin (cough medication), Pepto Bismol
{ antacid madication), Liguid Potassium Chioride
! (a mineral supplement medication used to
; prevent or treat fow Polassium), Lidocaine
| Palches {pain refiever medicati on) Ventolin
!nhaiers {asthma medication), Cholestyramine

E | Oral Suspension (used to fowar cholasterod,
Flexaril (muscie relaxer medicalion], Gliplzide
(Daabeuc medication), Ranexa (medication used
't treat chronic chest t pain), Metformin (Diabetic
madication), Prilosec [=cid reducing medication),

‘ : Lasix {, Celexa {depression med;calton)
Oxybuiynin (medication used to lreat overactive

{ biadder), Benlyl (medication used to lreat irritable

" bowel syndroma), Norvase {(anti-hypertensive

« medication), Lisinopil {anti-hypertensive
I medication), imdur {medication used to prevent
. chest pain}, Carafate (medication used {o reat
L and pravent uloers), Albuterol (respiratory -
“inhalant), Ipratroplum (respiratory inhalant), URS
¢ Stat {used to treat symptoms of urinary tract

! xrnzatvon) Nulrisource Fiber Packs (fiber

_supplements), Prevalite Powder {medication used

5 to treat high cholesterol and itching from partial
* biliary obslruction, Heparin {an antt-coaguiant)
. Lock Flush and Normal Saline prefilled syringes.

nterview with Licensed Practical Nurse (LPN) #1

con 08/06/14 at 11:25 AM, revealed each nurse

| assigned to a medication cart had a key to the
medication room, ard the medication room was

i

i
i
i

i

|

i

| to be kept locked due to the medications stored in |

F 481,

FORM CMS-2567(02-59) Previous Versions Obisolete
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F 431| Continued From page 14

| inlocked medication room and that could be
harmful fo the resident,

%
Interview with LPN #4 on 08/07/14 at 6:30 PV,
' revealed the medicstion roem shauld be kept

for resldents.

fnterwew with Regislerad Nurse (RN} #1 on

' medications that were stored in the room.

Z could be a safely risk for residents,

. bould be a safety risk for cognitively impaired
i resrdents wh 0 mxghﬁ gain access
L OBID714 al 7:00 PM, revealed lhe medmatgcn

% room was not locked it was a safety risk for

- res} dents
i

limpaired but independently mobile. The

the room, F urther interview revealed lhe facility
tdid have residenis who were cognitively impaired |
yet mobite and wandered which might access the | |

locked af all imes. Further inferview reveaied
i and if it was unlocked this would be a safety 1isk

| 08/07H14 at 6:26 PM, revealed the medication
; oo should be kept locked at alf times due o the

Furiher inlerview reveated if it was unlocked this _
i
I

1

Emerwew with the Unit Manager on 08/07/14 at
8 34 PM, revealed the medication room should b{:
kept locked at all Umes, and if it wasn't focked this

i
H

] lntemew with the Dimcmr of Narsmg {DON) on |

% room should be kept locked at alf times perihe
“faciity policy, The DON stated if the medication

! in terview with the Adimini sffaiw on GS!(}?fﬁ at

£ 12:31 PM, revealed the medication room shotld ‘
"be locked at all t imes per the faclisty.s policy, The - i
: Administrator stated the medication room should | J

i remain locked to ensure resident safely as the

i facility did have residents who were cognitively

1
H i

| Faap

FORM CMS-2567(02-99} Provious Versions Obsolely
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£X3) DATE SURVEY

CHSTRUCTION
COMPLETED

(X2 MULTIPLE

58=0 | RECORDS-COMPLETE/ACCU} ?ATE/ACC‘ESS!B

LE
_[

i standards and practices thal are complete:
"accurately documented; readity accessible; and
1 systematically organized.

| The clinicat record must contain sufficlent

| resident's assessments: the plan of care and
_services pravided, the results of any
 preadmission screening conducted by the State;

. and progress noles.
i

|

i This REQUIREMFNT is nat met as ev;deﬁceé

by:
!
{ determined the facilily falled to ensure
interventions were acmfrafasiy documented in the
E rmedical record for one {1} of fifleen (15} sampled
| residents (Resident #1).

and review of the faci lty s policy, it was

“ The findings include:

| Bocumenlation”, tndated, revealed alf services
. provided to the resident, or any changes in the
r

AND PLAN OF CORRECTION A BULOING
1857208 BOWING - Q8072014
HAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, 5TATE, ZIP CODE
CARMEL MANGR 100 CARMEL MANCOR ROAD
FORT THOMAS, KY 41075
K0 | SLIMMARY STATEMENT OF GEFIGIENCIES i o PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PREC!:DLE) BY FHLE C O OPREFIX (EACH CORREGTIVE ACTION SHOULD B i Cow\gggion
TAG REGULATORY OR LS IDENTIFYRG INFORMATION) A i CROSS.REFERENCED TO THE APPROPRIATE DATE
| E DEFIGIENGY)
N S i
F 431 Conlinued From page 15 F 431,
! Admipistrator provided a fist of thirteen {13) :
: residents the facility assessed to be cognitively ;
“impalred; however, were mobiie without stalf
f &8sst
F 514 483, 751 RES - 514, ‘ ) _
fi} Nurses identified as documenting 9/19/14

. The facility must maintain clinical records on each !
' resident in accordance with accepled professional,

information to identify the resident; a recerd of the

%'

Based on ubsewatlen nierwew record review :

Rev few of the facility's policy tited, "Charting and

TED Hose and Geri-sleeves, will make
alate ent: 'y in nurses notes that
devices were not in place for 8/5/14,
8/6/]4 8/7/14 by 8/29/14.

2) All documentation for those
residents wearing Geri-sleeves and
TED Hose were checked for accuracy.

3] Policy and Procedure Char ting and
Documentation was reviewed and
revised as needed by Director of
Nursing on 8/20/14.

