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malintain personal hygiene, dressing and requiring
extensive assistance for bathing. The resident
was frequently incantinent of urine.

Observations conducted on 03/09/10 at 8:30 AM,
2:00 PM and 4:00 PM and on 03/10/10 at 9:10
AM and 1:15 PM and 3:30 PM, and on 03411/10
a1 2:00 PM revealed Regident #9 propellad up
and down the hall in a wheelchair, using the
handralls on the wall, sat with peers during
acljvilies and In the dining room and spent time in
his/her room. During each observation of the
resident, a very strong odor of urine was detecled
and the resident was obsarved covering hismer
wat clothing (in the groin area) willh a turquoise
colored handkerchlef. An observation on
03/10/10 at 1:15 PM, revealed Residen{ #9 was
siiting in the doorway of the resident's room with
his/her eyas closed and resting his/her head on
the turquolse colored handkerchiaf, whizh was in
the rasldent's right hand. All observations
revealed an overwhelming odor of urine coming
from the residant's body,

An Interviaw on 03710/10 at approximalely 3:30
PM with the resldent revealed he/she denled any
concerns with provizion of care and became
hostile when asked about incontinant care neads.

lerviews conductied on 03/08/10 at 2:00 PM with
housekeeping staff, on 03/10/10 at 3:45 PM with
Certified Nurse Aids #1, on 03/11/10 at 2:00 PM
with Registered Nurse #1, and on 03/11/10 at
2:20 PM with Licensed Practical Nurse #1
revealed Resident #9 refused care most of the
time. The resident was incontinent and
attampted to conceal evidence of incontinence
with a wash rag or something else placad over
histher lap, The resldent alzo refused {o change
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F 241 Continued From page 1 F 241 . Resident has been changed 10

offer showers daily.

g Resident’s wheelchalr will bs
cleaned by third shift datly.

h.  Resldant's screened bedroom
window wlil be opened to
ventilate room as weather
permits,

2. On 3/18/2010, the interdisciplinary Team
sudlted the facility and residents to
determine that care is provided 1o residents
In a manner and envirohment that ensures
each resident’s dignity and respectls
honored.

The followlng interventions were put In
place by the Housekaeeping Supervisor for
any other restdent identifled through the
audits compieted by the Interdlseiplinary
Team.

a.  Resident's room will ba deep
cleaned on a weekly basis,

b. Housekeeplng rounds increased
to twlice a day and as needed to
ellminate odors,

¢.  Resident may be offered

" showers daily.

d. Resident's wheelchalr may be
cleaned by third shift daily if
applicable.

e, Resident’s s¢reened bedroom
window will be opened to
ventliate room as weather
perralts,
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clothes and/or bathe attimes. The resident
exhibited behaviors of hiding urine soakad
clothing items in dresser drawers or the closet
and refused to allow sfaff o remova them for
laundering. Cartain staff was able to encourage
approprizgte hyglene; however, many times the
rasldent became threatening and struck out et
staff, The staff interviews revealed the residant
had a strong odor of urine most of the ime and
other resldents and visitors had complained.

An interview with the Diractor of Nursing, on
03/09/10 at 12:06 PM, revealed she was sware of
the overwhelming oder in the hail which originated
fram Resgident #9's room. The resident refused
care, became belligarent, hid solled clothing, wet
the bed, urinated in the trash can and refused to
lel staff clean the room. At times, centaln staff
ware able to convince the resident to allow them
to assist with a showar and clean the room, The
DON stated, "We have lried sverything wa can
think of",

An interview on 03/11/40 af 1:00 PM with a
resident, who resided in a roam near Resident
#9's room, revealed the smell from Resldent #9's
room was offensive, The resident had asked the
housekeeper and CNAs to do something about
the odor on mulliple occasions. The housekeeper
and CNAs "sprayed" something in Reslident #9's
room and it helped for awhite, Tha resldent
stated when Residen| #9 was close by, the smell
"would knock you down®, The resident staled
he/she felt embarrassed when visitors came o
the facility and fall embarrassed for Resldant #9,
as well,

An interview with the Administrator on 03/11/10 al
approximalely 2:00 PM, revealed Resident #9

Facility staff was In-serviced on specific
Interventions, reporting odors, and location
of afterhours cleaning supply location on
3/19/2010 {Attachment #1).

An In-service on dignity was Inltjated
A4/1/2010 and will be completed 4/8/2010
with the next scheduled In-service
{attachment 42},

Housekeeplng Dlrector will complete audits
weakly ta Identlfy any other areasfresidents

affected by displeasing odors (Attachment
H3).

4. CQlform ES-, General Envirenment, was
completed 4/1/2010. ¢Ql form ES-1,
Generat Environment, will be completed 5
times 3 week for two weaks, weekly for two
months and thet monthly thereafter
(Attachment #4)

€aJ form $5-5, Quality of Life/Restdent
Observation, was compteted 4/1/2010. CQl
form 5§5-5, Quality of Ufe/Resident
Observation, will be completed weekly for 4
weeks then monthly thereafter
(Attachment #5).

