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A recertification survey was conducted 04/30/13
through 05/02/13 to determine the facility's-
compliance with Federal requirements, The
facility falled to meet the minimum requirements
for recertification with the highest scope and
severity of an "F".

483.13(a) RIGHT TO BE FREE FROM
PHYSICAL RESTRAINTS

The resident has the right to be free from any
physical restraints imposed for purposes of
discipline or convenience, and not required to
treat the resident's medical symptoms.

This REQUIREMENT is not met as evidenced
by: :

Based on observation, Interview, record review,
and review of the facllity's policy/procedure, it was
determined the facllity falled to identify and
appropriately assess a physical restraint for one
resident (#1), in the sample selection of fifteen
(15) residents. '

Findings Include:

A review of the Restrictive Device Management
Program, revised 11/10, revealed a physical
restraint was defined as any manual method or
physical or mechanical device, material, or
equipment attached or adjacent to the resident's
body that the Individual cannot remove easlly
which restricts freedom of movement or normal
access to one's bedy. The policy revealed the
licensed nurse would complete the device
evaluation to determine the medical necessity for

“This Plan of Correction is prepared
and submitted as required by law. By
submitting this Plan of Correction,
Edmonson Center does not admit
that the deficiency listed on this form
exist, nor does the Center admit to any
statements, findings, facts, or

F221)conclusions that form the basis for the

alleged deficiency. The Center
reserves the right to challenge in legal
and/or regulatory or administrative
proceedings the deficiency,
statements, facts, and conclusions that
form the basis for the deficiency.

F 221 Right to be Free From
Physical Restraints

The Licensed nurse completed a
restraint assessment for resident #1 on
05/03/2013 to identify the device was
a physical restraint and no adverse
effects were identified.

Current residents with assistive
devices were reviewed by a licensed
nurse utilizing the restrictive device
evaluation on 5/10/13, No other
physical restraints were identified.

Director of Nursing Services re-
educated licensed nurses on the
restrictive device management
program to include the difference
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Any deficlency statement and1ng with an asterisk (*) denotes a deficlency which the institution may be excused from correcling providing it is determined that
olher safeguards provide sufficlent protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, lhe above findings and plans of correclion are disclosable 14
days following the date these documents are made available to the facility, If deficlencies are cited, an approved plan of correction is requisite to continued

program participation.
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¥ 221 | Continued From page 1 F 221 [between restrictive and assistive

the device. The next step was to determine if the
device was an assistive device and would be
used as an enabler, reminder, or would be
restrictive, Evaluating was an extremaly important
step, because once residents device needs were
identified, appropriate Interventions would be
implemented,

An obsearvation, on 05/02/13 at 10:00 AM,

revealed Resident #1 made attempls to lean over’

in the wheelchair; however, the residant's
shoulder harnass restricted the movement. When
the harness was removad, the resident was able
to lean forward and back in the wheelchalr per
self. The resident did not have good conirol of
his/her upper body. The resident was transferred
to the bed, whers he/she was able to sit up per
self and crawl on the mattress; however, the
resident did not have good control of his/her
upper bedy, '

Arecord review revealed Resident #1 was
admitied to the facility on 11/09/11 with diagnoses
to Include Infantile Cerebral Palsy, Epilepsy, and
Unspeclfied Inteliectual Disabilities.

Acreview of the Device Evaluation, dated
01728113, revealed the harness was o prevent
the resident from leaning forward and falling from
the wheelchair. The evaluation did not include the

I seat belt, and did not indicate the hammess was a .
restrictive device.

A review of the quarterly Minimum Data Set
{MDS) assessment, dated 02/01/13, revealsd the
facility assessed the resident as severely
cognitively impaired and had no restraints.

devices for positioning on 5/09/13.

Director of Nursing Services,
Assistant Director of Nursing Services
or charge nurse will complete three
chart audits a week times four weeks
and then three chart audits a month
times two months to ensure residents
have been identified and appropriately
assessed for physical restraints.
Director of Nursing Services or

will report results to the Performance
Improvement Committee monthiy for

[three months for further

recommendations.

Completion date:

Assistant Director of Nursing Services '

05/30/13
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Continued From page 2

A review of the Physician's Orders, dated May
2013, revealed an order for a shoulder harness
for upper body positlening and seat belt for trunk
stabllizing. Release every two hours for 10-15
minutes and as nesded.

An interview with the interim Assistant Direclor of
Nursing (ADON]}, on 05/02/13 at 2:10 PM,
revealed she completed the device evaluaftion for
Resldent #1. She revealaed the purpose of the
harness was to prevent the resident from falling

-forward. She revealed the hamess "probably”

should have heen assessed as a rastrictive
device, She revealed a restraint would be
anything a resident could not get out of without
assistance.

An interview with the Interim Director of Nursing
(DON]}, on 05/02/13 at 2:30 PM, revealed if
Resldent #1 did not have the harness, hefshe
would fall out of the wheelchalr. She revealed the
resident does not attempt to get out of the
wheelchair; therefore, it was not considered a
rastraint. She did not agree the device restricted
the resident’s movement.

483.15(h}{2) HOUSEKEEPING &
MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT Is not met as evidenced
by

Based on observation and Interview, it was
determined the facility falled to ensure effective
housekeeaping and maintenance services

Faz21

F 25315 253 Housekeeping and
Maintenance Services

| |Director on 5/24/13,

Maintenance Director replaced the
cautk at the base of commodes in
rooms #304, #307 and #308 on
5/24/13. Room #205 had cracked
plaster near baseboard in bathroom
repaired and painted by Maintenance
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F 2563 | Continued From page 3 F 263{Room #206 had walipaper boarder re-

necessary to maintain a sanitary and orderly
environment related to cracked plaster on the

-walls, excessive caulking around the tbilet bases

that was stained and dark colored, and torn
wallpaper in resident's rooms.

Findings include:

An interview with the Maintenance Supervisor, on
05/02/13 at 2:25 PM, revealed there was no:
speciiic policy for maintenance of the resldent
rooms hut the process was that the staff, who

identified a concern, were o fill cut a

maintenance request form and place In the box,
located on each unit. The Maintenance
Supervisor stated he checks for correspondence
each day.

An observation with the Maintenance Supervisor
of resident rooms, on 05/01/13 at 2:25 PM,
raveated:

A. Onthe 300 Wing, tollets were observed
with raised, excess caulk around the toilet bases
that was brown and orange In color and
malodorous, in Rooms #304, #307 and #308;

B. On the 200 Wing, Rooms #205 had
cracked plaster near the wall bassboard of the
bathroom and Room #206 had peeling wallpaper
border all alone the celiing;

C. On the 500 Wing, Room #501 had an
area of cracked plaster on the bathroom wall.

D. In the East/West shower room, curtain
brackets were missing for the privacy curtain,
causing the curtain to drag on the fioor.

glued along the ceiling and room #501
had cracked plaster on wall in
bathroom repaired and painted by
Maintenance Director on 5/24/13. The
missing curtain brackets on the
privacy curtains in East/West shower
rooms were replaced by Mainfenance
Director on 5/24/13.

Maintenance Director and resident
Ambassadors completed review of
facility on 5/24/13 for housekeeping
and maintenance services needed to
maintain a sanitary, orderly and
comfortable environment utilizing the
environmental standard overall tool.
Areas identified were addressed by
housekeeping or Maintenance
Director on 5/24/13,

Maintenance Director was re-educated
by Regional Project Manager on
environmental rounds to be conducted
monthly utilizing a rounding tool on
5/06/13. Staff were re-educated by
Administrator on housekeeping and
maintenance services needed to
maintain a sanitary, orderly and
comfortable environment to include
completing work orders for repairs as
necessary on 5/09/13.

Maintenance Director and resident
Ambassadors will conduct’
environmental audits weekly times
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Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who eniers the facility without an
indwelling catheter is not catheterized unless the
resident's clintcal condition demonsirates that
cathelerization was necessary; and a resident
who Is incontinent of bladder recelves appropriate
treatmenit and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, Interview, and review of
the facility's policy/procedure, it was determined
the facllity failed to ensure appropriate treatment
and services o prevent urinary tract infections for
two resldents (#8, #2), In the selected sample of
fifteen (15) residents. o

Findings includs:
A review of the Personal Hygiens and Bed

Making policy/procedure, undated, revealed to
wash the labia majora. Use nondominant hand to
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F 253 | Continued From page 4 F 253 ffour weeks and monthly times two
months to ensure a sanitary, ordetly
An intarview with the Maintenance Supervisor, on and comfortable environment, The
05/62/13 at 3:00 PM, revealed he was unawars of . Maintenance Director will report -
the problems and there was no designated fime results monthly for three months to
for a routine walk through of the rooms to assess the Performance Imﬁrovement
for any malntenance concerns. The Malntenance Committee for further
Supervisor stated the staff were usually good recommendations
about letting him know when something needs !
attention. .
F 315 | 483.25(d) NO GATHETER, PREVENT UTI, F 315 Completion Date: 05/30/2013
55=0 | RESTORE BLADDER

F 315 No Catheter, Prevent UTI,
Restore Bladder

Resident #2 and #8 were provided peri
care and catheter care per protocol by
a licensed nurse on 5/03/13, A
Licensed nurse assessed resident #2
and #8 for signs and symptoms of UTI
using the McGreer's criteria on
5/03/13, no signs of UTI were noted.
Nurse Aide # 3 and # 5 was re-
educated by Director of Nursing
Services on 5/03/13 on peri-
care/catheter care,