4} Nurses and nurse aides were
educated on need to follow medical

: dactm orders for Plan of Care, and
wi}en orders are not followed aides
fre to report to nurses, and nurses
document and notify medical
doctor /family Power of Attorney
appropriately, Education will be
comp}etcc by 9/15/14 by Education
INurse, Director of Nursing, or Unit
;M&nagei

5‘5) A QA monitor has been developed
and wili be initiated by 9/16/14 by

FORM CMS-2557(02-60) Previous Varsions Obsciple Event I 3R4Y 14
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185208 BWING ; 08in7/a014 |
| HAME OF PROVIDER OR SUPPLIER STRE smmwv CITY, STATE, ZIP SODE -
160 CARMEL MANCR ROAD
CARMEL MANOR
FORYT THOMAS, KY 41075
oD SUMBMARY STATEMENT OF DEFICIENCIES ow PROVIDER'S PLAN OF CORRECTION C
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL P OPREFIX | {EACH CORRECTIVE ACTION SHOULD B " COMPLETEN
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) - TAG . CROSS-REFERENCED TO THEAPPROFRIATE |, bATE
: : DEFICIENCY) i
! 5 = h
F 514 Continued From page 15  F514Director of Nursing, Unit Manager to |
resident’s condition, should be recorded inthe | rnomtm for accurate documentation of |
 fesident's medical record. Review revealed i carrying out physician orders for
_dacumenlation pertaining 1o a resident's refusal residents with orders for TED Hose or
of treatment should include; ihe reat iment i Geri- sleeves QA will be completed for
altemped, dat te and time lreatment was residents with physician orders for
tie‘mg;{ed rs:m;énif éibp%?:;*e ?fd tfi;m:im o : TED Hose or Geri-sleeves. It will be
, -
j reusi, name of pers piing st ; completed: weekly x 4 weeks, bi-
'the trealments, documentation that the resident |
weekly x 8 weeks, then monthl VX 9

i was informed of the purpose of the kreatment and
“the censequences of not receiving the care,

; docurmentation each time the resident refused
~kreatmen, the resident's condifions and any

amanths to be completed by Director of
EI*%ursing, Unit Manager, designated
nurse{s) then quarterly afterwards,

| adverse effects due lo the refusa), the date and i Findings will be tracked and trended
_time the Physiclan was notified aﬂd Physician's in routine and quarterly QA
{ response, pertinent observation and the signature | Committee meetings, by QA
] and litte of the person recording the data. ; iCommittee Nurse, Other QA
documenialoncees dosvecoiam ype | Commitee members ncuding
i should not be made in the medical record, and a Administr ator, Assistant , !
‘Administrator, Medical Director,

 folfow up note should be completed statmg that g
| there was an efror in documentation i in & previous
note, the date, ime and name of the person

i
H

LConsultant Physician, Social Services
| Divector, MDS ¢ oordinator, Director of |

f compietng the error should be noted in the eror Nursing, Dietary Director, Admmmus ;
- teporit note, and what efror was made, then the, o Comdmam: Pastoral Care - o
i correction of the errer sheufd be Wf ien ana new ' LgordIQBLQ;J Activities Director, - o
note.- . S L ;anzness Office Director, and other
|
i _‘representatives from the{gmmhte
Record revnew reveafed Resrdeni # was o 1
.admat[ed by the facily on 10/16/13, with i Sisters for the Aged and Infirm will be
mvoived in the review of these audits.

dlagnoses which inchided Cerebrai Vascular | i ,
| Accident (stroke) Congesiive Heart Fail lure, Alrial’ ’ 5
" Fibrillation, Diabeles, Anxlety Disorder and ;
Depr&sswe Disorder, Review of the Quartery . )
[ Minimum Data Set (MDS), dated 07/29/14, i
 revealed the facilily assessed Resident #1 be ;
i cognitively intact, to require tolat dependence with | j
_bed mobility, ocomctran drassing, toiet use, ; f
] personal hygiene and extansive assist with ‘ |
 lransfers, and to have had skin tears. ; ; |
Faciity ). 100056 il continuation shest Page 17 of 20
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STATEMENT OF DEFICIENCIES 1) PROVIDER/SUSPLIERICUIA
AN PLAN OF CORRECTION IDENTIFICATICN HUNBER,

£52) MULTIFLE CONSTRUCTION
ABULDING

X3} DATE SURVEY
COMPLETED

F 514 i Continued From page 17

. revealed Resident #1 an order dated 10/16/13,

- offat night, Further review reveated an order

i and mairtain skin inlegrity.
Record (TAR) for 08/05/14, revealsd: the Geri

hose were Initlaled as applied at 6:03 AM and
 Initialed as removed at 19:58 PM; on 0B/06/14,
* he Geri siceves were documeniled as being

L applied at 6:07 AM and removed at 19:50, and

" hose were initialed as applied 21 5:54 AM,

L

‘ However, observatton on D8/05/14 &t 518 PM
cand 540 PM, on 08/06/14 at 11:08 AM, on
GBOT7/14 81 923 AM and 9:41 AM revealed

TED hoss as per the TAR dacamentanan

| 0B/07/14 at 3:30 AM, revealed she was -

 hose should be applied prior to GNA #4's
“scheduled shift Commued interview revealed
t Resident #1 was not wearing TED imsa o
- 08/07/14, and CNA #4 was not aware of the

| reason me resident was not wearing them,
. Futher interview revealed CNA#4 had not

i | all empted 10 apply the TED hose nor, did sha

Hor TED hose fo be placed on in the morning and

the TED hose applied at 6:07 AM and ramoved at .
: 19:50 PM; on 0B/07/14 the Ged sieeves and TED ¢

s Resident #1 was not wearing the Geri Sleaves or

§z}temew wnth Ceriified Nurse 5 Aede (CNA) it4, on

msponsef, e for Resgdent #1's care, and the TED

i
i

H

| E

4

L , report the residend not wearing them to the hurse, |

‘

| Review of the August Monthly Physician's Orders

' daled 05/28/14, for Geri Sioeves to be placed on |
: bilateral forearms before gett mg out of bed and
‘remaved after the resident was in bed to protect

| Review of Residert #1's Treatment Administration |

- Sleeves were initialed &s applied 21 6:03 AM and
initialed a5 removed at 19:30 PM, and the TED

185208 | 8 wia 08107/2014
NARIE CF PROVIDER O SUPPLIER STREETADDRESS, GiTY, STAYE. 7if CODE
} 100 CARREL MANOR ROAD
CARMEL MANCR ‘ )
FORT THOMAS, KY 41075
[K4) D SURMARY STATEMENT OF DEFCIENCIES i PROVIDERS PLAR OF CORRECTION (X5}
PREFIX {U\LH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COPLETION
TAG ' REGULATORY OR LSC IDENTFYING INFORMATION} TAG CROSS-REFERERCED TO THE AEPROPBIATE BAvE
CEFICIENCY)
! H
F 514,
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A BUILDING