__CENTI R MEDICA EMCAID SERVICES A OMB NO, 09380391
L4
STATEMENT OF DEFICIENCIES 1) PROVIDERBUPPLIER/CUA (X2} MULTIPLE CONBTRUCTION {X3) DATE BURVEY
AND PLAN OFf CORRECTION IDERTIFICATION NUMBER: COMPLETED
A, BUILOING
B. WINO
185049 03/11/2010
NAME OF PROVIDER OR SUPPFLIER STREET ADDRESA, GITY, STATE, ZIP CODE
139 PEARL ST., PO BOX §
AUBURN HEALTH CARE '
AUBURN, KY 42208
o4y 1D SUMMARY BTATEMENT OF DEFICIENCIES 18] PROVIDER'S PLAN OF CORRECTION 0T}
PREFIX (EACH DEFICIENCY MUST BE PRECEOQED BY FULL PREFIX (EACH CORREGTIVE ACTION EHOULD BE COMPLENON
TAO REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
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F 241 Continued From page 3 F 241
exhibiled behaviors which included refusal of
incontinent care and bacame physically
aggressive with siaff. Al limaes, cartein staff was
able to coax the rasident fo allow assistance wilh
showering and clean clothes, but there were
times when nothing could be done to convince
the resident to accept the care neaded.
A review of a care plan related to behaviors,
dated 02/08/10 to 05/08/10, revealed the resident
was described as "Non-Compliance/Resists care
(Grooming, smoking, (oiteting, bathing, changing
clothes and linens), Physically Abusive and trying
lo hide or cover up inconlinent episodes*. Care
plan interventions inciuded: " Request altemate
slaff member to assist with calming resident, be
sure not 1o over erowd or over-stimulate resldent,
aliow resident to wandsr fresly within faciltty but
remove from area as needed if abugive or socially
inappropriate behaviors occur and if behavior is
annoying peers, take lo a separate area
temponanity.”
F 250 | 483.15{g)(1) PROVISION OF MEDICALLY F 250 | 483.15{G}{1) PROVISION OF MEDICALLY RELATED 4/15/2010
ss=D | RELATED SOCIAL SERVICE SOCIAL SERVICES
. as placed by the Nursing Hame
The faciity must provide medicafly-related social b Arferal was ph o e vrang Horne
servicas 1o atlain or maintain the highest on 3/10/2010
praciicable physioal, mental, and psychosocial )
well-being of each resident, On 3/12/2010, Logan County Protectlon
and Permanency LSW Amands Lowdy came
B 10 the facility to interview Resldent 59 ta
This REQUIREMENT is not mat as evidencad Initiate investigation of self neglect and
determing If guardianship referrat s
by: . appropriate.
Based on obsservation, interview and record
review, it was determined the facility failed to
provida medically related soclal serdicas to attain
, maintain or improve the ability t0 manage
evaryday physicai, mental and psychosociai
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neads for one regident (#9), in tha selected
sample of 13. Resident #9 refused care, waa
phyaically aggressive toward staff and other
residents and refused Psychologicat evaluation
on muifiple otcasions. Although a need for
guardianship application was identified and a
refarral Initiated, the facility falled lo ensure the
action was followed through completion.
Findings include:

Record raview ravealed Rasident #9 had
diagnoses to Include Dementia with Behavior
Disturbance, Benign Prostrate Hyperirophy,
Dapresslon and Insomnia,

A review of the Minimum Data Sel (MDS) and
Resident Assesament Protocol (RAF), dated
02/08/10, revealad the resident was assessed as
moderately cognitively impaired, decigions were
poor and the resident required supervision. The
restdent was idenilfied as requiring assistance to
maintain parsonal hygiene, dressing and
extensive assistance for bathing and tended 1o be
incontinent daily with some control presani, The
resident’s Impalmmenis were chronic in nature and
were nof expacted to improve.,

Obsarvations on 03/09/10 at 9:30 AM, on
03/10/10 at 8:10 AM, and on 03/14/10 at 1:15 PM,
ravealed Rosident #0 waa in histher room, the
facility hall, the dining raomn and the lobby/activity
area. The resldent was observed dressed in the

with DCBS Protectlon and Permanency
Supervisor and LSW via speaker phone.
DCBS established that guardianship
placemnent was not approptiate because tha
restdent Is alert and orlented x 3, but dld
express that the referral woutd be sentto

the supervisor of Two Rivers Guardianship
Services,

On 3/29/2010, Nursing Hame Administrator
spoke with the Qmbudsman and the
Oombudsman Assoclate via conferance call
regarding additionaf Interventions to be
wthized by the facility to ensure the
resldents dignity and individuality be
malntatned.

On 3/31/2010 the Nursing Home
Adminlstrator met with Tom Noe, Logan
County Attorney to proceed with court
appointed State Guardlanship.

2. On 3/18/2010, the interdlsciplinary team
conducted an sudit to Identify If any athet
residents were In need of guardianship
referrals to establish a responsible party
and ensure services sttaln or maintaln the
highest practicable physical, mental, and
psychosoctal well-belng Is met. Any other
resident Identified for need of guardianship
will be referred to Two Rivers DCBS Central

{2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ¢ )COMPLETED
A BUILDING
8. WHG
185049 03/11/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
AUBURN HEALTH GARE 139 PEARL 8T,, PO BOX 9
. AUBURN, KY 42206
%43 1b SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF CORREGTION %)
PREFIX (EACK DEFICIENCY MUST BE PRECEDEO BY FULL PREFLX, {EACH CORRECTIVE AGTION 3HOULD BE COMPLETION
TAG REGULATORY OR LEC IDEHTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFECIENCY)
F 250 { Continved From page 4 F 250 On 3/26/2010, Social Service Director spoke