TLicensed Nurses assessed current
Esidents with incontinence and

indwelling catheters utilizing the
cGreer’s criteria for signs and
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F 315 | Continued From page 5 F 315 symptoms of urinary tract infection
- | gently retract labia from thigh; with dominant (UTD) on 5/23/13. No UTI’s were
hand, wash carefully in skinfolds. Wipe in the noted
direction from perineum to rectum. Repeat on - : : : :
opposite side using a separate section of ¥ icensed nurses and CNA's were re-
washcloth. cducated and competency testing
1. An observation of Incentinent care for Resident pDr;) v;;j: dﬂ?;:}?SC/OS’ilﬁ bg then?itaff
#8, on 05/01/13 at 9:45 AM, revealed State ovelop ; oordiator &
Reglstered Nurse Aide (SRNA) #3 obtained a Director of Nursing Services to
basin of warm water with several washcloths. She nc!ude appropr. iate procedures on
rinsed one washcloth in the water and applied a perineal/incontinent care, and catheter
foaming cleanser to cleanse the resident's Care.
perineal area. She rinsed the washcloth in the
water basin and used the same washcloth to
cleanse the perineal area for a second time. Then The Director of Nursing, Assistant
n 2]
she_rinsed the same ]Nashc[olh inthe 'solled water Director of Nursing or Charge Nurse
basin and used it fo rinse the resldent's perineal ill ob five resident K
area for a third time. A new washcloth was WILLoDSCIve 1ive 1es] ) ents ;?er wee
obtalned, rinsed In the soiled water basin, and for one month and three residents per
used to cleanse the resident's buttocks. week for one month then five per
month for one month that are
An interview with SRNA #3, on 05/01/13 at 10:00 incontinent of bladder or have an
AM, revealed she was supposed to use a new indwelling catheter receive appropriate
washcloth afier each use, She revealed she freatment and Services to prevent
should have changed the water in the basin when lirinary tract infections, The Director
solled. bf Nursing will report fhe findings to
An interview with the Interim Director of Nursing the P erformance Improvement )
(DON), on 05/02/13 at 10:30 AM, revealed staif Committee for three months, for
should not use the same washcloth to complete further recommendations.
perineal care, After used, a new washcloth should
be obtalned. Clean washcloths should not be Completion Date: 05/30/2013
rinsed in solted water, she expected staff to
change the water after it was soiled.
2, An observation of urinary catheter care for
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Resident #2, on 05/01/13 at 10:25 AM, revealed
State Reglstered Nurse Aide (SRNA) #5 obtained
a basin of warm water and several washcloths.
She wet one washcloth and applied peri wash
and proceeded to clean around the suprapubic
catheter area, She then laid the solled washcloth
on the bedside fable because she falled to gather
the supples such as plastic bags needed to
successfully complete catheter care. She then
proceaded to wet another washcloth to rinse the
area and lald that washcloth on top of the other
washcloth already on the bedside table. Then
she fook the first solled washcloth from
underneath the second soiled washcloth on the
hedside table and procseded to clean the anal
area and laid the soiled washcloth on the bedside
table again.

An interview with SRNA #5, on 06/01/13 at 10:40
AM, revealad she would usually gather all of the
supplies neaded to parform catheter care
including trash bags but she had bean unabie to
track down a housekeeper to get a roll of plastic
bags. She further revealed she did nof have two
basins of water and did not emply and change
the dirty water during catheter care.

Additionally, SRNA #5 revealed she understood
the problem with laying the soiled washclioths on
the bedside table and even though the resident is

‘nothing by mouth (NPO) related to feeding tube,

the nurses use the table to set up supplies for the
tube feeding.

An interview with the Director of Nursing (DON),
on 05/02/13 at 2:03 PM, revealed she would
expect the SRNA doing the catheter care would
change ou the dirly water during catheter care

F 315
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F 315 | Continued From page 7 F 315
and have plastic bags to place soiled linens in.
She further stated she would not expect the
SRNA 1o lay solled linens on a bedside table for
any reason, :
F 323 | 483.25¢(h) FREE OF ACCIDENT F 323
§58=D | HAZARDS/SUPERVISION/DEVICES F 323 Free of Accident

The facilily must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident recelves
adequate supervislon and assistance devices fo
prevent accldents.

This REQUIREMENT is not met as evidenced
by:

Based on obssrvation, interview, record review,
and review of the facility's policy/procedure, it was
determined the facility falled to ensure each
resident recelved adequate assistance devices to
prevent accidents for one residents {#4), Inthe
salected sample of fifteen {15) residents.
Resident #4 had an order to drink hot beverages
from a cup with a spouted lid as a safely
precaution; however, observations were made of
the resident drinking from a regular coffee cup.

Areview of the policy for Assistive Devices, dated
07/08, revealed the facility would provide
assistive devices as needed to maintain or
improve resldent's ability to eat independently,

Observations on 05/01/13 at 12:15 PM and
05/02/13 at 12:00 PM, revealed Resident #4 was
In the dining room eating lunch, drinking coffes

Hazards/Supervision/Devices

Licensed nurse provided spouted lid
cup to resident #4 on 5/03/13.
Licensed nurse completed skin

- lassessment on 5/03/13, no
impairments noted.

Current residents were reviewed by a
licensed nurse to ensure adaptive
equipment to be utilized during meals
was in place and current on adaptive
list posted in dining room and lounge
area on 5/03/13. :

Director of Nursing Services and Staff
Development Coordinator re-educated
staff on where to locate information
on residents with adaptive equipment
to include spouted lid cups and
following tray cards on 5/09/13.

Director of Nursing Services,
Assistant Director of Nursing Services
and Staff Development Coordinator
will conduct meal audits to assure
appropriate assistive devices to
prevent accidents three times a week
times four weeks and three times a
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(MD3S) assessment, dated 03/27/13, revealad the
facility assessed the resident's cognition as
severely impaired and was dependent with setup
asslstance for ealing.

A review of the Physiclan's Orders, dated
03/29/13, revealed an order for a spouted lid cup
when drinking hot liquids to enable the resident fo
drink liquids independently unti! Occupationat
Therapy (OT) could evaluate. A review of the OT
Evaluation, dated 04/04/13, revealed the resident
was referred to thelr services by nursing as the
resident demonstrated frequent spiils related to
decreased cognition. The resident was at risk to
spill coffee or other hot beverages when drinking
from a regular cup. The evaluation indicated for
the resident to drink from a cup with a spouted lid
and handle for all hot beverages to increase
safely. A review of the resident's tray card, dated
05/02M1 3, revealed a 2 handle spout cup as
adaptive equipment,

An interview with State Reglstered Nurse Aide -
{SRNA) #4, on 05/02/13 at 1:15 PM, revealed the
flulds were given {o the residents In the dining
room before the food trays were passed. She

‘gave Resident #4 cofies today In the dining rcom

for lunch; however, did not ensure the rasident
received a spouted iid cup. She did not know
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F 323 | Continued From page 8 Faz23
from a regular coffee cup. There was no spouted
fidt on the cup, ' Director of Nursing Services or
- S : Assistant Director of Nursing Services
A record review revealed Resident #4 was will report findings to the
g.ngmally af""‘“dedf g‘e ffac:gty o ?_5" 0‘6" 09lwath Performance Improvement Committee
12gnoses o incllids senile Uementa, IMpuise for the next three months for further
Control Disorder, Anxiety, and Psychosis. .
recommendations.
A review of the quarterly Minimum Data Set’ .
Completion Date: 05/30/2013
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which residents received a special cup.

An interview with.the Restorafive Aide, on .
06/02/13 at 1:50 PM, revealad she usually
passed fluids to the residents in the dining room
hefore lunch was served. She verifled she passed
flulds at lunch, on 05/01/13 and 05/02/13. She
revealed coffee was usually passed by her, but
other staff In the dining room help as well. She
revealed Resident #4 should have received a cup
with a spouted lid. She verified there was a llst of
residents that required adaptive equipment
posted inside the dining room cabinet, available
for staff if needed.

A review of the Physiclan's Order Listing {located
inside the cabinet of the dining room), dated
04/02H13, revealed Residant #4 should have a
cup with a spouted lid while drinking hot liquids.

An interview with the interlm Director of Nursing
(DON), on 05/02/13 at 2:30 PM, revealed there
was a list put inside the cabinet door in the dining
room, of resldents with their required adaptive
equipment. She expecled if a staff member was
unsure of what a resident needed, they shouid
have checked the list,
F 371 | 483.35()} FOOD PROCURE, F 371
$s=E | STORE/PREPARE/SERVE - SANITARY F 371 Food Procure,

' Store/Prepare/Serve - Sanitary

The facllity must -

{1) Procure food from sources approved or On 04/30/2013 Nutrition Services
considered satisfactory by Federal, State or local Aide re-heated Chopped Salisbury
authorities; and ' . Steak to temperature above 135
(2) Store, prepare, distribute and serve food degrees prior to serving.

under sanitary conditions
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F 371 | Continued From page 10 F 371 | Audits completed on 05/01/2013 and
05/02/2013 by Nutrition Services
Director to ensure ail food was correct
e S temperature.
This REQUIREMENT Is not met as evidenced
by: ) Nutrition Services Director was re-
Basad on observatlon, interview and review of educated on F 371 to include storage,
the facility policy, it was determined the facility reparation. distribution. and servin
failed lo store, prepare, distribute and serve food {?‘ 5 d P & , &
under sanitary conditions. Observations of the food under sanitary conditions to
kitchen revealed ground Salisbury Steak, served include appropriate serving
at a temperaiure of 110 degrees Fahrenheit (F.) temperature by Adminisirator on
04/30/13,
A review of the census and condition, dated
04/30/13, revealed there were 72 residents in the Nutrition Services Director
building with eight of those residents baing tube re-educated Nutrition Services staff on
fed and not utllizing the kitchen facllitles. Storage, preparation, distribution, and
Findings include: serving food under san}tary cor}ditions
to include the appropriate serving
A review of the polley “Food Preparation,” dated temperature on 04/30/13,
July 2008, revealed the Nulrition Services
Diraclor (NSD) and the cook were rasponsible for Nutrition Services Director will
food preparation techniques, to ensure that food conduct three random audits weekly
items are exposed to temperalures greater than times three weeks and three random
41 degrees F and or less than 135 degrees F, or audits monthly for an additional two
per the state regulation. months to ensure food is being stored,
1. An observailon of the kitchen service area, on prepared, ,d istributec.i,. and SGI:VGC[
04/30/13 at 1150 AM, revealed the steamer vat under sanitary conditions to include
to contain chopped Salisbury Steak, prepared for appropriate temperature. N‘lmtim}
the noon meal. The thermomeler was tested and Services Director will report findings
was calibrated at 28 degrees In ice water and the to the Performance Improvement
temperature was tested as 110 degrees F. The Committee monthly times three
meat was served on one resident's tray and set months for further recommendations.
on the meal cart to be served.
An interview with the NSD, on 04/30/13 at 11:65 Completion Date: 05/30/2013
AM, revealed the reason for serving the beefwas
FORM CM$-2687(02-99) Previous Verslons Obsolate Event ID: EWZHM11 Facillly ID; 100680 If continualion sheet Page 11 of 18