B WiNG

COMPLETED

GBIO7I2014

J

VAKE GF PROVIOER O SUPPLICR

CARMEL MANOR

STREEY ADGRESS

160 CARMEL MANOR ROAD

FORT THOMAS

CCUTY, SYATE e coor

. KY 41675

(K SUMMARY STATEMENT OF DEFICIENCIES
PREFIX HEACH DEFICIENCY MUST BE PREGEDED BY FULL
TAG REGULATORY OR LS IDENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION P s
¢ OPREFIK | {EACH CORRECTIVE ACTION SHOULD 88 [ COMPLETIH
©OTAG CROSSREFERENGED YO THEAPPROPRIATE | OATE

DEFICHEHGY)

L

F 514, Contintied From page 18
" Additionally, she stated she was unaware
I Rasident #1 had Geri Sleeves ordered,

i

Fﬁ%;

!

Interview with Licensed Practical Nurse (LPN) #3

on UBIOT/14 al 5:27 PM, revealed she had cared
Hor Resident #1 on the night of 08/06/07, and
 early morning of 08/07/14, and hag documenied
“having applied TED hose and Geri Slesves to

i Resident #1. LPN #3 stated Resldent #1 was

_asleep when she went into the room to implamen

l'the interventions, and LPN #3 did not awaken

: Resident #1 (o apply the TED hose or Geri
“Sleeves. Continued interview revealed she had
tdocumented on the TAR she applied the

t ;

i
i

interventions of TED hose and Geri Sleeves prior |
Ho going to the resident's room, and had forgotten ;

 to document the resident was asieep and the
Linterventions were nel implemented. Further

j interview reveated she should have documented
“accurately on the TAR to refiect the correct

| interventions in use.

! Interview wilth Registered Nurse (RN} #1 on

- 08/07/14 al 4:01 PM, revealed she was .
:ifespc_msib!e for Resident #1's care, and was - .
j aware Resident #1 had Physician’s Orders for
* TED hose and Ger Sieeves. ‘Fuither Interview
j revealed she was not awiare Resident #1 had
neither of these interventions implemented for
{ 08/07/14." RN #1 indicated the TAR should

- cantain accurate documnentation, '

i interview with LPN#1 on 08/07/14 at 9:41 AM,
i revealed she had cared for Resident #1;

. however, was unaware Resident #1 had an order |

for Gerl Sleeves. LPN #1 indicated she was also .

" unaware that Resident #1 was not waaring the
I TED hose as per he Physician's Order and as
. documented on the TAR. LPN #1 revealed

H ]

i

H
]
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PREFIK (EACH DEFICIENCY MUST 8E PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE - EDMPLETION
TAG REGULATCRY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE ARPROPRIATE P bATE
; i : DEFICIENCY) :
| :
F 514 Conlinued From page 15 . Fs4:
"should a resident refuse a treatment, it should be ‘
tnoted on (he TAR, Further interview revealsd 1
~documentation of a treatment shouid not be j ;

| completed until the treatment was completed,
- and Indicated the TAR should contain accurate ‘ :
t documentation. : ) :

Hinterview with the Unil Manager on 08/07/34 al
10:01 AM, revealed the TAR should accurately |
reflect the treatment interventions for each
i fesidenl. Further interview revealed should a ; ' ;
resident refuse a treatment, the refusal should be j :
 documented on the TAR and the Physician and ; :
family nolified of the refusal, :
3 : i
| Intetview with the Director of Nursing (DON) on |
L 08107114 at 11:66 AM, revealed his axpectation of ; :
- his staff would be lo follow the Physician's Orders
and document treatments acourately on the TAR, ;
i The DON ravealed a trealment that was not done !
" of not completed should not be documented as |
i completed. Further interview revealed shoulda |
_Tesident refuse a lreatment it should be f :
i documented acourately on the TAR, with the ; {
Physician and family natified of the refusal, : : :

H

X

:
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AN PLAH OF CORRED TN DENTIFICATION NURBER A, FUILEING 01 - MAIN BUALDRNG 61 COMPLETED
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| NARIE OF PROVIDER OR SURPLIER o ’ BTRET ADDRESS, CITY, STATE, 190 0008 '
N 100 CARMEL MANDR BOAD
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T e T GUNMARY STATEMENT OF DERICTEREIER LD iR P OF CambaTon P e
PREFR | EACH DEFIDIENCY MUST BE PRECEDED B FULL L ooser i (EACH CORRECTIVEACTION SHOULD 68 1 oamiition
TAG REGULATORY OR 156 HERTIE AL INFORMATICHN WA CROSSREFERENCED TO THEAPPROPRIATE | bare
. i { DEFICENCY) ;
i . J i
K 000 | INITIAL COMMENTS P K a{}ﬂ; : |
) g 3
D OFR: 42 GFR 483, 70(2) f !
f BUILDING: 04 i |
i _ :
T PLAN APPROVAL: 1989 i g s
P sturvEY UnDER: 2000 Existing 3 | |
FFACIITY TYPE: SNERF | f f
‘ ; ; ;
VAR N v EaE e peb i : :
] TYPE OFF STRUCTURE: Twa {2} story with o i ]
i basement Type 1 {211} i i ;
[ SMOKE COMPARTMENTS: Thiee (3) smoke | i
" comparliments ; .
i |
FIRE ALARM: Complets fire alarm systam with ;
§ one hundred forty two {142} heat and sixly (80
| smoke delectors ; H
SORINKLER SYSTEM: Complate attomatic wot g
f and dry sprinkler system. .
IS
) .o
! GENERATOR: Type il Qenerator, Fust sourceis

 diesel,

| Astandard Life Safoty Codo survey was - |
& 08/14, The facilty was found not
| tho eguitomenia for |

¢ Medicald. The :

uirernents for

+ participation. In Medicare and Medicaid. The =
facility Is certified for slly-live (85) beds with 3 |
; census of sixly-three (63) on the day of the
! survey. S
i

E The findings that lofiow demonstrate
| noncomplianca with Tille 42, Code of Federal :
§ Reguiations, 483.70(a) et seq. (Life Safely from f

|
!
i
;
:

X85 DATE

i}f&;ﬁaﬂ;mamws OR FROVICERISUPPLIER REPRESENTATIVES SIGNATURE TARETTTT
} - . ) ; i ; o E £
sx7ifn Aol ) dek ﬁg’mw{m £-28 0/

tesisk ('} dencles o difickeney whith e etiution sy ba excusad front aorrecling providing It is detorsinod Haat
patiends, (Saz ihsiuctisng,) Except for nursing homes, the fndings slated above are disciosabla 80 days
oF mrsing homes, lhe ahove findings and plans of coreatian am dinclosable 44

defictencios are cited, s anproved an of cowection s requisile to contlerd

Any deflelency statemens anding Wit an 9
wthor suleuards provide sulficient frutecsion fo the
folloviing the date of survey whether or nota Plan of correction fs provided, B
days fofiowing the date Mese decuments pre mado wenliable o the facility. ¥

g paticipation,
' Far%iiy iy, H00ss 1 continuation shaot fage fof 15
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??'ﬂ EMENT OF DEFICIENGIES X1} PROVIDERISUPPUERICLIA
ARE FLAN DE CORRECTION DENTIFICATION NUMBER

(X MURLYIPLE CONSTRUCTION
A QUILBING 01 - MAIN BUHDING 04

[43) DATE SURVEY
COMPLEYED

5G|
| Exiland direclionad slgns ave displayed in
' accordance with section 7,10 with continuous

“gystermn. 192,104

|
|

|- This STANDARD s not met as evidenced by,

i Based on observation and nterview, it was

! determined the faczhty fafled to ensurs exit signs
were maintained in accordance with National Fire
" Prolection Assovialion (NFPA) standards, The

| deficlency had the potential to affect fhree {3 of

! and yisltors. The faclfity has the capacity for
sixty-five {65} heds and at the tme of the survey,
I Ehe c;answ«: was sixtw rc.& {63}

W,
Mafn[ename 13 reclor, e a*@ci he wa&; ur
of thfa mqu remants f‘C}i’ iha riiuménaﬁcm of agr&sa

fhﬂ census of sgxiyuthme {63} was verified by the
Administrator on 08/06/14. The findings were

! ilumination also secved by the em ergency fighting

theee (3} smoke compariments, alf residents, staff

4
__i
&

8‘3\1’3{‘&

Ehave been in-serviced by the Assistant
‘Administrator regarding the
itlumination of egress requirements on

,8/29/14

j

|

F

!

} IMaintenance and Security Personnel
E

i

!

ERepiacement illuminated exit signs l
éhave been ordered for the areas
‘identified and will be installed by 5
{ Denier Electric. AH exit signs will be §
; connected to the generator for back up ;
“illumination in the event of a power i
foutage, i
|

|
|
l
!
lA QA audit regarding proper
} Hlumination of exit signs will be
.3 completed monthly: by the. Director of ;
‘ }:Mgmmnance with resuits forwaided tcx
i Administratioh to assure eamphanfe

|
|

5

~ ’féii:‘{igi BN . 0862014
RAME OF PROVIDER DR SURLER STREET ADDRESS, CITY, STATE, 217 CODE
WO 100 CARREL MANOR ROAD
CARMEL MANOR
, FORT THOMAS, KY 41075
(i SUBMARY STATEMENT OF OBFIIENCIES ; i PROVIDER'S PLAN OF CORRECTION T
PRUSETY, | (EACH DEFCIENCY MUST BE PRECEDED BY Futl. Popravi ; JEACH CORRECTIVEACTION SHOULD B, cosiiLeson
TAG S REGUATORY OR LEC DENTEYING INFORMATION TAG CROGS-REFERENGED TO THEAPPROPRIATE | BAE
! z i DEFIGHENGY) |
; wwﬁg,e{;mm)wxd axecution.ofthis nbm of
f . fcenectmn does not constitate admission or ,
KOO0 Continuad From page 1 ! K000 agreement by the provider of the truth of the |
l Fire) i facts alleged or conclusions set forth in the |
: i statement of deficiencies, The plan of J
% Deliziencies were cited with the: highest correction is prepared and/or executed solely
i deficiancy identified st *F lovel, { | because it is required by the provision of
K 047 NFPA 101 LIFE SAFETY GODE STANDARD K ay, federal and state faws. j
I‘he Director of Maintenance, 19/19/14
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T STREET ADDRESS, GHY, STATE, 2P CObE )
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GaND | SUMMARY STATEMENT OF DEFICIERCEES P PROVIDER'S PLAN OF GORREGTION | vty
{FACH CORREGTIVE ACTION SHOULD ai i COMPLETION

PREFIX {EACH DEFICIENGY MUST BE PRECEDED v el . PREFY I !
TAG REGULATORY OR LS IDENTIFYIHG 1 FORMATION e ! CROSSREFURERCED YO YHE APPROPIUATE | DAfE
! | DEFICIENCY) ;

i j ; i
|

MHAME OF PROVIDER O SUPPLIER

K 047 . Conlintied From page 2 Koq7 :

i
“acknowledged by the Administrator and verified ;
| by the Maintenance Director at the exit interview [
: on 08/08/14.

E [
| | |
5 Actual HFPA Slandard: ' 3 ;

|

78 ILLUMINATION OF MEANS OF EGRESS

- 7.8.1 General, !
[7.8.4.1¢ i ;
umination of means of egress shall he provided
i accordance with Section 7.8 for every building | |
and structure where required in Chaplers 11 ‘ i
f through 42, For the purposes of this recuirement, | ! {
 exit access shall include only designaled stairs, i | ;
- aistes, corridors, ramps, escalators, and ' j
j Passageways leading (o an exlt. For the purposes { !
! GF this requirement, exit discharge shall include I
j oniy dasignated stairs, aisles, corridors, ramps, |
" escalators, walkways, and exii PRASSHOGWEYS
 leading lo & public way. |
7.84.2

| tiamination of neans of egress shall be ?
. Contintious during the time that the conditiorts of j
[ coeupancy require fiat the. means of egress be
avaitable for use. Artificial lighting shalfbe . |
|

uch focations and for Such periods
qulred {0 maintaln the iy
lteria value

A valle

- means.of egres

| controfes ars eqUipped (o7 el safe
1 the Hurination timérs are el for & Mminimum .- y
f 15-minute duration, and the mofion sensoris - -