Intake.
6ame clothes alf three survey days and an
overwhelming odor of yrine was noted. The
residant'es room was neat, but had an
overwheiming odor of urine,
Interviews on 03/08/10 at 12:05 PM wiih the
Direclor of Nursing, on 03/09/10 at 2:00 PM with
FORM CMS.258T(02-89) Provious Verslons Obsolste Event 1D;0ML213 Fachity ID: 104204
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) ID SUMMARY STATEMENT OF DEFICIENCIES 1s] PROVIDER'S PLAN OF CORRECTION (2L
PREFIX (EACH DEFICIERCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACYION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENGED TO THE APPROPRIATE OatE
DEFICIENCY)
F 250 | Continued From page 5 F 250 3. Any other resldent identified for need of

housekeeping staff, on 03/10/10 at 3:45 PM with
Certified Nurse Aide #1, on 03/11/10 at 1:50 PM
with the Social Services Direclor, on 3/11/10 at
2,00 PM with the Administrator and Regiztered
Nurse #1 and on 03/11/10 ai 2:20 PM with
Licensed Practical Nuree #1, revealed Resident
#9 had exhiblted aggressive behaviors toward
staff and other resldents at times. The resident
had daily episodes of incontinence and refused to
allow siaff o assist himvher to bath or changa
clothes at imes, The resident exhibiled
behaviors of hiding urine soaked clothing items in
dresser drawers or In a closet and refused to
aliow staff to remova the items for laundering.
Cerlain stafl were able to encourage appropriate
hygiene at times, buf many imes the resident
became threatening and struck out at staff, The
siaff staled the resident almost alwaye had a
strong odor of urine and other residents and
visitors complained.

An interview with the Adminlstrator on 03/11/10 at
approximately 2:00 PM, revealed the resident had
an afitercation with another resident and
attampted Lo strike the other resident with histhaer
cane: On 03/23/09, the resldent wasa sent for a
psychiatric evaluation but refused 1o get out of the
police car, The Psychiatric facility evaluated the
resident in the car, while in the parking let, and
retumed the resident to the facility with a
canclusion that staled the resident's clinical
needs out weighad the behavioral needs. The
Administrater also revesled a refamal for

-guandianship was made on 06/30/09, but the

facifity failed to follow through to ensure the
referral was addressed. The Adminisirator
provided no explanation for the lack of further
action on behalf of Resident #9. The
Administrator siated she felt the facility should not

guardianship and referred to Two Rivers
Ceptral Intake will be monitored weekly
untll & responsible party has been identifled
of guardlanship refarral has been denled.
Documentauon of follow up monltoring wii
be recorded In the resident record.

©n 3/24/2010, Soclal Service Director was
Invserviced by Nurslng Home Administrator
oh haw to ldentlfy when a resldent may
need a guardianship referral, the referraf
process of guardianship, necessary follow-

up and weekly documentation {Attachmeat
BE),

4, CQtform 55-8, Guardianshlp, was
completed 4/2/2010, CQl form $5-8,
Guardianship, wilt be completed monthly
for three eensecutive months and then
quanieriy thereafier (Attachment #7),
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

ENVIRONMENT

Tha facility must provide a safe, clean,
comfortable and homalike environmeant, allowing

the resident to use his or her personat belongings
to the extent possible.

This REQUIREMENT is not met a5 evidenced
by:

Based on observalion, Interviews and record
reviews, it was determined-the facility falled to
provide a clean, comfortable and homelike
environment related to objeclionable odors,
improperly stored items and scratched and wom
night stands In the resident rooms, for one of two
wings al the fadliity. Findings include:

Observations, on 03/09/10 at 8;10 AM, 9:30 AM
and 10:45 AM on the 100 Wing of the facility,
reveslad ihe strong odor of urine in he hatiway of
Rooms 7123 through #117. Night stands in
rooms on the 100 Wing were scratched and
marred and In need of refinishing. Room #120
had the tables covered wilh table cloths.

An observation, on 03/06/10 al 10:00 AM, of the
storage raom on the 100 wing revealed 16
cardboard boxes of hriefs and gloves, which were
stacked directly on the floor of the eight fool by
ten foot storage room on the 100 wing.

An intarview, on 03/08/10 al 10: 05 AM, with the
Medical Records Clerk, who was responsible for

.| the stoek in the area, revealed the stormge room

resident 89 laundry was washed to
decrease odors.

On 3/24/2010, the tabla ih room 120 was
inspectad and determined to be resident's
personat ppssesston and in good working
order, The tablacioth was sprayed with fire
retardant spray 4/1/2010 allowing resident
to maintaln a homelike environment,

The bedside tables on the 100 hall will be
repalred or replaced.

0On 3/9/2010, the cardboard boxes of briefs
and gloves In 1he storage room were
elevated off the floor. Additional storage
shefving units were added to the supply
room on 3/15/2010 to ensure a safer
environment.

2, On 3/24/10, the Malntenanco Diredtor
Inspected bedside wbles throughout the
facility to determine the need for replacing
of refinishing. ©n 4/1/10, ten bedside
tables were ordered for those bedside
tables |dentifled to be beyond repair
{attachment #17]. Additlonal bed side
tables will be ordered as needed.

On 3/18/2010, the Interdiscipiinary Yeam
conducted an audit of the facility to identlfy
ahy area of the building with persistent
odors.