PRINTED: 05/16/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0838-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIFLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
186401 B. WING 05/02/2013
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, ZIP GODE
EDMONSON CENTER 813 . MAIN ST.
BROWNSVILLE, KY 42210
P40 SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAM OF CORREGTION - 5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEEICIENGY)
F 371 | Continued From page 11 F 371
that it was difficult to keep ground meat at the
proper temperatura due to the texturs of the meat
.| being so crumbly and stated the meat should .
have been at least 135 degrees F.
F 372 | 483.35(1)(3) DISPOSE GARBAGE & REFUSE F 372| F 372 Dispose Garbage and Refuse
88=rF | PROPERLY ' : Properly
:{I:;);arg;hly must dispose of garbage and refuse Administrator reviewed facility
dumpsters on 5/04/13. Repairs
needed noted.
This REQUIREMENT is not met as evidenced :
by: : Administrator met with Mayor Jerry
Based on observation and interview, it was Meredith on 05/21/2013. An
determined the facili!y falled to dlspose of agreement was made to repair
tghaf?fﬁgﬂeég'égﬁsd to lids on the dumpsters dumpsters so lids close properly on
) 05/21/2013,
Findings Include: T
g8 e Administrator re-educated staff on the
An observation of the two durnpsters, on 05/01/13 proper closing of dumpster lids and
at 2:26 PM, revealed both of the dumpsters had reporting inability to close to
been dented, during the frash pick up service, to administration on 5/09/13.
where there was no way to fasten down the fids
and four of the 12 lids remeined open Dumpsters will be audited monthly by
approximately 18-24 inches on both sides, Administrator for three months to
An interview with the Malntenance Director, on ;?dsurlc .th::y GI_OS?EF ropetly f dit
05/01/13 at 2:55 PM, revealed the city was ministrator Wit] report findings
responsible to maintain the containers and it was monthly to the Performance
difficult to get them to fix the problem. Improvement Committee for further
: : recommendations.
An Interview with the Administrator, on 05/01/13
at 3:00 PM, revealed she had been recently made Completion Date: 05/30/2013
aware of the problem and it would bs fixed,
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
g3=p | SPREAD, LINENS .
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F 441 | Continued From page 12 ‘ F 441
The facility must establish and maintain an
infection Control Program designed to provide a F 441 Infection Control, Prevent
-| safe, sanitary and comforable envirenment and .- Spread, Linens
to help prevent the development and fransmission .
of disease and Infection. Licensed nursing staff assessed
resident #4 and #8 for signs and
(a) Infection Control Program s fn toms of infection ugin
The facility must sstablish an Infection Control Ymp s e /03 /%3 N
Program under which it - MeGreer’s eriteria on - o
(1) Invastigates, conltrols, and prevents infections signs of infection noted. Nurse aide’s
in the facility; #1, #2, and #3 were re-educated on
(2) Decldes what procedures, such as Isolation, hand hygiene to include glove usage
shouid be appiied to an individual resident; and by Director of Nursing Services on
(3) Maintalns & record of incidents and corrective 05/03/2013.
actlons related to infections.
t vesid e s .
{b) Prevenilng Spread of infection Cu(;l;i':i 13?12 ents t\;.:}tt!;xl?:::;eer_:ce
(1) When the Infection Control Program an (\;ve lr}g ca d s . £
determines that a resident needs isolation to assessed by license nursing sta
prevent the spread of Infection, the facility must utilizing the McGreer’s criteria to
isolate the resident. assess for UTD’s related to improper
(2) The facility must prohibit employees with a hand washing and glove vse on
communicable disease or infected skin lesions 5/23/13.
from direct contact with residents or their food, If
dgfe,?:!“‘;”t?'?t will lransmllt the df;stease. b thel Licensed nursing staff re-educated
(3) The fecility must require staff to wash the F nurse aides and competency testing
hands after each direct resident contact for which e d hvei ncludi
hand washing is indicated by accepted provided on hand hygiene including
professlonal practice. glove usage on 5/09/13.
(o) Linens Licensed Nurses will observe nurse
Personne] must handle, store, process and aides provide direct care for hand
transport [inens so as to prevent the spread of washing and giove usage to
Infection. . .
prevent the spread of infections
three times a wesk times four weeks
This REQUIREMENT is not met as evidenced
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F 441 | Continued From page 13 F 441 |and then three times a month for two
by: additional months.
Based on cbservation, interview, and review of '
-the facility's policy/procedure, it was determined 1The Director of Nursing will report
the facllity falted to ensure staff washed their findings monthly times three months
hands and changed their gloves when indicated to the Performance Improvement
during resident care, _ Committee for further
recommendations,

Findings include:

A review of the Hand Hygiene policy/procedure, Completion Date: 05/30/2013
revised 03/01/08, revealed to remove gloves after
caring for resident and decontaminate hands
using an alcohol based hand rub or wash hands
with antimicrobial soap and water after removing
gloves.

1. An observation of incontinent care for Resident
#4, on 04/30/13 at 2:50 PM, revealed State
Registered Nurse Aide (SRNA) #2 provided
perineal care for the resident, then obtained a
urinal from the resident's drawer wearing solled
gloves. SRNA#1 and #2 changed the resident's
solled brief and cleansed the resident's butiocks.
They pulled the resident's panis up and assisted
the resident fo the wheelchalr, both wearing
solled gloves. SRNA#2 continued to make the
resident's bed and obtain objects from the
resident's drawer and closet, while wearing solled
gloves from incontinent care.

An Interview with SRNA #1 and SRNA #2, on
04/30/13 at 3:20 PM and 3:25 PM, respectively,
revealed they should have removed their solled
gloves and washed their hands immediately after
providing incontinent care.

2. An observation of incontinent care for Resident
#8, on 05/01/13 at 9:45 AM, revealed SRNA #3
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provided incontinent care and applied barrier
cream to the resident's buftocks, She removed
the glove on her left hand; however, didnot ..
remove the right hand glove, She put a new brief
on and repositioned the resident in bed, wearing
the one solled glova.

An interview with SRNA #3, on 05/01/13 at 10:00 . |
AM, revealed she should have removed both
gloves after applying the bariier cream, as they
were both solled. She should have washed her
hands after removing the gloves,

An Interview with the interim Director of Nursing
{DON}), on 05/02/13 at 10:30 AM, revealed she
expected staff to change gloves and wash hands
hstween procedures, even if on the same
resident. She revealed staff should remove
gloves and wash their hands before touching any
other objects In the resident's room.
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N 000 INITIAL COMMENTS N 000 — i o
“This Plan of Correction is prepared
Are-licensure survey was conducted 04/30/13 and submitted as required by law. By
through 05/02/13 to determine the facility's submitting this Plan of Correction,
compliance with State licensure requirements. Edmonson Center does not admit
The facility failed to meet the minimum that the deficiency listed on this form
requirements for re-licensure with deficiencies exist, nor does the Center admit to any
cited. statements, findings, facts, or
conclusions that form the basis for the
N 103 902 KAR 20:300'5(1) SEC“D“ 5. Resident N 103 aHeged deﬁciency‘ The Center
Behavior & Fac. Practice reserves the right to challenge in legal
and/or regulatory or administrative
(1) Restraints, The resident shall have the right broceedings the deficiency,
to be free from any physical restraints Imposed or tat ts, fact d lusions that
psychoactive drug administered for purposes of ———— fm ey ,usmni -
discipline or convenience, and not required to form the basis for the deficiency.
treat the resident’'s medical symptoms. ’
IN103 Resident Behavior and
This requirement is not met as evidenced by: Facility Practice: Restraints
Based on observation, Interview, record review, '
and raview of the fgf:lhtys pohcylpro::edure. it was The Licensed nurse completed a
determined the facility failed to identify and AT + for fesidant #1
. appropriately assess a physical restraint for one A -
resident (#1), in the sample selection of fifteen 05/03/2013 to identify the device was
(15) residents. a physical re§tram't and no adverse
effects were identified.
Findings include:
Current residents with assistive
-A review of the Restriclive Device Management devices were reviewed by a licensed
Progrgm. reviesd 11/10, revealed a physical nurse utilizing the restrictive device
restraint was defined as any manual method or [uati 5/10/13. No ofl
physical or mechanical device, material, or ) lfahm} e e gl
equipment attached or adjacent to the resident's physical restraints were identified.
body that the Individual cannot remove easily _
which restricts freedom of movement or normal Director of Nursing Services re-
access to one's body. The policy revealed the educated licensed nurses on the
licensed nurse would complete the device restrictive device management
evaluation to determine the medical necessity for program to include the difference
the device. The next step was to determine if the between restrictive and assistive
device was an assistive device and would be devices for positioning on 5/09/13,
{X8) DATE

N
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N103| Continued From page 1 N 103 , . )
i Director of Nursing Services,

usetd_ TS a”;”Tb!i,ﬂ reminder, 02 woul:ﬁ be ant- Assistant Director of Nursing Services

restrictive. Evaluating was an extremely importan ot charge nurse will complete three

step, because once residents device needs were hart andit X times four week

identified, appropriate interventions wotld be E art audils a week Lime: Our Weexs -

implemented. nd then three chart audits a month

times two months to ensure residents

An observation, on 05/02/13 at 10:00 AM, have been identified and appropriately

revealed Resident #1 made attempts to lean over assessed for physical restraints.

in the wheelchalr; however, the resident’s Director of Nursing Services or

shoulder harness restricted the movement, When Assistant Director of Nursing Services

:he; harr:_ess WC?S rg”l;o"ic:' tthhe re?]lde’nthw_as able will report results to the Performance

0 lean forward ang back n the whaelchalr per Improvement Committee monthly for

self. The resident did not have goed conirol of thres months for furth

hisfher upper bady. The resident was transferred 1€ monins ; er

to the bed, where he/she was able to sit up per recommendations.

self and crawl on the mattress; however, the .

resident did not have good control of his/her Completion date: 05/30/13

upper body.

A recard review revealed Resldent #1 was
admitted to the facility on 11/09/11 with diagnoses
to include Infantite Cerebral Palsy, Epilepsy, and
Unspecified intellectual Disabilities,

A review of the Device Evaluation, dated
01/2813, revealed the harness was to prevent
the resident from leaning forward and falfing from
the wheelchalr. The evaluation did not include the
seat belt, and did not indicate the harness was a
restrictive device.

A review of the quarterly Minlmum Data Set
{MDS) assessment, dated 02/01/13, revealed the
facllity assessed the resident as sevaraly
cognitively Impaired and had no restraints.