; activaled by any oeotpant movement in the arer E
1

f sefved by the lighting units,

|
|
g
|
|
|
|

7.8.1.3%
! The floors and other walking surfaces wilin an E
j axit and wilhin the porllons of the axit access and |
FORM GMS 2847(62-09) Previous Verslons Ohsclats Evant 1 0R4Y 2 Fagifify 3 10050 # continuntion sheel Pags 3 of 15
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HAME OF PROVIDER O SUPPLIER

CARMEL MANGR
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SLMMARLY SIATEMUNT OF BESCIENOIES
(EACH DEFICIENCY IUST BE PRECEDED BY & ULl
REGULATORY OR L3C IDENTIFYING HFORMATION

S
PREFI
TAG

H

P
| COMPLETION
; DATE

15 PROVIOER'S PLAM OF CORRECTION
FRERN | {EACH CORRECTIVE ACTION SHOET BE
TAG CROSSREFEREMCED TO THE ASPROMEATE
BEFICIENGY)

i

H

i
K 0«47§ Condined From page 3
 exit dischargs designated in 7.8.1.1 shalt be
f iiurvinated to values of at least | ft-candie (¢
1 Jux) measured at the figor.
. Exception No. 1 In asserbly uccupancies, the

; feast 0.2 fcandis (2 i denring periods of
. periormances or projections volvng directad
i fight.
? Excepiion No. 2% This requirement shall nol
Lapply where operalions or processas require law
; fighling fevels,
7814
t Reguired ilumination siall be arranged so that
tha failure of sny single lighting unit does not
; result i an iflumination level of lags than 0.2
i f-candle (2 lux) in any designated area,
AR R
I The equipment or unts installed! to meat the
requirements of Section 7,10 slso shall pe
“ permailted to serve the funetion of iljumination of
i neans of sgress, provided that ol reduirements
 OF Saction 7.8 for such iifumination are mel
7.8.2 Sources of lumination.
475 L
- Humination of means fozg_sess shall b from a
SR o reflable b . ;

.| source considerad reil
oy lnsd

iper ed indor Secl

[ 7.10.7.2* Photoluminestent Signs,
The face of a photoluminescent sign shall be
} continually Bluminated whie the buiding fs
i ccoupled. The ilfmination levels on the face of

thority having

i

FHituminaflon of the flooss of axit access shall be gt

i

:i

K047

H

FORM CHZ-2667I02-59) Previous Vassiony Chanlety
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TR REGULATORY OR1LSC DENTIFYIHG INFORMATION W CROSE-REFEREHCED TO THE APPROPIZATE R
; ] OEFICIENGY)
N | | * ]
K047 Continued From page 4 PRy ,

the photoluminascant sign shail be in acoordance I
with e lsting. The charging llumination shall be aj ; '
i refiable il ig!?;‘%um{: as delermined by the ; }

{ avthar f{y having jurdsdiction. The charglng fight j f
sovrce shall be of a type speciffed in the product ;
i markings, §Director of Maint&snanae was in- 19/19/14
S5, : i dmm;strator on 8/7/14 regarding °
Ep fires slar . ired for i is - & B
Afire alarm system required foc life safety | % the necessity of timely Fire Alarm ;

nstatiad, tested, and malrtained in accordance
witlh NFPA 70 National Flectrical Code and NEPA testing and the NFPA requirements.

i 72. The systamn has an ap;:xmved maintenance { i
and tesling pragram complying with applicable ;’The Fire Alarm testing schedule has *

' ] requirements of NFPAZ0 and 72, 9.6.1.4 r ibeen reviewed with the Director of

j X Maintenance and testing dates set in

' ! f :advance of quarterly deadlines. Fire §

J i ‘ ;Alarm testing company has been '

E motiﬁed j
t

4
)

P ’ iQM audit will be compieted by the
| ! Assistant Administrator or assignee
( Jon a guarterly basis to ensure

J ' : _ j . wmplrance :

| f

alaim system was inspected and g

igsted In g:eo;tiance with Nallorial Fire Prctecgmn i

Agsocialion (NFPA) Slandards. The deficlent -

praglice had the potential 1o affect thieé (3) of

- threa (3) smoke compariments, all residonts, slaff

ard visitors, The faclily has the capacity for

sixly-five (66) beds and at the fime of the survey, | !

 the censs was siviy-three (83). #
i

il i ]
HIAM CMS-2087{02-28] Provous Yecsions Obsutate Byand D sRAYEL Faclfy il t00050 If condinuation sheet Page 6 of {6
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b

K 052 Gontinued From page 5 |

|

| Fire alarm testing record review, on 08/06/14 of
2.0 PM with the Maintenance Director, revealed

[ tha facility fazfed to conduct a quarterly fire atarm
test during the fourlh quarter of 2013 until i

g o124, _

| Interview, on 08/08/14 al 2:01 PM with the |
Maintenance Director revealed he was not aware i

{ the fire alarm testing company had missed the
fourth quarter by two (2) days. |

The census of sidy-fhree (63} was verified by the |
| Administrator on 08/06/14. The findings wera .
acknowledged by the Administrater and verified |
i | by the Maintenance Director at the exitinterview |
on D8/05/14.

l

' Actual NFPA Standard: f

NFPA 101, 9.6.1.4. A fice alarm system required ’
for life safety shaﬂ be Installed, tested, and

vialnlained in accordance with the applicable !

requireimens of Ni, PA 70, National Electrical -

I 72, National Fir %!

| The findings include: s

CARMEL MANOR

FORT THOMAS, KY 41075

ey 0 SUMMARY STATEMENT OF DEFICIENGIES 0 ; FROVIDER'S PLAN (F CORRECTION : (M5
PREFIX | {EACH DEFIGIENCY MUST BE PRECEDED BY FUILL PREFI {EACH CORRECTVE ACTION SHOULD BE §COMPLETION

TAG REGULATORY CR LEC IDENTIFYING INFORMATION) . TAG G CROSS-REFERENCED TO THE APPROPRIATE DATE

, ! { DEFICIENCY) i

i 7 i :

H | ‘

K 052

i
; |

{#4 has been adjusted to the required;

The sagn in —book pmtrudmg-n Hali f . |
specifications. 8/7/14 !

|
|

I |

FORM CMS-2587(02.60) Previous Versions Chisolals Evapd I sRAY24
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185208 | BWING, 08062014
STREGT AQDRESS, CITY, STATE, 71 CODES