On 3/15/2010, the Maintenance Director
conducted an audit of the facility (o Identlfy
any ares that may be overstocked with
suppllas ¢reating any unsafe condtitlons and
ensure supplies are elevated off the fisor,

1 .
AUBURN HEALTH CARE 138 PEARL 8T, PO BOX 8
AUBURN, KY 42206
410 SUMMARY BTATEMENT OF DEFIGIENGIED D PROVIDER'S PLAN QF CORRECTION o}
PREFX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECYIVE ACTION SHOULD BE COMPLETION
TAG REGULATQRY OR L6C IDENTIFYIRG INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
OEFICIENGY)
F 250 | Continuad From page 6 F250] 483.15(h)(1} SAFE/CLEAN/COMFORTABLE/HOMELIKE | 4/152010
quit trying to acquire guardianship. She stated, ENVIRONMENT
"My role is to @ the rral”.
F 252 48; 15(h){1) make the refe E 252 1. On 3/12/2010, room beionglng to Resident
se=¢ | SAFE/CLEAN/COMFORTABLE/HOMELIKE 79 on 100 hall was deep cleaned and alf of

FORM CMS-1507(02-99) Previous Verskns Obsolaie

Evont I0;0ML214

Faciity ID: 100265

it continustion sheet Page 7 of 10




84/82/2018 16:89 27054270926

DEPARTMENT OF HEALTH AND HUMAN SERVICES

AUBURN HEALTH CARE

PAGE 19

PRINTED: 0372472010

FORM APPROVED
CENTERS FOR MEDIC, EDICAID SERVICES OMB NO, 0938-0391
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A BUILDING
186049 8. WING 03/11/2010
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
AUBURN HEALTH CARE 135 PEARL 8T, PO BOX §
AUBURN, KY 42208
o) 1D SUNMMARY BTATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORREGTION o5
PREFEX {EACH DEFICIENCY MUST BE PRECEOED &Y FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING HFQRMATION) TAG CROSS-REFEREHGED TO THE APPROPRIATE DATE
DEFICIENCY}
F 252 | Continued From page 7 F252| 3, 0n3f19/2010, facifity staff was In-serviced
was the only place available for siorage of the on reporting any petsistent odors to the
tems. The clerk stated she had raquested Housekeeplng Supervisor and staff for
shelvas "for more than a year,” without response Immediata intervention and Jocetion of
to the nead. after housekeeping duty hours deanlng
supplies 1o Use as needed (attachment #8).
An observation, on 03/09/10 at 2:50 PM, of the
Storage mom on the 100 wing revealed the On 4/8/2010, facllity staff wili be In-serviced
hoxes, which eontained the briefs, had been on reporting any identified furtltune or
disassembled. The briefs were in stacks over five equipment needing repair In the
feet in height on the floor, The briefs were maintenance log promptly (attachment #9).
observed leaning against the wall.
Maintenence/Housekeeping will complete
An interview, on 03/10/10 at 3;00 PM, with the rounds dally on an ongoing basls to ensure
Maintenance Direclor revealed the nighl atands a safe, tivan, comfortable and homelike
on the 100 wing wena “just old and needed environment {attachment #10},
refinishing." He was aware of the need for
shalves in the storage room, but could not get the 4. calferm ES-1, General Environment, was
shelvas mads, due {o balng behind on other completed 4/1/2010, CQI form ES-1,
projecis and he had no assistant, Geheral Environment will be conducted 5
times a week for two weeks, weekly for two
An interview, on 03710710 at 3:10 PM, with the weeks thah monthly thereafter
Administrator revealed she was aware of the {Attachment 4 4).
facility’s storsage problems end of the
maintenance work thet was needed. The C0J form $5.5, Quality of Life/Resident
Administrator stalad the facility had difficulty Observatlon, was completed 4/1/2010, CQY
keeping an assistant in this position. form §5-5, Quality of Ufe/Resident
F 454 | 483.70 LIFE SAFETY FROM FIRE F 454

85=F
The facllity must be designed, constructed,
aquipped, and maintained to protect the health
and safety of residents, personngl end the public.

This REQUIREMENT is not met a3 evidenced
by.

Based on observation and intervisw, it was
determined the facility failed to provide a safe
environment relatad to areas of trash and debré
around the perimeter of the building and a

Observation, wiit be completed weekly for 4
weeks then monthly thereafter
{Attachment #5).

CQf form ES-14, Housekeeping Review, was
completed 4/1/2010. CQi form ES-14,
Housekeeping Review, will be completed
weekly for 4 weeks then manthly thereafter
{Attechment #11).
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F 454 | Continuad From page 8 F 454 483.70 LIFE SAFETY FROM FIRE A/15/2010
retaining wall that was observed crumbling and in
1 On3/10/2010, alt trash and debris
a:
a state of disrepalr. Findings Includ dentiRed (two hydraulle It beds, broken
An obgarvation of the area around the dumpster, lounge chair, 13-5 gallon buckets, a wooden
on 03/08/10 at 3:40 PM, revealed two hydraulic it pallet, aluminum door, broken antennse,
beds, without matiresses, at the side of the two stacks of 4 tires, an old cooler and
H ]
storage shed, along with & broken lounge chair wooden planks) was collected and removed
turnad upside down, 13-five gallon buckets, a from the perimeter of the facility.

woodan paflef and an aluminum door,
On 3/10/2010, the Cable Company was

An observation of the outside perimeter of the called to replace/repair the storage box
facility, on 03110710 at 2:30 PM, revealsd a mounted to the brick wall outside the 200
broken antennase, laying on tha roof, near the hall o accommindate ali cable wires. There
edge of the building. There was an area of work was completed on 3/12/2010.
exposed cable wires, along the sfde of the

building In the courtyard, thel were not contained The crumbilng retatning wall on the south
in the opened storaga box mounted on the brick side of the facllity will be removed by

wall. Just outside the 200 wing, 32 Inches from 4/15/2010.

the building, was a crumbling, cement block

relaining wall, stacked thres blocks high, which 2, The Nursing Home Adminlstrator and

was nol secured by mortar and leaning toward alr Malntenance Director toured the grounds
conditioning units and windows. In addilien, there on 3/10 /2010, 3/17/2010, 3/24/2010 and
were two stacks of four tires, an old cooler and on 3/41/2010 ta ensure the faclity is
wooden planks on the ground located behind the deslgned, constructed, equipped and
storage shed and near the Administration malntained to protect the health and safety
Building. of residents, personnel and the public. No

new areas were ldentifted.
Ar interview, on 03/05/10 at 3:45 PM, with the

Distary Manager revealed the beds located 3. On4/8/2010, faclity staff will be In-serviced
beside the dumpster had been there "a week or to report any debris of refuse on facllity
50" bacause there was no room in the storage grounds Immediately to Matntenance
shed for the items and no way to dispose ¢f the Director and document In the maintenance
bads. The other discarded ems had been there log {attachment H12).