A review of the Physician's Orders, dated May
2013, ravealed an order for a shoulder harness
for upper body positioning and seat belf for trunk
stabilizing. Release every two hours for 10-15
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N 103 | Continued From page 2 N103
minutes and as needed.
An interview with the interim Assistant Director of
Nuirsing (ADON), on 05/02/13 at 2:10 PM,
revealed she completed the device evaluation for
Resident #1. She revealed the purpose of the
harness was to prevent the resident from faliing
forward. She revealed the harness "probably”
shouid have been assessed as a restrictive
device. She revealed a restraint would be
anything a resident could net get out of without
assistance.
An interview with the interim Director of Nursing
{DON), on 05/02/13 at 2:30 PM, revealed if
‘| Resident #1 did not have the harness, he/she
would falf out of the wheelchair. She revealed the
resident does not attempt fo get out of the
wheelchair; therefore, it was not consldered a
restraint. Sha did not agree the device resfricted
the resident's movement. -
N 134} 902 KAR 20:300-6(7){a)2. Section 8, Quality Of N 134
Life N134 Quality of Life: Environment
g,; 5;;';;2"?;?58!, provide: Maintenance Director replaced .the
2, Housekesping and maintenance services caulk at the base of commodes in
necessary to maintain a sanitary, orderly and . rooms #304, #307 and #308 on
comfortable interior; 5/24/13. Room #205 had cracked
plaster near baseboard in bathroom
L : : repaired and painted by Maintenance
gzi:e?g?\lf;z:?\:ailsogo;rmei;?esr\:;ﬁarﬁ:sbw Director on 5/24/13. Room #206 had
determined the facilily failed to ensure effective wa}i%pape: boarder re-glued a%ong the
housekeeping and maintenancs services ceiling and room #501 had or ack'ed
necessary to maintain a sanitary and orderly plaster.on wall in i).athroom repaired
environment related to cracked plaster on the and painted by Maintenance Director
walls, excessive caulking around the toilst bases on 5/24/13. The missing curtdin
that was stained and dark colored, and tormn brackets on the privacy curtains in
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wallpaper in resident's rooms,
Findings include:

An interview with the Maintenance Supervisor, on
05/02M13 at 2:25 PiM, revealed there was no
speciflc policy for maintenance of the resident
rooms but the process was that the staff, who
identified a concem, were o fill out a
maintenance request form and place in the box,
located on each unit, The Maintenance
Supervisor stated he checks for correspondence
each day.

An observation with the Maintenance Supervisor
of resident rooms, on 05/01/13 at 2:25 PM,
revealed:

A. On the 300 Wing, tollets were observed
with raised, excess caulk around the follet bases
that was brown and orange In color and
malodorous, in Rooms #304, #307 and #308;

B. On the 200 Wing, Rocms #205 had
cracked plaster near the wall baseboard of the
bathroom and Room #206 had pesling wallpaper
border all alone the ceiling;

C. On the 500 Wing, Room #501 had an
area of cracked plaster on the bathroom wall.

D. Inthe East\West shower raom, curtaln
brackets were missing for the privacy curtain,
causing the curtain to drag on the floor.

An interview with the Maintenance Supervisor, on
05/02/13 at 3:00 PM, revealed he was unaware of
the problems and there was no designated time
for a routine walk through of the rooms to assess
for any maintsnance concerns. The Malntenance

East/West shower rooms were
replaced by Maintenance Director on
5/24/13,

Maintenance Director and resident
Ambassadors completed review of
facility on 5/24/13 for housekeeping
and maintenance services needed to
imaintain a sanitary, orderly and
comfortable environment utilizing the
environmental standard overall tool.
Areas identified were addressed by
housekeeping or Maintenance
Director on 5/24/13.

Maintenance Director was re-educated
by Regional Project Manager on
environmental rounds to be conducted
monthly utilizing a rounding tool on
5/06/13. Staff were re-educated by
Administrator on housekeeping and
maintenance services needed to
maintain g sanitary, orderly and
comfortable environment to include
completing work orders for repairs as
necessary on 5/09/13. '

Maintenance Director and resident
|Ambassadors will conduct
environmental audits weekly times
four weeks and monthly times two
months to ensute a sanitary, orderly
and comfortable environment. The
Maintenance Director will report
resuits monthly for three months to
the Performance Improvement
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) . Committee for further

Super\nsc_)r stated the staff were usually good recommendations.

about fetting him know when something needs

attenton, .

frention. . {Completion Date: 05/30/2013
N 144 :300- 8. R i N 144 . g .
902 KAR 20:300-6(7)(b)2.a. Section 6. Quality of N144 Quality of Life: Environment/

Life

(7} Environment.

(b) Infection control and communicable diseases.
2. The facility shall establish an infection control
program which:

a, Investigates, controls and prevents infections
Inthe facliity;

This requirement is not met as evidenced by:
Based on cbservation, intervlew, and review of
the facility's policy/procedure, it was determined
the facliity failed to ensure staff washed their
hands and changed their gloves when indicated
during resident cara.

Findings include:

Areview of the Hand Hygisne policy/procedure,
revised 03/01/08, revealed lo remove gloves after
caring for resident and decontaminate hands
using an alcohol based hand rub or wash hands
with antimicroblal soap and water after removing
gloves,

1. An observation of.incontinent care for Resident
#4, on 04/30/13 at 2:50 PM, revealed State
Registered Nurse Alde (SRNA) #2 provided
perineal care for the resident, then obtained a
urlnal from the resldent's drawer wearlng solled
gloves, SRNA#1 and #2 changed the resident's
soiled brief and cleansed the resident's buttocks.
They pulled the resident's pants up and assisted
the resident to the wheslchalr, both wearing

Infection Control

Licensed nursing staff assessed
resident #4 and #8 for signs and
symptoms of infection using
McGreer’s criteria on 5/03/13. No
signs of infection noted. Nurse aide’s
1, #2, and #3 were re-educated on
hand hygiene to include glove usage
by Director of Nursing Services on
05/03/2013.

Current residents with incontinence
and indwelling catheters were re-
assessed by licensed nursing staff
utilizing the McGreer’s criteria to
assess for UTD’s related to improper
hand washing and glove use on
5/23/13.

Licensed nursing staff re-educated
nurse aides and competency testing
provided on hand hygiene including
glove usage on 5/09/13.

Licensed Nurses will observe nurse
aides provide direct care for hand
washing and glove usage to

prevent the spread of infections
three times a week times four weeks
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N144| Continued From page 5 N 144 )
and then three times a month for two

-| solled gloves. SRNA#2 continued to make the additional months.
resident's bed and obtain oblects from the
resident's drawer and closet, whils weAarmgisoraled The Director of Nursing will report

laves from incontinent care. . .
g findings monthly times three months

An Interview with SRNA #1 and SRNA #2, on o the Performance Improvement
04/30/13 at 3:20 PM and 3:25 PM, respectively, Committee for further

revealed thay should have removed thelr soiled recommendations,

gloves and washed their hands immediately after
providing incontinent care, Completion Date: 05/30/2013

2. An observation of incontinent care for Resident
#8, on 06/01/13 at 9:45 AM, revealed SRNA #3
provided Incontinent care and applisd barrier
cream fo the resident's buttocks. She removed
the glove on her left hand; however, did not
remove the right hand glove. She put a new brief
on and repositioned the resident in bed, wearing
the one solled glove.

An interview with SRNA #3, on 05/01/13 at 10:00
AM, revealed she should have removed both
gloves after applying the barrier cream, as they
“ware both soiled. She should have washed her
hands after removing the gloves.

An intervisw with the Interim Direclor of Nursing
{DON), on 05/02/13 at 10:30 AM, revealed she
expected staff to change gloves and wash hands
between procedures, even if on the same
resident. She revealed staff should remove

_gloves and wash their hands before touching any
other objects In the resident's room,

N 214 802 KAR 20:300-8(4)(c) Section 8. Quality of N214 N 214 Quality of Care: Urinary

C
are Tncontinence/Catheter Care

(4) Urinary incontinence. Based on the residenf's
comprehensive assessment, the facility shall
ensure that:

Resident #2 and #8 were provided peri
care and catheter care per protocol by

STATE FORM 6459 EWZH11 If centinualion sheet 6 of 13
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4 licensed nurse on 5/03/13. A

(6) A resident who Is Incontinent of bladder
recelves appropriate treatment and services fo
prevent urinary tract infections and to restore as
mich nofmal bladder function as possible. =
This requirement is not met as evidericed by:
Based on observation, interview, and review of
the facility's poficy/procedurs, it was determined
the facility failed to ensure appropriate treatrent
and services to prevent urinary iract Infectfons for
two residents (#8, #2), In tha selected sample of
filteen (15) residents.

Findings include:

Areview of the Personal Hyglene and Bed
Making policy/procedurs, undated, revealed to
wash the labfa majora. Use nondominant hand fo
gently refract labla from thigh; with dominant
hand, wash carsfully in skinfolds. Wipe in the
direction from perlneum to rectum. Repeat on .
opposite side using a separate section of
washcloth,

1. An observation of incontinent care for Resident
#8, on 056/01113 at 9:45 AM, revealed State
Registerad Nurse Alde (SRNA} #3 obtained &
basin of warm water with several washcloths. She
rinsed one washcloth In the water and applied a
foaming cleanser to cleanse the resident's
perineal area, She rinsad the washcloth in the
water basin and used the same washcloth to
cleanse the perineal area for a second {imse. Then
sha rinsed the same washcloth In the soiled water
basin and used it to rinse the resident's perineal
area for a third time. A new washcloth was
obtained, rinsed in the solled water basin, and
used to cleanse the resident's buftocks.

An interview with SRNA #3, on 05/01/13 at 10:00
AM, revealed she was supposed to use a new

[Licensed nurse assessed resident #2
and #8 for signs and symptoms of UTI

-sing the MeGreer's criteria on

5/03/13, no signs of UTI were noted.
Nurse Aide # 3 and # 5 was re-
educated by Director of Nursing
Services on 5/03/13 on peri-
care/catheter care.

 icensed Nurses assessed current
residents with incontinence and
ndwelling catheters utilizing the
McGreer's criteria for signs and
symptoms of urinary tract infection
(UTI) on 5/23/13. No UTI’s were
noted,

Licensed nurses and CNA's were re-
educated and competency testing
brovided on 05/09/13 by the Staff
Development Coordinator and
Director of Nursing Services to
nclude appropriate procedures on
perineal/incontinent care, and catheter
bare.