 NAKIE OF FROVIGER OR SURPLIER
168 CARMEL MANOR ROAD

CARMEL MANOR N
‘ FORY THOMAS, KY 41576
oam SUMBMAILY SINTEMENT OF DEFICIENGIRS oo PROVIDER'S FLAR OF GORREGTICH s
PRESY | {EACH DEFISIENGY MUST BE PREGEDED By Flan T OPREF[K B TEACH CORRECTIVE AGTION SROULE B8R } ﬁw{ﬁﬂ(}&
e REGULATORY OR LEGC IDEHTEYING INFORMATION [ OTAG 1 OROSSNEFERENCED TO THE ABPROPRIATE | DAWE
§ ! | DEFICIENGY] i
o i : ;
. . f {
Karz ! Conlinted From page 6 | K072, The Director of Maintenance, i /19/14
IMaintenance Department and i

[Tris STANDARD is riof et as avidenced by: {

Based on observation and Interview, it was { Security were in-serviced on

| deterrmined {he facilit :
lily faited to maintaln exit i 18/29/14 by the Assistant
aceess i acoordance with NFPA standards. The | Aém /r; ist F;; or regar chi NEPA ;
“deficlent praclice had the polential to affect thres ; ! ) g & ) §
: i standards pertaining to exit access.

; {3} of three (3) smoke compartments, afl i
rasidents, statf and visitors. The facility had the i !
[capacaty for shdy-five (88} beds and o! the tme of | A QA monitor will be completed by !

the survey, the census was sixly-hree {63). ! { the Director of Maintenance week]y
' The findings inclu é " | i for 4 weeks, then bi- ~weekly for 4 ‘
[ ; weeks then monthly to assure :
y Observation, on 0806/14 al 2:30 PM with the | ' compliance. Al monitors will be
! Maintenance Direclor, reveslad a lnen cant | { forwarded to Administration. }

! stored in the egress path by roomm #124,

f All staff will be in-serviced ]
| regarding maintaining clear *
i pathways of egress through in- f
services conducted 9/3/14 and |
L 9/4/14. ‘

;
; interview, on GB/0GI14 at 2:31 PM with the !

 Maintenance Director, rovealed e inen carf was |
| routinely slored in fhls location, ;

| Observation, on 08/08/14 at 248 PM wilh the
Maintehance Direclor, revealed a finer carl and
an foe ea{t slcrad in ihe egmss pa n Qf HaE #3,

i
|
;_‘?:nmwjaw on DB/06/44 a1 246 PMwilh the R
-+ 1 Maintenanes Dirdglor, rexfeahﬂdthelsnaﬂ cartf,sna' R I
s sart 5o 3 { i
|

2 -Mamipnanﬂe Direlor, 'ras}eafed the table was
- used for restorative dining and frequenify nm
[ pushees out of me way aﬁer Yee. | .

r——— \..:_.w- it Lrmate e

!
!
|
!
y
|
|
|
|
]

t Obsarvalion, on 0B/06/44 at 252 PM wzih the
: Malnlenance Director, revealed a sign-in hook

?GRM oMS- 256?(02 $1) Praviows Varslons Ohsofols Evsnd D SRV

[ S
SV,

Faulbiy 1L 100088 {f continuation shonl Paga 7 of 15
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{HEACH DEFICIENGY MUST BE PRECEDED BY PULL

Ay e §
REGILATORY OR LI MEMTIFVING INFCIAYIDN, !

PREFIX
f

0 PROVIDER'S PLAN OF CORRECTION P oo
PREVIY {EACH GUORRECTIVE ACTION SHOULD BE I comPLETON
JLTCR CROBEREFERENCED TO THE APEROPRIATE BATE
CEFICHMOYY

1A
;

K072 ; Continued From page 7
| shelf projecting sistean {16) inches out from the
, wall Jocatad by the entrancelexit door of Hail 24,

 iderview, on OBAOB/A4 al 2:53 P with tha 1
| Maintenance Director, revealed he was nol aware |
Ofthe sgrass requirements pertaliing to ;
| projections from the wall, ;

{ The census of sixiy-three {63) wos verified by the
Administrator on 0806114, The findings were

{ acknowledged by the Administeater and verified
by the Maintenance Director at the exi interview

f on GBI0GH 4, |

1 Actual NFFPA Standard:
Reference: NFFA 101 (2000 Edition)

F Moans of Egress Rellabillty 7.1.10.1
. Means of agress shalf be continuously
| maltained free of i obstrictions or

i
|
i
impedimants to full insiant use in the case of firs ;
| or other emergensy. :

| Reference; NFPA 101 (200 Edidon) 7.2 -
t Measurement of Means of Egiess, -~ .
., The width of means of sgress shid

- {infive clear at hé atrowe

L Referbnne; s&ceazusc: SRR

K 144 | NERA 101 LIFE SAFETY GODE STANDARD
. Generators are inspacled weekly and exerclsed
| under foad for 30 minules per moath in
- accordance with NFPASS, 3441,

NP

f
K (3?’25.?

}

|
§
!
“
!
|
?
|
|

FORM CHES-2697{0%- 93 Provisus Versiony Obenlety Evenl Tnaitdy2y

Fackiy ID: 1iowe i continustion shest Page & of 16

BRI g3 e



PRINTEL: 08/21/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES EDRM APEBROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0638-0391
STATEMENT OF OEFICIENCIES (X1} PROMDERSSUPPLIERICLIA  {62) MULTIPLE CONSTRUCTION 1K BATE SURVEY
AND PLAM OF CORRECTION HENTIFICATION NUVBER: 4. BULDNG 01 - AN BUILDING 01 CORPLEIED
185208 B WING 08/06/204
MAME OF PROVIER OR SUPPLIER STREET ADURESS, LITY, FINTE 29 COOE
160 CARMIEL MANOR ROAD
CARMEL MANGR FORY THOMAS, K 41075
o | SUMBARY STATEWENT OF DEFICENGES iow PROVIDER'S PLAN OF CORREGTION o5y o
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TAG |, RECULATGRY OR L5C DRNTIFCHG INFORMATION] R caase-a&?&ﬂ&f‘:é}ga ég Jé{}ﬁ APPROPRIATE i BAYE

H

& ‘i»’?{g Contlnued From page 8
]
|
|
[
I

’ This STANDARD Is not met as evidenced by

| Based on interview and ganerator testing record

review, il was delermitied the facility falled to
{ mamtam the generator set by Mational Firg
Protection Assoclation (NFFA) standards. The
i deficfency had the potential to affect three {3} of

three (3) smoke compartments, alf residents, staff

| and visitors. The facilily had the capacity for
sixly-five (55) beds wilh a census of sixly-thiee

f {63} on the day of the survey.
The findings Include:

CGenerator fasting record review, on DB/06/14 at

%

|

i
!