"for some time."

An Interview, on 03/10/10 a1 2;30 PM, with tha
Maintenance Supervisor revealed the supervisor
was supposed to haul the discarded items o the
junk yard, but his truck had been "In the shop”

FORM CMS-2567(02-93) Provious Vorskns Oaokite Evont 1D;0ML211 Fachty 1D 100295 If continuation shaet Page 8 of 10
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FORM APPROVED
OMB NO. 0938-0391_
STATEMENY OF DEFICIENCIES {44) PROVIDER/BUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY '
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: COMPLETED
A BUILDING
B. WING
165048 03/11/2010
NAME OF PROVIDER GR SUPPLIER BTREET ADDRESS, CiTY, BTATE. ZIF CODE
an L 8T, PO BOX &
AUBURN HEALTH CARE 130 PEARL 6T,
AUBURN, KY 42200
431D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF GORREGTION [r )
PREFIX {EACH DEFICIENCY MUST BE PRECEDRD BY FULL PREFIX {EAGH GORREGTIVE AGTION 8HOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING IHFORMATION) TAG CROSS-REFERENCED TO THE APPROPRLATE baTe
DEFICIENGY}
F 454 Continuad From page 9 F 454 Malntenance Dlrector will complete
and the ataff member who should have been outdoor rounds weekly to ensure the
maintaining the oulside grounds had recently quit facllity s deslgned, constructed, equipped
his position. and maintained to protect the health and
safety of residents, personnel and the
An inlerview, on 03/10/10 al 3:00 PM, with the public (Attachment #3). Any deficlent area
Adminisfrator ravealed she was unsure if the Identifled will be cleaned and/or repaired at
relaining wall was on facility property. She stated that time,
the problem with the trash would be addressed
and resolvad, 4. CQJform £5-2, Review of Facllity Exterlor,
was completed 4/1/2010. CQl form £5-2,
Review of Facllity Exterior, wiit be
completed on a monthiy basis {Attachment
H 13),
FORM C45-2567{02.99) Pravious Verskana Obsolls Event ID:0ML21 { Facky 10; 100203

\f portinuation sheat Pags 10 of 10
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Complete
In-Service Training Report

Facility: Auburn Health Care Department: All Departments
Date: 3/19/2010 Time: 2:00 PM

Meeting Area: 100 Dining Room

Employee Group(s) Present: Facility Staff

Subjects Covered:

Oder  Conlml
_b__)jﬁg_uem}-rm\? Yo o Ao Ces L/V\.A_ 635 0
Qcren S odocS v

3 narar& wﬁe ()J\afee MIAM
“ouA..Q,KQJJD\r\Q
@_AM&EMM Cocdt ) omiinals  contlibls

/P O i#f {o u.-u > ho s H(-v@'
!\0-‘\- \r\(r.,p -N-e_/‘ L\OU...(\Q CJQ@QM; .

Sea Ao S

/
Signature: /{W @ Q)CLM JUHA

@Ayt j@
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Complete
In-Service Training Report

Facility: Auburn Health Care Department: Al Departments
Date: 4/1/2010 Time: 3:00 PM

Meeting Area: Nurse's Station

Employee Group(s) Present:  Facility Staff

Sﬁbjects Covered:

Dignity

It is our responsibility to ensure that the facility promotes care for
residents in a manner and in an environment that maintains or

enhances each resident's dignity and respect in full recognition of his
or her individuality.

See Attachment for definition of dignity from the Interpretive Guidelines
of the "l.ong Term Care Survey" Manual.

‘Signature: %;@@&xiﬂ(' QM NHA

;H#A&A ment /2 A
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Dignity In-service
4.1.2010

What: Dignity In-Service
From: Stephanie Semrick, SSD
Who: All Staff

When: 4/1/2010

[n caring for residents in a long term care facility the staff member must not

forget that even though this is their place of employment, this is the
residents’ home.

This in-service is phrased as how a resident might think. Maybe it’s your

grandmother, past neighbor or a previous member of your church, In respect
of this in-service her name is Ms. Smith.

Ms Smith: I wish they would come and answer my call light, I can’t hold it
like Tused to. After my five kids, if I sneeze before the aide gets here, she’s

gonna have a bigger mess to clean up. The previous shift forgot to place a
pad in my pants. -

Ms. Smith: I hope today is my shower day. I think I stink. I’m all sticky and
my hair desperately needs washing, My head itches. My son is supposed to
come see me today and bring the grandkids. The little ones were too scared

to sit in my lap last time. I guess it was because [ smelled bad and my hair
was messy.

Ms. Smith: I sure am thirsty, At least I did get my shower, But they forgot to
clean under my nails though. 1 do hate having dirty nails. We’re supposed to
have fried chicken for lunch and I hate to eat it with my dirty hands. Boy, I
sure would like a drink of ice cold water. When my aide was in here though,
she was in a hurry and didn’t move my over bed table within reach. Let’s see
where’s my call light....oh, I see it. It’s hanging on the curtain.