The Director of Nursing, Assistant
Director of Nursing or Charge Nurse
will observe five residents per week
for one month and three residents per
week for one month then five per
month for one month that are
ncontinent of bladder or have an
ndwelling catheter receive appropriate
treatment and services to prevent
hrinary tract infections. The Director
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washcloth after each use. She revealed she
should have changed the water in the basin when
soiled,

An interview with the interim Direclor of Nursing
{DON), an 05/02/13 at 10:30 AM, revealed staff
should not use the same washcloth fo complete
perineal care. After used, a new washcloth should
be obtained. Clean washcloths should not be -
rinsed in solled water, she expected staffto ..
change the waler after it was solled.

2. An observation of winary cathster care for
Resident #2, on 05/01/13 at 10:25 AM, revealed
Siate Registered Murse Alde {SRNA) #5 obtained
a basln of warm water and sevaral washcloths.
She wet ons washcloth and applied peri wash
and proceeded to clean around the suprapubic
catheter area. She then lald the solled washcloth
on the bedslide table because she falled to gather
the supplies such as plastic bags needed to
suceessfully complete catheter care.  She then
proceeded to wet another washcloth to rinse the
area and laid that washcloth on top of the other
washcloth already on the bedside table. Then
she took the first solted washcloth from
undemeath the second soiled washcloth on the
bedside table and procesdad to clean the anal
area and lald the solled washcloth on the bedsids
{able again.

An interview with SRNA #5, on 05/01/13 at 10:40
AM, revealed she would usually gather all of the
supplies needed to perform catheter care
including trash bags but she had heen unable to
frack down a housekeeper to get a roli of plastic
bags. She further revealed she did not have two
basins of waler and did not empty and change’
the dirly water during catheter care.

N 214

furth

pf Nursing will report the findings to
the Performance Improvement
Committee for three months, for

er recommendations.

Completion Date:

05/30/2013
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Additionally, SRNA #5 revealed she understood
the problem with laying the soited washcloths on
the bedside table and even though the residentls .
nothing by mouth (NPO} related to feeding tube, B
the nurses use the table to set up supplies for the
tube feading.
An interview with the Director of Nursing {DON),
on 05/02/13 at 2:03 PM, revealed she wouid
expect the SRNA doing the catheter care would
change out the dirly water during catheter care
and have plastic bags fo place seiled linens in.
She further stated she would not expect the
SRNA to lay soifled linens on a bedslde table for
any reason,
N 220 802 KAR 20:300-8(7)(b) Section 8. Quality of Nzzo  [N220 Quality of Care: Accidents

Ceare

N Accldénts. The facility shall ensure that:
(b) Each resident receives adequate supervision
and assistive devices to prevent accidents,

This requiremsnt Is not met as evidenced by:
Based on observation, interview, record review,
and review of the facliity's pollcy/procedure, it was
determined the facility failed o ensure each’
resident received adequate assistance devices to
prevent accidents for one residents (#4), in the
selected sample of fifteen (15} residents.
Resldent #4 had an order to drink hot beverages
from a cup with a spouted lid as a safety
precaution; howaver, observations were mads of
the resident drinking from a regular coffee cup,

A review of the pollcy for Assistive Devices, dated

Licensed nurse provided spouted lid
cup to resident #4 on 5/03/13.
Licensed nurse completed skin
hssessinent on 5/03/13, no
impairments noted.

iCurrent residents were reviewed by a
licensed nurse to ensure adaptive
equipment to be utilized during meals
was in place and current on adaptive
list posted in dining room and lounge
area on 5/03/13.

Director of Nursing Services and Staff
Development Coordinator re-educated
taff on where to locate information
on residents with adaptive equipment
to include spouted lid cups and
following tray cards on 5/09/13,
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07/08, revealed the facility would provide
assistive devices as needed to maintain or
Improve resident’s ability to eat independantly.

Observalions on 05/01/13 at 12:15 PM and
05/02/13 at 12:00 PM, revealed Resident #4 was
in the dining room eating lunch, drinking coffes
from a regutar coffee cup. There was no spouted
lid on the cup,

Arecord review revealed Resident #4 was
originally admitted to the facility on 05/06/09 with
dlagneses to Include Senile Dementia, Impulse
Control Disorder, Anxiety, and Psychosis.

A review of the quarterly Minimum Data Set
(MDS) assessment, dated 03/27/13, revealed the
facilily assessed the resident's cognition as
severely impaired and was dependent with selup
assistanca for eating.

A review of the Physiclan's QOrders, dated

Director of Nursing Services,
Assistant Director of Nursing Services
and Staff Development Coordinator
will conduct meal audits to assure
appropriate assistive devices to
prevent accidents three times a week
times four weeks and three fimes a
month times two additional months,

Director of Nursing Services or
Assistant Director of Nursing Services
will report findings to the
Performance Improvement Commiitee
for the next three months for further
recommendations.

Comp.letion Date:

05/30/2013

03/29/13, revealed an order for a spouted Hid cup
when drinking hot liquids to enable the resident to
drink liquids independently untli Occupaticonal
Therapy (OT) could evaluate. A review of the OT
Evaluation, dated 04/04/13, revealed the resident
was referred to their services by nursing as the
resident demonstrated frequent spllls related to
decreased cognition. The resident was at risk to
spili coffee or other hot beverages when drinking
from a regular cup. The evaluation indicated for
the resident to drink from a cup with a spouted lid
and handle for all hot beverages to increase
safety. A revlew of the resident's tray card, dated
05/02/13, revealed a 2 handle spout cup as
adaptive equipment.

An interview with State Registerad Nursa Aide
{SRNA) #4, on 05/02/13 at 1:15 PM, revealed the
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flulds were given to the residents in the dining
room before the food frays were passed. She
gave Resident #4 coffee today in the dining room
“for lunch; however, did not ensure the residant”
received a spouted lid cup. She did not know .
which residents recelved a speclai cup.

An interview with the Restorative Alde, on
05/02/13 at 1:50 PM, revealed she usually
passed flulds o the residents In the dining room
before lunch was served. She verified she passed
fluids at lunch, on 05/01/13 and 05/02/13. She
revealed coffee was usually passed by her, but
other staff In the dining room help as well. She
revealed Resident #4 should have received a cup
with a spouted lid. She verified there was a list of
residents that required adaptive equipment
posted Inside the dining room cabinet, available
for staff if needed.

A review of the Physlclan's Order Listing (located
inside the cablnet of the dining room), dated
04/02/13, revealed Resident #4 should have a
cup with a spouted {id while drinking hot fiquids.

An interview with the Interim Director of Nursing
(DON), on 05/02/13 at 2:30 PM, revealed there
was a list put inside the cabinet door In the dining
room, of residents with their required adaptive
equipment, She expected If a staff member was
unsure of what a resident neaeded, they should
have checked the list,

N 283| 802 KAR 20:300-10(8)(b} Section 10. Dietary N283
Senices N 283 Dictary Services
{8} Sanitary conditions. The facility shall:

{b) Store, prepare, distribute, and serve food
under sanitary conditions; and

On 04/30/2013 Nutrition Services
Aide re-heated Chopped Salisbury
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N 284 Dietary Services: Sanitary
N 284 902 KAR 20:300-10(8)(c) Section 10. Dietary N 284 Conditions/Dispose of
Services Garbage and Refuse
{8) Sanitary conditions. Thé facliity shall: ’ e . s
(c) Dispose of garbage and refuse properly. Administrator reviewed facll.lty
dumpsters on 5/04/13. Repairs
needed noted,
This requirement Is not met as evidanced by;
Based on observation and interview, it was Administrator met with Mayor Jerry
determined the facility falled to dispose of Meredith on 05/21/2013. An
garbage properly, related to lids on the dumpsters agreement was made to repair
that could not be closed. dumpsters so lids close properly on
Findings Include: 05/21/2013.
An observaticn of the two dumpsters, on 05/01/13 Administrator re-educated staff on the
at 2:25 PM, revealed both of the dumpsters had proper closing of dumpster lids and
been dented, during the trash pick up service, to reporting inability to close to
where there was no way to fasten down the hids administration on 5/09/13.
and four of the 12 lids remained open
approximately 18-24 Inches on both sides, Dumpsters will be audited monthly by
An interview with the Malntenance Director, on Admml;trato;' for threeeﬁonths to.
06/01113 at 2:55 PM, revealed the city was i’{f“r.e. 16y CIOSE pIop yf'_ g
responsible to maintain the containers and it was ministrator will report findings
difficult to get them 1o fix the problem. monthly to the ,Perfox:mance
Improvement Committee for further
An Interview with the Administrator, on 05/01/13 recommendations.
at 3:00 PM, revealed she had been recently made
aware of the preblem and it would be fixed. Completion Date: 05/30/2013
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K 000 | INITIAL COMMENTS Koop|* This Plan of Correctionds
prepared and submitted as required
by law. By submitting this Plan of
CRf 42 0FR48350¢8) | Correction, Edmonson Center does
BUILDING: 01. not ad.mit that t.he deficiency listed
on this form exist, nor does the
PLAN APPROVAL: 1994 Center admit to any statements,
findings, facts, or conclusions that
SURVEY. UNDER: 2000 Existing. form the basis for the alleged
deficiency. The Center reserves the
FACILITY TYPE: SNF/NF. right to challenge in legal and/or
T —— — regulatory or administrative
+One {1) alory, Type proceedings the deficiency,
(200). ;
statements, facts, and conclusions
SMOKE COMPARTMENTS: Four (4) smoke Khit S the bgeis Sor thie
compartments. deficiency.
FIRE ALARM: Complete fire alarm system
installed In 1994, with 56 smoke dstectors and 4
heat detectors,
SPRINKLER SYSTEM: Complete automatic wet
sprinkler system installed in 1994,
GENERATOR: Type |l generator Installed In
1994, Fuel source |s Diesel.
A standard Life Safety Code survey was
conducted on 04/30/13. Edmonson Center was
found in non-compliance with the requirements
for participation in Medicare and Medicaid, The
facllity Is certified for Seventy-Four (74) beds with
a census of Sevenly-Two (72) on the day of the
survey. '
The findings that follow demonstrate
noncompliance with Title 42, Code of Federal |
Regulations, 483.70(a) et seq. (Life Safety from
(X6) DATE

BORATORY DI

CTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

SOV, AQL0)

Ochorin ilinfbe

os3420)3

Any deficlency slatem&l ending with an aslerisk (*) denotes a daficlency which the instilulion may be excused from correcling providing it Is da!ermmed that
other saleguards provide sufficlent prolection to the patienls. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correclion Is provided. For nursing homes, the above findings and plans of correclion are disclosable 14
days following lhe date these documents are made avallable to the facllily. If deficlencles are ciled, an approved plan of correclion is requisite to conlinued

program participation.
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Fire).
Déeficiencies were cited with the highest
deficiency identified at "F" level, ) .
K 018 | NFPA 401 LIFE SAFETY CODE STANDARD K 018{K 018 Corridor Doors to Resident
§8=E o Rooms

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% Inch solid-bonded core
wood, or capable of resisling fire for at least 20

. | minutes, Doors in sprinklered buildings are only

required 1o resist the passage of smoke. There Is
rio [mpediment to the closing of the doors, Doors
are provided with a means sultable for keeping
the door closed. Dutch doors meeting 19.3.6.3.6
are permitted.  19.3.6.3

Roller Iatches are prohibited by CMS regulations
in alf health care facllifies.