!f

2:05 P with the Mainlenance Director, revealed |

[

i

f the facilily did net docyment the transfer times

! monthly when the power was transfarred during
 the manthly sling of the geaerafcr traﬁafez .
§$W5t<sh : N |

| Inieiviaw, on QSfGE?!’M a2 86 PM W {h tha

Mainienanca E}jrec:or rezzeaied he was not awara

f of the {sqtsfremaﬁt

[ The census of sixty-thres (63) was verfied by the .

. Administrator on 08/06/14. The findings were
i acknowledged by the Administrator and verified
by the Maintenance Direcltor at the exit interviaw
| on 08/0GHA.

l
1
.
!
!
|

:
i

!

K 144, The Generator Log has been revised 19/19/14

At 7 i, bt

to reflect documentation of transfer |
| times during monthly testing, %
|

E The Director of Maintenance was in-
| serviced on §/29/14 by the ;
; Assistant Administrator regarding |
“the requirement. i

i £
; A copy of the completed log will be |
! forwarded to Administration for QA i
| monitoring on a monthly basis to i
f' assure compliance.

gf

Y et e

T VS,

| |

! i

FORM CRIS-2587(02-99F Previous Varsiona Obisclate

Event I0n oRAY21
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SUMMARY STATEMENT OF DEFICIENCIES t
(EACH CEFICSENDY MUST RE PRECEDAD 8Y FULL ’
REGULATORY OR B2 IDERTIFYING INFORBATION i

(Zaln
PREFIX
TAL

1

PROVIDER'S PLAN OF CORRECTION
{FACH SORRECTAVE ACTION SHOULD BE
CACSS-REFERENCED TO THEAPPROPRIATE

BEFEIELCY) I

Ly
PREFR
TAG

]
I coset et
© bAE

: H

K 144! Continued From page 9 !

E

; Actual NFPA Standard:

. Reference: NFPA 95 (1999 Edition} 8-4.1.1.45 +

| Alatm Arnuncialor, A rermole annunclator, j

slorage battery powered, shall be provided to

| operale outside of the generaling room ina

 location readily observed hy operating personnel

1 ait a regular work station {ses NFPA 70, Nations! %

, Efectrical Code, Saction 700412.) '

i The annunciator shall indicate afarm conditions of |
the emergency or auxiliary power source as ﬁ
folfows: !
a, Individual visus/ signats shall indicate the

f folfowing:

; 1. Whea the emergency or auxiffary power source

Ui operating to supply power 1o load ?

; 2. When the batlery charger is malfunctioning

* b Individual visual signals plus 2 common |

¢ audible signal o warn of an engine-generator i

{ alarm condition shall Indlcate the following:

i 1. Low Jubricating ofl pressure g

| 2, Low waler leimperature {below those required
ndanag) o

; 3. Excessive waler lemperature R

| h.:Low fuel - when the mais fus! storage tank - |

nkaing less than a 3-hour operaling sup

arf

ply. s L

IR

s

| 4.'

—

; signal, appropriately labeled, Shall bo established | .

- Lats conlinuodsly moniftored location. ' This -7
derangermient signaf shall aclivale when anyof -}
! the conditions In 8-4.1.1.15(a) and (b} ocewr, but
I neadt pol display these conditions Individually. |
[t110: 3-6.5.2) )
| I |

;SRM CHS-285 70299} Previous Vertions Clxalste Evend {9yt Facitity 1 100055 # pontinustion sheaf Page 10 of 15




PRINTED: 02102014

DEPARTMENT OF HEALTH AND HUMAN SERVICES EQRMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG 0038-0394
ST)’ATEM!E&“@T QF EEF!_C%EN(,‘{ES K5} PRG‘JEL_ER!SSPPL?&R}’(L_LM (A2) BULTIPLE COMNSTRUT TION X3} OATE SURVEY
AND BLAN OF CORRECTIIN IDEMTIFICATION MIMRER; A BUILDIG 0 « BIAIN BUILEING 04 COMPLETED
: 125208 A 08106/2014
HAME OF PROVIDER OR SUPPULA STREET AIOREAS, CiTY, STATE, 20 CODE
109 CARMEL MANOR ROAD
24 (5
ARNEL MANCR FORT THOMAS, KY 41675
D SUMMARY STATRMENT OF DEFICIENCIES S PROVIDERS PLAN OF CORRECTION .
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| | I DEFICIENCY) }
! ! i :
K 144 Conlinued From pags 10 po K44,
[ Reference: NEPA 110 (1999 Editior) 6-3.1 The | | '
Level 1 or Level 2 EPS equipment location shall | j |
f be l :
prousded wilh batlery-powered emergency j i
fighling. The emergency | :
: isghimg charging system and the normal service |
rooim i i :
f lighting shefl be supplied from tha foad side of the | a ;
transior i i i
| switch, : f ,
| Reference: NFPA DY (199 Edition) 3-64.1.1 g |
_Maintenance and Testing of Alternate Fower i ! :
| Source and Transfer Switches. | i

s,

{a) Maintenance of Atemafe Power Source,

: The generalor setur other afternate pawe: source’ i
2 and associated equipment, including i ; i
, appurlenant parls, shall be so maintained as o
I be capable of supplying seivice within the ; !
“shortest fime pracsscabie and within the E :

j 10-second interval specified In 3-4.1.1,8 and 2- | ]
5.3.1.