Ms. Smith: Oh, here come my grandkids. Aren’t they cute? I just wanna give
them a great big squeeze. What's that? Why do I have a beard? What's that
in my teeth? My breath stinks? Oh, dear. Maybe next time you come I can

hold you and you won’t cry. And maybe next time my son won’t have to
kiss my forehead. '

d MﬁaF # /?,b
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¥240

§$483.15 Quality of Life
A facility must care fo meflents in a
manner and jpefnvironment that

nragee?™s malntenance or enhancement

#of each resident’s quality of life.

F241

$483.15(a) Dignity

The facility must promote care for
residents in 2 manner apd in an
environment that maintains or
enhances each resident’s dignity and
respect in full recognition of his or her
individurality.

..As such, states may not elirminate the obligation for any of the allegg
abuse, injuries of.unknown sau rce, and *
misappropriation of.resident property) to ba reported, net can the state cysish [onger time
frames for reporting than mandated in the regulations at §55s#0 2)-and (4). No state can
override the obligation of the nurSing home to fulfl Equirements under §483.13(c), so long

as the Medicare/Medicaid certéficaﬁ pigevfdlace.

reporis are—t-fo be made.
violations {Le., mistreatment, neglect,

i 1 "r'-u.‘ §483.15

The intention of the quality of life requireme o specify the facility’s responsibilities toward
creating and sustaining an environment that humanizeymigdividualizes each resident.
Compliance decisions here are dxjven by the quality of life each roeggt experiences.

(Rev. 48; issued: 06-12-08; Effective/implementation Date: 06-12-09}

Interpretive Guidelines $483.15(a)

with residents, staff carries out activities that assist the

“Dignity” means that in their interactions
feesteem and self-worth. Some examples include (but

resident to maintain and enhance his/her sel
are notiimitéd to): -

el -

Grooming residents as they wish to be groomed (e.g., hair combed and styled, beards

dhaved /trithmed, nails clein and dipped); b

Encour;'étéing' and assisting residents to dress in their own clothes appropriate to the time of
day and individual preferences rather than hospital-type gowns;

- Assisting residents to attend activities of their own choosing;

« Labeling each resident’s clothing in 2 way that respects his or ber dignity;

%CA/M/L% R0
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» Promoting resident independence and dignity in dining (such as avoidance of:

PAGE

F241
cont. ‘ - o Day-to-day use of p];is:ii:‘cutlery and paper/plastic dishware;

6 Bibs (also known as doﬁhfng*p:otéctors) instead of napkins (except by resident chaice);
o Staff standing. aver"fesidents:—whﬂa assisting them to eat; -
o Staff hﬂeracﬁrigfoonwer&inﬁ onfy with each other rather than with residents, whife .

- assisting residents; '

| Asang erd wisy Buo eyl

not changing radio or television station

oot H A

. Re#pcctipé resident’s pﬁvaf: space and property (e.ges
without resident’s permission, knocking on deots and requesting permission to enter, closing
doors as requested by the resident; not. moving or inspecting resident’s personal possessions

without permission);
+ Respecting resident’s bf spezking respectfully, addressing the residént with a name of the

resident’s choice, avolding use of labels for residents such as “feaders,” not excluding
residents from conversationis or discussing residents in community settings in which others

can overhaar prvate infarmation;

AUBURN HEALTH CARE

Focusing on residents as individuals when the]} talk to them and addressing residents as
individuals when providing care and services.

Maintaining an. environment i which there are no signs posted-in residents’ rcoms’;or in

staff work areas able to-be seen by other residents - and/or visitors that include confidentiai

cliviical or parsonal inforrmation {such as information-about incortinence, cognitive status).
- tis allowable-to post signs with this type-of information in more. private locations'such as
. the nside of a-¢loset or in staff locations that are-not viewabie by the public. An exception

" %an be miadé sy 2n individual casef a resident or responsible family- member insists on the-
posting of.care infofination at the bedside {e.g., domiot:take bleod pressure i right arm).
This does-not prohiblif the display of risident Trasties or: their doocs rior.does itprohibit -
dispiay-of resident mamceabilia and/or biographical information:in or outside their FooME

2785427826

16:272
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F241
cont.

wrm thelr consent orﬂaemnsent -of: the mspons:bls partty- :ﬁhe ramdent is unable 0 give
consent. (This: resﬂnctnon dbes not-include the-CDC isplation-precaution-transmission-
based-signage forreasons of public health’ pmtecﬂon, as Iong as the sign does not reveal

ﬂ'aatypaofm!echunl can

Gmommg resrdems asﬂwy w:sh to be groomed {e (o 8 n;moval of. facnal haJr fcr women,.

maintaining the rwdent's palscmal preferences regarding hair length/style, faclaJ hair for .

m:en, and clothing styla). NOTE Fort issues of tallure o keep dependent residents’ faces,
ds, fmgema.ds. hair, and dothmg clean, refer to Activities of Daily Living {(ADLs), Tag F312;

» Maintaining residént privacy o‘l body inciuding keeping residents sufficlently covered, stich as
with a roba, vihile beéing takerr to areas outside their mom, such as the bathing area (one
method of ersuring resident privacy and dignity is to transport residenits while they are dressed
and assicf them to dress and undress in the bathing room). NOTE: For issues of lack of visual
privacy for a resident while that resident is receiving ADL care from staff in the bedroom,

bathroom, or bathing room, refer to§483 10(e), Privacy and Confidentiality; Tag F164. Use
Dlgnity F241 for issues of visual privacy while residents are being transported through comman
areas or are uncovered in their rooms and in view of others when not receiving care; and

Refraining from practices demeaning to residents such as keeping urinary catheter bags
uncoverad, refusing to comply with a resident’s request for toileting assistance during meal
times, and restricting residents from use of commen areas open to the genéral public such
as lobbies and restrooms, unless ‘they are on transmission-based iselation precautions or
are restncted aoconimg to their care planned needs. An exceptson can be made for certain

re.stmoms that are not aqulpped with call cards for safety

Procednres §483.15(a)

For sampled residents, use resident and family interviews as well as information from the
Resident Assessment Instrument {RAT) and comprehensive care plan to consider the resident’s
former life style and personal chaices made while in the facility to obtain 2 picture of the
resident’s individual needs and preferences,

d

62744(00)1{&?4 7 12 Q.
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F241
cont.