This STANDARD s not. met as evidenced by:
Based on cbservation and Interview, it was
determined the facllity faifed to ensure doors to
resldent rooms were In accordance with NFPA

On 05/30/2013 The Maintenance
Director to adjust the doors to resident
room #101, #207 and #402 so the gap
around the jamb is less than 1/2 inch.

Maintenance Director will complete a
100% audit on 05/30/2013 on all
resident corridor doors to verify gap
around the door jamb is less than 1/2
inch. '

Regional Property Manager re-
educated the Maintenance Director on
the correct size of gap around resident
room doors and the monthly audit tool
for monitoring and repairing the doors
on 5/03/13.

Maintenance Director will conduct
three audits a week for four weeks and
three audits per month for an
additional two months to monitor gap
size around resident room corridor
doors and will report results to the

FORM OMBS-2807(02-99) Pravious Verslons Obsofsts

standards. The deficiency had the potential to Safety Committee and
affect three (3) of four (4) smoke compariments, :
twenty-seven (27) reskdents, staff and visitors,
The facility is certified for Seventy-Four (74) beds
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Ko18

Continued From page 2

with a census of Seveniy-Two (72) on the day of
the survey. The facllity failed to ensure four {4)
corridor doors to the resident fooris did riot have
a gap smaller than ¥ Inch around the jamb,

The findings include;

Observations, on 04/30/13 belween 9:57 AM and
2:59 PM with the Maintenance Supervisor,
revealad the corridor doors fo rooms #101, #207,
and #402 hed a gap larger than % inch around
the jamb.

Interview, on 04/30/13 between 9:57 AM and 2:58
PM with the Maintenance Superviser, revealed

he was unaware of the acceptable gap around
the doars.

Reference:
NFPA 101 (2000 edltion)

19,3.6.3.1* Doors protecting corridor openings In
other than required enclosures of veriical
'openings, exits, or hazardous areas shall be
substantial doors, such as those constructed of
18/4-in. (4.4-cm) thick, solid-bonded core wood .
or of construction thal resists fire for not less than
20 minutes and shall be constructed to resist the
passage of smoke. Compliance with NFFA 80,
Standard for Fire Doors and Fire ' Windows, shall
not be required. Clearance between the bottom
of the door and the floor covering not exceeding
1 In, (2.5 cm) shall be permitted for corridor
doors,

Excaption No. 1: Doors o tollet rooms,
bathrooms, shower rooms, sink closets, and
slmiiar

auxlifary spaces that do not contain fiammable or

K018

Performance Improvement Committee
monthly for three months for further
recommendations.

Completion date:

' ?5)3'0/20'13
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K018 | Continued From page 3

combustible materials.

Excepfion No. 2: In smoke compartiments

1 protecied throtighgut by an approved, supervised
automatic sprinkler system In accordance with
19.3.5.2, the door construction requlrements of ©
49.3.6.3.1 shall not be mandatory, but the doors
shall be constructed to resist the passage of
smoke.

sultable for keeping the door clesed that is
acceptable to the authorily having jurisdiction.
The device used shall be capable of keeping
the door fully ciosed If a force of 5 Ibf (22 N} Is
applied at the lafch edge of the deor. Roller
latches shall be prohibited on corildor doors In
hulidings not fully protected by an approved
automatic sprinkler system In accordance with
NFPA standards.

K 025 | NFPA 101 LIFE SAFETY CODE STANDARD
8§3=F
Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke bartlers may
terminale at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two -
separate compartments are provided on each
floor, Dampers are not required In duct
penetrations of smoke barriers in fully ducted
heating, ventliating, and alr condifioning systems.
-118.3.7.3,19,3.7.5, 19.1.8.3, 19.1.64 '

This STANDARD is not met as evidenced by:
Based on observations and interview, it was
determined the facility falled to malintain smoke

10.3.6.3.2" Doors shall be provided with a means

K025\ K 025 Smoke Barriers Above the

Ceiling

Maintenance Director will seal all
identified smoke barriers with an
approved fire stop system and will
complete construction of the smoke
barrier corner at room #409 and #410.

Maintenance Director will audit all
smoke barriers and smoke barrier
penetrations for the need of sealant by
05/30/2013.

Maintenance Director was re-educated
by Regional Property Manager
05/03/2013 on the correct process for
sealing penetrations through smoke

FORM CMS-2667{02-89) Previous Veralons Obsoléla . . Evenl [D: EWZH21
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K 025 | Continued From page 4 K 025 garrierz_ and ;moke brlalrrier rounds to
barrers that would resist the passage of smoke ¢ conducted quarterly.
between smoke compartments In accordance . )
| with NFPA standards. The deficlency had the - [Maintenance Director and
potential to affect four (4) of four (4) smoke Administrator will audit two smoke
compartments, all residents, staff and visitors. barriers weekly times four weeks and
The facllily Is cerified for Seventy-Four (74} beds two smoke barriers monthly times two
with a census of Seventy-Two (72} on the day of months to verify smoke barrier
the survey, . The faciiily falled to ensure four (4) penetrations remain sealed. The
S{"Oki’ bar”fii:’ere sealed ?“’”“S plpes and Maintenance Director will report
wires 10 resist Ine passage of smoke. results monthly for three months to
The findings Include: the Safety Committee and .
Performance Improvement Committee
Observations, on 04/30/13 between 11:00 AM for further recommendations,
and 11:45 AM with the Malntenance Supervisor, '
revealed the smoke pariitions, extending above Completion Date: 5/30/13
the celling located throughout the facility were
peneiratad by pipas, wires, and ductwork.
Further observation revealed the barrler at rooms
#410 and #409 was not complate in the corner.
Interview, on 04/30/13 between 14:00 AM and
11:45 AM with the Malntenance Supsrvisor,
revealed he was unaware of the penetrations In
the smoke barrers as they have been inspected
several {imes since the last survey. Further
Interview revealed he was unaware the barriers ,
were to be maintalned from exterlor wall to :
exterior wall in the facility.
Reference: NFPA 101 (2000 Edition).
8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
alr ducts, pneumatic tubes and ducts, and similar
building service equipment that pass through
floors and smoke barriers shall be protected as
follows:
Event iD: EWZH21 Fackily 1D; 100889 i conlinuatfon sheet Page 6 of 20
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K025 | Continued From page 5 K025

{a) The space between the penelrating item and
the smoke barrier shall

1.Be filled with a materlal capable of malntafning o h ‘ T
-the smoke resistance of the smoke barrier, or :

2. Ba protecied by an approved device designed
for the specific purpose.

{b} Where the penefrating item uses a sleeve to
penetrate the smoke barrier, the slaeve shall be
solidly set in the smoke barrler, and the space
between the item and the sleeve shall

1. Be filled with & materal capable of maintaining
the simoke reslstance of the smoke barrler, or

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

(¢} Where designs take {ransmission of vibration
into consideration, any vibration Isolation shall
1, Be made on either side of the smoke barrler, or
2. Be made by an approved device designad for
the specific purpose,

8.3.6.2 Openings occurring at polnts where fioors
o sinoke

barrlers meet the ouiside walis, other smoke
barriers, or fire

barriers of a buliding shall meet one of the
following conditlons:

(1) # shall be filled with a material that Is capable

of maintalning
the smoke resistance of the floor or smoke

barrler. )

(2) It shall be protected by an approved device
thatis

designed for the speclfic purpose. :
K 027 | NFFPA 101 LIFE SAFETY CODE STANDARD K027

SS=F

Boor openings in smoke barders have alleast a
20-minule fire protection rating or are at east
1%-inch thick solid bonded wood core. Non-rated
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protective plates that do not excead 48 inches
from the bottom of the door are permitied.
Horizontat sliding doors comply with 7.2.1.14.
Doors ara seli-cloging or automatic closing In
accordance with 18.2.2.2.6. Swinging doors are
not required to swing with egress and positive
fatching is not required,  19.3.7.5, 18.3.7.5,
19.3.7.7

This STANDARD is not met as evidenced by:

Based on observation and Interview, it was
determined the facillly failed to ensure cross
-carridor doors located In a smoke barrier would
resist the passage of smoke in accordance with
NFPA standards. The deficiency had the
potential to affect four (4) of four {4) smoke
compariments, all residents, staff and visltors.
The facllity Is certifled for Seventy-Four (74} beds
with a census of Ssventy-Two (72) on the day of
the survey, The facility falled to ensure four {(4)
doors in the smoke barriers had a gap less than
1/8 Inch where the doors mest.

The findings Include;

Chservation, on 04/30/13 at 2:59 PM with the
Maintenance Supervisor, revealed the
cross-corridor doors located throughout the
facility would not close completely when tested,
leaving a gap of approximately one-half of an inch
or grealer between the palr of doors and would

K 027 Cross Corridor Daors in
K027 -
Smoke Barrier

On 05/24/2013 The Maintenance .
Director ordered the fire rated door
edge for the corridor doors in smoke
barriers so the gap between the doors
was 1/8 inch or less.

Maintenance Director will complete
100% audit by 05/30/2013 on all gaps
in corridor doors to verify gap
between the doors was 1/8 inch or
less.

Regional Property Manager re-
educated the Maintenance Director on
the allowable size of gaps between
corridor doors and the quarterly audit
tool for monitoring and repairing the
doors on 5/03/13.