(B} Inspection and Testing, Generalarsels ° ’ §

f shaii be Inspecie ané testedin a{:cordance w;ih f
3A44.300). TR IR R ST R

e kimimmn s 4

: i
Actua? Siandan}: I\éFPA 85, 3—«4 4 1, ’E Maimenance §
i and Testing of Aftemate Power Sﬁume atzd ! \
Transter Switches, . 5
{aj Maintenance of Altemale Power Source, j
" The generator set or ather aliernate powsr sourcs’ :
{ and associated equipment, Including all j ! [
FORSY CMS- 2567 (52:09) Previcils Versivas Obsaieda Bvbnt TRoR3 Y21 Facilify ID7 106085 {f continuation sheet Page 11 of 15
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STATENENT OF BFICIERSIES {(H1) PROVIBER/SUPPUERICL
AN PLAN OF CORBECTION IENTIICATION RUMBER:
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g [ SURMARY STATEIENT OF DEFIGIENCIES
PREF | HEACH DEFICIENGY MUST BEPRECEDED BY FULL
TAG BEGULATORY OR 180 IOENTIEYING VAT CHIRAAY L 2hy

i

f

i

i B PROVIDER'S PLAN OF CORBRCTION 3§ X5
PHREFIX {FACH CORRECTIVE ACTION 2HOULD BE ! CORPLETION
TAG  © CROSS-REFEREHCED TO THE APPRORRIATE , A
z GEFDTERCY] g

!
K 144 i Confinued From page 11

¢ appurtenant parls, shall be so maintalned as o
i be capable of supsiving satvice within (he

j shortest lime praclicable and withis the

" Tl-second Interval specifed In 34, 1.1.9 and 4.

f 4.3.1, Maintenance shall be performed in

* aceardance with NFPA 110, Standare for

E Emergency and Standby Power Systems,

: Chapler 8.

; {b} Inspection and Testing.

oL Test Critera, Generator sels shal be
tested twelve (12) times a year with testing

§ infervals botwaan not less than 20 days or
exceeding 40 days, Genetalor sety serving

fertergency shd equipmaent systems shatl he in

- accordanes with NFPA 10, Standard for
Emergency and Standlby Powsr Systens,
Chapter 8,

‘oad conditions shall Include a complete

| shmuleited oold start and appropriale sulomatic
und mangal transfer of ofl sssentlal elactrcal

| system loads.

are Naeded fo keeys the machings ready to

1

2
!
. Reforence: NFPA 89 {1999 Fdiion) 6-1.1% The
f Touling imalntanance and opsratlonsl testing

j Program shelt be based on the manufaoturer's

| recommandations, instruction manyals, and the

|
‘ ! 2. Test Condillons, The scheduled test under
i

3 Test Persomel. The schedulad tests sia
I be conducted by competent personnel. The tost

| funcilon and, in addifion, Serve 1o defect causas
| fon and ta e personnel n operaling |

|
:
i
1

L

;

f
}
|

3

§
!

K 1441 !

| l
|

'

T s e, v

FORM CME-55VT-09) Previcus Vigrelons Chsclsts Event {0:9R4Y2

¥ conllauation shiset Pagn 12 of 15
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SMRMARY \'I‘ £
E'Cli:'

DEFICIENGYY

" Continued From page 12

. Iminimuny requirernents of this chapler and the

authorily having jurisdiction

Reference: NFFA 99 (1599 Edition) 8-33 A
swritten schedule for rouline maintenance and

operational lesting of the £PSS shall be

- gslablished

Referance: NFPA §9 (1594 Edition) 8-4.1" Level 1
and Level 2 EPESs, including all appuianant

" components, shafl be inspected weekly and shail
be axercised under load at feast monthiy.

Reference: NFPA©9 (1999 Edition) 6-4.5 Levet 1
and Level 2 transier sm;tcEms shall be operaied

- monthly. {he monihly test of a transier swilch
“shall consist of efeclrically operating the transfer

' position and then

swilch from the standard posilion to the alternats
a retun to the slandard
position.

Relerence: NFPA 101 { 2000 adition) 7.9.1.2
Whare maintenancs of llurmination depends on
changing from ane are{q; source to anot ther, A
detay of not

“more than 10 ‘aeconds sha'i be ppmmeJ

Reference: NFFA 110 {1999 2d.)

5-7 Heati ting, Cooling, and Ventilating. - ;
57,1 Cons;defaf on shall be a vcn o p!{lpﬁ‘f ; L
sizing the ventilation . '
Of a@if- conditioni ing sysiems, to remove ari tf?e heai
rejected to the EPS equipment room by the

. energy converter,
- uninsufated or insulated exhaust pipes, and oiher

heat-producing
equipment.

- 5-7.2 Adequate ventilation shall ba provided lo
| prevent temperalures

or temperature rises in the EPS and refates

Lverd I 9R4Y 29 Featiity 1) 100056
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equipment that excead the recommendations of
fhe
manufacturer,
5-7.3 For the EPS equipment eoom, the
ventiiation or cooiing
Pequipment, of both, shall ba sizad so that the
: amblent femperature
sshall not sxceed the FPS equipment
manufacturer ' s oriteria
for allowable maximum empeaiues,

’ P{‘{{“ﬂ“f‘(“(* NFPA ‘i (1998 Fdidion; 5-2 1 The
RS shall be installad i a2 separale rcom for
s Level
1 instaliations. EPES equipment shall be
fpormitied o be
insfalied In this room. The room shall have a
minimum Z2-hour ‘
fire rating or shalf be located in an adequate : j
enciosure ieated
_outside the building capable of resisting the
“enlrance of snow
OF rain al a maximum wind velocily reguired by
local building
- codes. No other equipiment, ing luding
architectural appurtenances, '
- excapt those that serve this space, shall be
- pesmilted
i this room,

Reference: NFPA 110 (1599 Edition) 5-12.5
 starling battery units shall be located as cfa}se as

practicaple to the prime mover starter to minimize
- voltage drop. Ballery cabies shall be sized to

gy

minimize volt age drop in accordance with the ‘
manufacturers ' recommendations and acceptad L J

Event i 0RAY 2

H continuaton sheet Pags 14 of 18

s



; C U2
FORM APPROVET
OMBNO. 09380351

!"‘f”%“"*ETs\fiFi\é"i" OF HEALTH AND HUMAN SERVICES 3
"‘E"!\ T OR MEDICARE & MEDICAID SE "‘fl“ ES — ¢

"if‘lf'l ECONSTRUCTION z X3} fmaf_

EGHeH 5030 - MAIN BUILDING o1 P

DER OF 54

|
| wooc BANCR ROAD
CARMEL MANOR " TR HANOR RO |
! FORT THOMAS, KY 41075

FROVIDER'S
ACH CORREC ‘q,m#”‘s LD
TRENCED 7O THE APPROPIIATE
CEFRIIENGY

K 144 Continued From page 14 C K144
angineerng practices,
Galtery charger cutput wiring shall he
Cpermanently connedted. Connections shell not ke
made al the batlery terminals,
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