Throughout the survey, observe: Do staff show mpect for residents? When staff interact with a

resident, do staff pay attention to the resident as an individual? Do staff respond in a timely manner
to the resident’s requests for assistance? Do they explain to the resident what care they are daing
or where they are taking the resident? Do staff groom residents as théy wish to be groomed?

o group activities, do staff members focus attention on the group of residents? O, do staff
members appear distracted when they interact with residents? For example, do they continge to
talk with each other while doing a “task” for a resident(s} as if the resident were not present?

Are residents restricted from using common areas open to the public such as the iobby or
commeoen area restrooms? If so, determine if the particular area is restricted to the resident for
the resident’s safety. For example, does the rastroom lack z call cord for safety? [f so, that
restroom may be restricted from resident use, Are there signs regarding care information posted
in view in residents’ rcoms?, If these are observed, determine if such signs are there by resident
or family direction. If so, these.signs are allowabie. if a particutar resident has been restricted
from common ares by the care team, confer with staff to determine the reason for the restriction.

Do staff members communlcate personal information about residents in a way that protects
the confidentiality of the information and the dignity of residents? This inciudes both verbal
and written communications such as signage in resident rooms and lists of rasidents with
certain conditions'such as incontinence and pressurs ulcers (or verbal staff reports of these
confidential matters) at nursing stations’in view or in hearing of residents and visitors, This
does not include clinical information written in a resident's record.

Determine if staff members respond in a dignified manner to residents with cognitive
impairmenis, such as not contradicting what residents are saying, and addressing what residents
are trying to express fthe agendz) behind their behavior. For example, a resident with dementia
may be atternpting to -exit the butlding in the aftemoon, but the actua! intent is 2 desire to
maet her children at the school bus, as she did when a young mother. Allowing the_ behavior
under supervision such as walking with the resident without challenging cr disputing the
resident’s intent and: conversing with the resident about the desire (tsil me about your
children) may assist the bahavior to dissipate, and the staff member can then invite the

‘resident to come along to have a drink or snack or participate tn a task or activity. For more

GHach ment # 2L
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Quallty Indicator: General Environment
Threshold: 80%

AUBURN HEALTH CARE PAGE 21

ES-1

Directlons: Members of the quality action team will tour the facility in areas listed {look at 10% of the rooms on
each unif). Members should talk to residents and get their perspective in order to do an accurate assessment. A
'no’ response may indicate a potential probtem,

X=Yes

O =No

N/A - Not Applicable

Resigents
Rooms

Dining
Area

Lounge
Area

Therapy

Hallways Room

Lobby

Chairs are comforiable and facilitate the
resident getting up and down.

Tables are at a comfortable height for
residents, wic's fit properly under them.

Furnishings are structurally sound and
functioning.

Curtains are clean and corractly hung,
Privacy curlaing provide adequate

Wheelchalrs are clean, in good repair,
and stored properly.

Mattresses are clean, comfortable and
in good condition. Bed frames are
without rust or dirt.

There is sufficient space for residents
and activities. Resident rooms have
enough space to promote easy maobility
and provide adequate closet space.

The areafroom is free of unpleasant
odors,

The arealroom has a personal feel to it.

10

An easily accessible bathroom is nearby.

11

Nurse call system is functioning properly

12

The noise lavel is acceptable to
residents. Overhead paging system is
used for emergencies only,

13

Lighting is adequate for tasks.

14

Emergency outlels are clearly labeled.

16

Water is available in all essential areas.

16

Waler temp is 110 F and is documented
and monitofed routinely.

17

Entrances and exits are lightad.

18

Room temperature is 71 - 81 F.

19

Ventilation is adequate (especially in

smeking areas).

Page1of2

Gttt ment # Uy
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PAGE 22

Residants
Rooms

Dining Lounge
Area Area

Therapy

Hallways Room

Lobby

20

Oxygen storage area is labeled, resident
rooms with oxygen have signs posted.

21

Smoking and non-smoking areas are
identified,

22

Pest controf program in place and area
is pest free,

23

Handrails and bathroom grab bars are
present and secure,

24

The area Is free of hazards,

25

Ceilings and floor tiles are in good
repair.

26

No hales found in walls or doors,

27

Paint/wall paper is in good condifion.

28

Giare from any light source, including
sun, is eliminated. There is non-glare
wax on the floor.

29

Hazardous chemicals or any hazardous
substance that a resident could be
exposed to are locked up properly.

Item #

Comments

Percentage of compliance =

Date completed;___

#Yes responses X 100

total # of responses
Threshold met:  Yes No

% Compliance:

Fian of correction implamented:  Yes No

By:

Page 2 of 2
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Continuous Quality Improvement

Social Services 58.5

Indlcator: Quality of Life/Resident Observation Threshold: 1l00%
Directlons Members of the quality action team will cbserve res

idents and document on
appearance, hygiene and dignity issues.