Maintenance Director will conduct
three audits a week for four weeks and
three audits per month for an
additional two months to monitor gap
size between corridor doors and will
report results to the Safety Commiltee
and Performance Improvement
Committee monthly for three months
for further recommendations.

not reslst the passage of smoke. . \
passag Completion date: 05/30/2013
Interview, on 04/30/13 at 2:58 PM with the
Maintenance Supervisor, revealed he was
unaware the doors would not close all the way
FORM CMS-2687{02-89) Previous Verslons Obsolete Event [D: EWZH21 Facifly ID: 100680 If continuation shest Page 7 of 20




DEPARTMENT OF HEALTH AND HUMAN SERVICES-

PRINTED: 05M8/2013

FORM APPROVED

OMB NO. 0938-0361

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (A3) DATE BURVEY
AND PLAN OF CORRESTION IDENTIFIQAﬂON NUMBER: A. BUILDING 81 - MAIN BUILDING 04 COMPLETED
186404 B. WING 05/01/2013

NAME OF PROVIDER OR SUPPLIER

EDMONSON CENTER

STREETADDRESS, CITY, STATE, ZIP CODE-
813 S, MAIN ST.
BROWNSVILLE, KY 42210

(X4} 10
PREFIX
TAQ

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L8C IDENTIFYING INFCRMATION)

o
PREFIX
TAB

PROVIDER'S PEAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIAT
DEFICIENCY) .

(5}
© COMPLETION
DATE

K027

K029
8S=€

Continved From page 7
leaving a gap between the doors in the closed
positien. -

Reference: NFPA 101 {2000 edition)

8.3.4.1* Doors in smoke barrlers shall close the
opening leaving

only the minimum clearancs necessary for proper
operation

and shall be without undercuts, louvers, or grilles.

Reference: NFPA 80 (1899 Edition)

Standard for Fire Doors 2-3.1.7 .

The clearance between the edge of the door on
the pull side shall be 1/8in, (+/} 1/18 In. (3.18
T {(+-) 1.59 mm) for steel doors and shall not
exceed 1/8 In. (3.18mm) for wood doors.

NFPA 101 LIFE SAFETY CODE STANDARD

Ons hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extingulshing system In accordance with 8.4.1
andlor 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
optlon Is used, the areas are separated from
other spaces by smoke resisting parlitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted.  19.3.2.1.

This STANDARD Is not met as evidencad by:
Based on observation and Interview, it was

K027

K 028

K 029 Protection from Hazards

Maintenance Director and Deparfiment
Managers removed storage from Staff
Development Office, Therapist
Office, Outpatient Therapy Office,
Restorative Office and removed
excess papers and boxes from rooms
#310, #309 and #306 on 05/24/2013.
Administrator purchased a 5 drawer
file cabinet for room #302.
Maintenance Director will add self
closure to Health Information
Manager's office door by 05/30/2013.

Maintenance Director and Resident
Ambassadors will complete a 100%
audit of all rooms to ensure no
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dstermined the facliity failed to meet the
requirements of Protection of Hazards in
accordance with NFPA Standards. The
deficiency had the potential to affect thrae (3) of
four (4) smoke compariments, twenty-seven (27)
rasidents, staff and visitors. The facllity Is

certified for Seveniy-Four (74) bads with a census .

of Seventy-Two (72) on the day of the survey.
The facliity failed to ensure ten (10} rooms were
properly protected due to the storage In the
rooms,

The findings Include:

Observatlon, on 04/30/13 betwesn 9:57 AM and
2:30 PM with the Malntenance Supervisor,
revealed:

1) The staff development office did not have a
door closer Installed dus to the sterage in the
room.

2} Theiherapist office did not have a door
closer installed due fo the storage in the room.
3) The outpatient therapy office did not have a
door closer installed due to the storage in the
room.

4) The restorative office did not have a door
closer installed due fo the storage in the room.
5) The health information management office
did net have a door closer installed due fo the
storage in the room, o

6) The resident room #310 had a substantial
amount of combustibles stored in the room.

7) The resldent room #3098 had a substantiai
amount of combustibles stored in the room.

8) The resident room #3086 had a substantisi
amount of combustibles stored In the room.

g) The resident room #302 had a substantlal

closure by 05/30/2013.

Administrator re-educated all staff.on
items that can create a hazardous area
monitoring of resident rooms for
excess paper and/or boxes on
05/09/2013; '

Administrator to provide safety
reminder regarding excess items in
residents rooms to residents and
family members semi-annuaily.

Maintenance Director and Resident
Ambassadors wilt conduct three
audits a week times four weeks and
three times a month times two
additional months to monitor for any
hazardous areas and will report
findings to the Safety Committee and
Performance Improvement Committee
for the next three months for further
recomunendations.

Completion Date:
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amount of combustibles stored in the room.

interview, on 04/30/13 between 8:57 AM and 2:30
PM with the Malntenance Supervisor, revealed he
was not aware the areas listed above were
consldered hazardous storage thus requiring &
door, a self-closer, and separation,

Reference:
NFPA 101 (2000 Editton).

10.3.2 Protection from Hazards.

19,3.2,1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barrler having a
1-hour fire reslstance rating or shall be provided
with an automatic exlinguishing system in
accordance with 8.4.1, The automatic
extingulshing shall be permitted to ba in
accordance with 19.3.6.4. Where the sprinkler
option is used, the areas shall be separated
from.other spaces by smoke-resisting partitions .
and doors. The doors shall be self-closing or
automatic-closing, Hazardous areas shall
Include, but shall not be restricted to, the’
following:

(1) Boller and fuel-fired heater rooms

{2) Centralfbulk laundrfes larger than 100 fi2
{8.3m2) "L

{3) Paint shops

{4) Repair shops

{6} Solled linen rooms

{B) Trash collection rooms

{7) Rooms or spaces larger than 60 fi2 (4.6 m2),
including repair shops, used for storage of
combustible supplies

and equipment in guantities deemed hazardous
by the authority having jurisdiction

BROWNSVILLE, KY 42210
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K 029 | Continued From page 10 K029
(8) Laboratories employing flammable or
combustible materials in quantities less than
those that would be considered a severe hazard,
Excepiion: Doors [n rated anclosures shall be
permitted to have nonrated, factory or
field-applied
protective plates extending not more than
48 in. {122 cm) above the botlom of the door,
K056 | NFPA 101 LIFE SAFETY CODE STANDARD K 05_6 K 056 Automatic Sprinkler System
88=F '

If there Is an automatic sprinkler system, it is
installed In accordance with NFPA 13, Standard
for the Instalation of Sprinkler Systems, to
provide complete coverage for all portions of the
bultding. The system is properly maintainad In
accordance with NFPA 25, Standard for the
Inspaction, Testing, and Malntenance of

Water-Based Fire Protection Systems. [tIs fully

supervised. There [s a rellable, adequate water
supply for the system. Requlred sprinkler
systems are equipped with water flow and tamper
swiches, which are electrically connected to the
building fire alarm 'system, 19.3.56

This STANDARD is nol met as evidenced by:
Based on observation and interview It was
determined the facliity failed to ensure the
buillding had a complete sprinkler system, in
accordance with NFPA Standards The deflclency
had the potenilal to affect four {(4) of four (4)
smoke compariments, all residents, staff and
visltors. The facility is cerdified for Seventy-Four
(74) beds with a census of Seventy-Two (72) on
the day of the survey. The facility falted to ’
ensure resident wardrobes across from the door

Regional Property Manager to have a
sprinkler system company to expand
sprinkler system coverage per code to
include the wardrobes in rooms #102,
#103, #1006, #201, #208, £504, #605,
#602, #609, #608, #401, #409, #408,
#308 and #305. Bids have been
received and Regional Property -
Manager to accept bid by 05/30/2013

Maintenance Director completed
100% audit of all resident rooms in
building to identify where sprinkiers
are not close enough to wardrobes on
05/02/2013. '

Regional Property Manager re-
educated Administrator and
Maintenance Director on 05/02/2013
on complete sprinkler coverage for all
parts of a facility.

Maintenance Director and
Administrator will audit all facility
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areas.monthly for the next three

K055 | Continued From page 11 K056 months to aidit and verify all areas
had proper sprinkler coverage. of the facility have complete
N . : - | -sprinkler coverage and report
The find clude: . .
ndings et findings to the Safety Committee

and the Performance Improvement

. f
Observation, on 04/30/13 between 9:57 AM and >
Committee monthly for the next

2:59 PM with the Malntenance Supervisor,

revealed the wardrobes located In room #102, three months for further

#103, #1086, #201, #208, #504, #8605, #602, #6089, recommendations.

#608, #401, #4090, #408, #308, and #305 did not

have proper sprinkler coverage. : Completion Date; 5/30/13

Interview, on 04/30/13 between 9:67 AM and 2,59 -
PM, with the Maintenance Supervisor revealed he
was not aware that the areas listed did not have
proper sprinkler protection.

Reference: NFPA 13 (1999 Editlon)

5-13 8.1 Actual NFPA Siandard: NFPA 101, Table
19.1.6.2 and 19.3.6.1. Existing healthcare
facillties with construction Type V (111) require
complete sprinkler coverage for all paris of a
facllity.

Actual NFPA Standard: NFPA 101, 18.3.5.1.
Where required by 16.1.8, health care facilities -
shall be protectad throughout by an approved,
supervised automatic sprinkier system in
accordance with Section 8.7.

Actual NFPA Standard: NFPA 101, 8.7.1. 1 Each
automatic sprinkler system required by another
sectlon of this Code shall be In accordance with
NFPA 13, Slandard for the Installation of Sprinkler
Systems.

Actual NFPA Standard; NFPA 13, 5-1.1. The
requirements for spacing, locatlon, and position
of sprinklers shalt be based on the following
principles:
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K 056 | Continued From page 12 K 056
{1) Sprinklers installed throughout the premises
(2) Sprinklers located so as not to exceed
maximum protection area per sprinkler
{3) Sprinklers positioned and located so as to
provide satisfaclory performance with respect to
activation time and distribution.
S&C letter stating all facillties must be fully .
sprinkler protected by August 2013 K 066 Noncombustible Ashtrays
K 088 | NFPA 101 LIFE SAFETY CODE STANDARD K 066 Metal, Self-closing
88=D Containers
Smoking regulations are adopted and Include no
fess than the following provistons: Maintenance Director ordered four
(1) Smoking is prohibited In any room, ward, or si:if-.closmgta.shtraty sanda m?ftii’ sel-f-
compariment where flammable liquids, closig comamer to empty ashtrays i
combustible gases, or oxygen Is used or stored for the employee smoking area on
and in any other hazardous kocalion, and such 05/24/2013.
area Is posted with signs that read NO SMOKING
or with the international symbot for no smoking. Maintenance Director to complete
100% audit of all smoking areas to
(2) Smoking by paﬁents classified as not ensure approved ashh"ays and
responsible is prohibited, except when under emptying receptacles are used by
direct supervision. 05/30/2013 ) '
(3) Ashlrays of noncombustible material and safe . )
deslgn are provided in all areas where smoking is Regional Pr operty Manager re-
permitted. educated Maintenance Director and
Administrator on the approved
(4) Metal containers with self-closing cover ashtrays and emptying receptacies on
devices inlo which ashirays can-be emptled are 05/03/2013, -
readily avaliable {0 all areas whera smoking Is
permiited.  19.7.4 Maintenance Director and
Administrator will audit smoking area
ashtrays and receptacles monthly for
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the next three months and report

K088 | Gontinuad From pags 13 - Koss findings to the Safety Committee and
This STANDARD Is not met as evidenced by: the Performance Improvement
Based on chservation and Interview, it was ] Committee for further

| determined the facllity falled to ensure the use of
approved ashirays in the designated smoking

L area, in accordance with NFPA standards. The
deficlency had the potential to affect one (1) of
four (4) smoke compariments, residents, staff,
and visitors. The facility is certifled for
Seventy-Four (74) beds with a census of
Seventy-Two (72) on the day of the survey, The |
facillty falled to ensure they had a self-closing |
metal containsr to dump ashtrays into at the : -
employee smoking area,

recommendations.

Completion Date: © 105/30/2013

The findings include:

Observation, on 04/30/13 at 2:01 PM wiih the
Malntenance Supervisor, revealed the smoking
area for the employees did not have a metal
contalner with a self-closing lid to dispose of the
cigarette butis. Further cbservation revealed the -
area did not have self-closing ashirays.

Interview, on 04/30/13 at 2:01 PM with the
Mainienance Supsrvisor, revealed he was
unawars of {he requiraments for & smoking area -
at the facllity.

Reference: NFPA Standard 101 {2000 Edition}.

19.7.4* Smoking. Smoking regulations shalf be
adopted and . : ’
shall include not less than the following
provisions:

(1) Smoking shalt be prohibited In any room,
ward, or compariment

where flammable liqulds, combustible gases, or
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K 068 | Confinued From page 14 . K 068

oxygen is used or stored and In any other
hazardous location,

and such areas shall be posted with signs that
read

NO SMOKING or shall be posted with the
internatfonal

symbol for no smoking.

Exception: In health care occupancies where
smoking is prohibited

and signs are prominently placed at ali major
entrances, secondary

signs with language that prohibits smoking shall
not be required, ‘
{2) Smoking by patients classlfied as not
responsible shall bg,

prohibited.

Excepfion: The requirement of 18.7.4(2) shall not
apply where the patlent

is under direct supervision,

(3) Ashtrays of nhoncombustible material and safe
_design

shalf be provided In all areas where smoking is
permitted.

{4} Metal containers with self-closing cover
davices into

which ashirays can be emptied shall be readily -
avallable

to all areas where smoking Is permitted,

K 069 | NFPA 101 LIFE SAFETY CODE STANDARD K 069| K 069 Protection of Cooking
§5=D Facilities

Cooking faclilties are protected in accordance .
with9.2.3.  19.3.2.6, NFPA S8 : _ Maintenance Director had kitchen
hood inspected and NFPA

This STANDARD Is not met as evidenced by: documentation received on

Based on observation, record review, and 05/07/2013.

interview, the facliity failed to ensure the kHchen
hood systam was in accordance with NFPA
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Maintenance Director witnessed
K089 Continued From page 16 ) K089/ ispection and documentation on
standards. The deficlency had the potential to 05/07/2013."
affect one (1) of four (4) smoke compariments, )
- | residents, staff, and visitors. The facllity s~ . . o
certified for Seventy-Four (74) beds with a census Maintenance Director re-educated by
of Seventy-Two (72) on the day of the survey. Regional Property Manager on
The facllity failed to ensure the kitchen hood 05/03/2013 on annual inspection
suppression system was Inspected tracking and quarterly audits to verify
ssmi-annually. inspections are completely within
' ' required time frame and with correct
The findings Include: documentation.
Kitchen Hood record review, on 04/30/13 at 2:01 . o ;
PM with the Maintenance Supervisor, revealed Mam.tenz‘mce Director to a‘.jdit all fire
there was no documentation of a kilchen hood suppression systems and kitchen hood
inspection, monthly times three months and
. report results to Safety Committee and
interview, on 04/30/13 at 2:01 PM with the Performance Improvement Committee
Malntenance Supervisor, revealed he was under for further recommendations,
the impresston the proper inspection was being )
completed. Further Interview revealed he had a Completion Date: 05/30/2013
quole for a new vendor to complete the kitchen
hood Inspections golng forward.
Reference: NFPA 06 (1988 ed.)
8-3 Cleaning.
8-3.1* Hoods, grease removal devices, fans,
ducts, and other
appurtenances shall be cleaned fo bare metal at
frequent
Iniervals prior to surfaces becoming heavlly
contaminated with '
grease or olly sludge. After the exhaust system is
cleaned to
bara metal, it shall not be coated with powder or
other sub- .
stance. The entire exhaust system shall be-
inspected by a
Evenl [0; EWZH21 Facilty 1D: 100680 If conlinuation sheet Page 16 of 20
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Extinguishers. propsrly trainad, qualified, and
certifed company or person _
acceplable to the authority having jurlsdiction in -~
accor-
dance with Table 8-3.1. , \
Table 8-3.1 Exhaust System Inspection Schedule
Type or Volume of Cooking
Frequency .
Systems serving solid fuel cooking operations |
Menthly : | |
Systems serving high-volume cooking operations
Quarterly
such as 24-hour cooking, charbroiling or wok
cooking
Systems serving moderate-volume cooking
Semiannually
operations
Syslems serving low-volume cooking operations,
such Annually
as churches, day camps, seasonal businesses,
or
senior centars K 073 Decorations or Furnishings
K 073 | NFPA 101 LIFE SAFETY CODE STANDARD K073 Highly Flammable
88=F :
No furnishings or decorations of highly flammakle Maintenance Director will take
characler areused. 19.7.5.2,19.7.5.3, 18.7.54 current flame retardant documentation
and label all items that have been
sprayed with fire retardant spray by
. 2013,
This STANDARD is not met as evidenced by: 05/30/2013
Based on ohservatlon and interview, It was ] ] ]
determined the facility failed to ensure that no Maintenance Director and Resident
combustible decorations were used in the faciilly,
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K 073 | Continued From page 17 K o73| Ambassadors will complete 100%
, , audit of all resident items in the
:ccordlng to'NFPA standards. The deficiency building to identify any additional
ad the potentlal to affect four {4) of four (4) . . _
smoke compartmenis, all residents, staff and items needing ﬁ're retardant §pr ay by
visitors. The facllity is ceriified for Sevenly-Four 05/30/2013. Maintenance Dir ect.or and
(74) bads with a census of Seventy-Two (72) on Resident Ambassadors will audit all
the day of the survey. The faclity failed to ensure resident rooms for excess resident
decorations brought Into the facility were being flammable items by 05/30/2013.
properly fire freated. Social Services will assist resident and
. ' family members in removing excess
The findings include: flammable items from resident's
Observatlon, on 04/30/13 at 3:30 PM with the rooms by 05/30/2013.
Malntenance Supervisor, reveaied several stuffed ‘ .. .
animals, wreaths, and artificiat floral All remaining decorations and
arrangements throughout the facility had no furnishings that are highly flammable
documentation of flame retardant being applied, will be sprayed with fire retardant
: spray, tagged and logged in Flame
Interview, on 04/30/13 at 3:30 PiM with the Retardant Monitoring Book by
Mainfenance Supervisor, revealed he was aware 05/30/2013. ‘ :
decorations were required fo be treated with a fire
retardant spray but the facllity relles on a Maintenance Dircctor an d'Resi dent
coniracted company to spray the items and Ambassadors will conduct three
document. The mainfenance supervisor revealed AR )
after review the documentation provided he was audits a week times f?“r weeks and
- unable to determine which items had been fire three times a month times two
treated, additional months to monitor for any
: items that require fire retardant spray
and will report findings to the Safety
Referance: NFPA 101 (20060 Edition} Committee and Performance
' Improvement Committee for the next
18.7.5.4 Combusiible decorations shall be three months for further ,
prohibited in any health care occupancy unless recommendations.
. they are flame-retardant.
KS;S: NFPA 101 LIFE SAFETY CODE STANDARD K 104 Completion Date: 05/30/2013 -
Penelfrations of smoke barrers by ducts are
protected in accordance with 8.3.6.
Even! ID; EWZH21 Fachily i 100880 {f continuation sheet Page 18 of 26
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K 104 | Continued From page 18 K 104 X 104 Fire Damper Inspection
Maintenance Director contacted
vendor and had fire dampers inspected
- on 05/10/2013. Maintenance Director
This STANDARD [s not met as evidenced by: to create a job in Tels {maintenance
Based on record review and interview, itwas | tracker) by 05/30/2013 to ensure fire
determined the facliity falled to ensure fire/smoke damper inspections are tracked and
dampers were malntained in accordance with completed every four years when due.
NFPA standards, The deficiency had the potential :
to affect four (4) of four (4) smoke compartiments, Maintenance Director com
. pleted
all residents, staff and visitors, The facility Is o .
certifled for Seventy-Four (74) beds with a census 109 A’. a;l]dlit gl;)alf ﬁ'r(.a dampders to
of Seventy-Two (72) on the day of the survey. verify all had been inspected on
The facility falled to ensure smoke dampers In the 05/10/2013,
hvac system were being Inspecled.
' Regional Property Manager re-
The findings include: educated Maintenance Director on
timely inspection of fire dampers on
Fire Damper review, on 04/30/13 at 12:25 PM 05/06/2013.
with the Malntenance Superviscr, revealed no
docurmentation for fire/fsmoke damper testing. Maintenance Director to audit fire
Interview, on 04/30/13 at 12:25 PM with the dampers for function monthly times
Maintenance Supervisor, revealed that no three months and report resulls to
maintenance documentation was kept on the Safety Commitiee an'd Performance
fire/amoke dampers. Ha stated he has worked Improvement Committee for further
for the facility for {4) four years and they have recomimendations.
been inspected while he has been there,
Completion date: 5/30/13
Reference: NFPA S0A (1899 edilion)
3-4,7 Malntenance, At least every 4 years, fusible
links (where
applicabls} shall be removed; alf dampers shall
be operated o
verify that they fully close; the lakch, if provided,
shall be
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K 104 | Continued From page 19 K 104
checked; and moving parls shall be lubricated as
nacessary,
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