Criteria/Question ‘ “Resldent
Mark ‘X' for YES, 'O for NO, or ‘NI 1 2 3 4 [
1. s the resident wearing hisfher own clothing?

2. 12 the res|dent wearing appropriate clothing? (Seasonal,
matching, correct order)

Is the resident wearing hisfher glasses (If applicable)?
. Is the resident wearing hearing aide (if applicable)?

- Is the resident's halr cleaned/appropriately combed?

. Are the resident's teaeth/dentures in appropriate condition?

3
3
5
6. Has the resident been shaved/facial hal romeve?
-
8. Ars the resident's fingernails clean and timmed?
3

. Is the resident free from body odor, urine/feces odor?

110 Is privacy provided during all aspects of care?

11. Does the residant regularly attend at least ona group activity
per week?

12. Did staff interact appropriélely with the resident upon this
observation? :

13. NACP reviewed for documentalion.

14. Does the staff provide privacy during personal care and

treatment times?

Percentage of Compliance= ftYes responses X 10 % Compliance
total # of responses

Thrashold met;  YES NO Plan of correction implemented:  YES NO

Date completed: .. by

pachment #5
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Complete
In-Service Training Report

Facility: Auburn Health Care Department:  Social Services
Date: 3/24/2010 Time: 2:00 PM

Meeting Area: 100 Dining Room

Employee Group(s) Present: Social Service Director

Subjects Covered:

Guardianship Process

1) How to identify if a resident needs a | guardian appointed
2) Proper referral reporting process

3) Agencies involved for guardainship placement

4) Follow up required

5) Documentation of follow up weekly

Signature: W(QJW 1A

Gt mon . # (1
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Quallty Indlcator: Guardlanship §5-8
Threshotd: 100%

Directions: A member of the CQl team will review resident medical records for every resident who s their
own respansible party or has a responsible party that is not attentive to their needs. Review is required to
detemine If a guardianship referral is needed. Utliize the entire record to include cognitive assessments,
progress notes, nurses notes, etc, Use additiona!l forms ag nesded.

“Resident
X=Yes O=No NA = Not Applicabla 1121 3}14]| 5

4 Is the resident responsible party "self” or not attentive to resident's needs
(madical, psychosccial wall-belng, business and lagal needs)?

St pr i
2 Has a every attampt been made to eontact next of kin and/or dete
rogponsible party?

3 Do Sociaf Service notes support efforfs to contact next of kin and/or find a
willing responsibie party?

To include, but not limited to:
(Answer what has supportive documentation only)

P
rmine a

Residanf Interview

Chart Raview

Phone Calls

Verifying Contact informafion with Doctor or Refening Hospital

Cortified Malf

*** Documentatioh should include all detailed information of attempt to identify

next of kin and/or willing responsible party, to include dates with follow up
completed in a timely mannar=*

4 Does resldent have a cognitive impairment?

5 Can resident make appropriate decizions regarding safety, healthcare,
financial, and business needs?

ls resident compliant with services, care, and policles/proceduras of the
® faclity?

7 Does residant present danger to self or othera?

8- Has the resident exhibited a status change?

To include, but not limited to (Answer those that apply only) Gt T e
Has residents health improvad or declined significantly
Does resident require urgent medical neseds requiring consent
Does resident endanger the health of the other residents in the facility
Is resident no long competent to make lagal decisions

implemented 4/2/10 Page 1 of 2

g@%c/(mem/" # 711
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55-8

Resident

2 s refarral agency idenfified?

10 If referral declined or resident did not meet criteria for guardianship, then:

Was exparlae appointed or advised on an as needed hasis by DCBS Licensed
Soclal Worker:

Is follow up complete with new referal with any significant change in heaith,
mental status or financlal need.

s tollow up completed with every quarterly, annual, or significant change
RA[ Aaseszsament,

Are all attempts appropriately documanted

Percentage of Compliance = § of Yes respopses x 100 % Compliance:
totai # of respons

Threshold met: Yes No Plan of correction implemented: Yes No
Date Completed: By:
Implementad 4/2/10 Page 2 of 2

Qﬁé«,‘/(fﬂ?" o 7‘9
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Complete
In-Service Training Report

Facility: Auburn Health Care Department: All Departments
Date:' 3/19/2010 Time: 2:00 PM

Meeting Area: 100 Dining Room

Employee Group(s) Present: Facility Staff

Subjects Covered:

Odor _ Contmsl

| b \n-\(’xuu\}—tm§ Yo __adr ,_.Ep;o(‘ feﬁ‘?oby@}‘(_gs Rl

QeSS Yol ()da S

c odocs e (’J\m{\m }\fufm

\-\ﬂLAA.&_KQ-M

______ggo»_%_ijﬁbf:ﬁ.gl&.uéi_‘t.&’_m A s
N RPN IV 3 I —-A?M howet  Cleanind

Mm&u - .

Signature: K/W p @M JorHA

atfachment- #HEA
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Complete
In-Service Training Report

Facility: Auburn Health Care Department: All Departments
Date: 4/1/2010 Time: 3:00 PM

Meeting Area: Nurse's Station

Employee Group(s) Present: _ Facility Staff

Subjects Covered:

REPORTING TO MAINTENANCE AND HOUSEKEEPING

A) Maintenance Log Book
B) Report all furniture, equipment, facility areas in Maintenance Log
C) Report any debris or refuse on facility grounds immediately

to Maintenance/Housekeeping and document in Maintenance

L.og Book

Signature: Barbara Davenport

74 vfér%mm%# da



Daily Housekeeping/Maintenance Rounds
Month/Year 113213141516 7]8]9110{11§12|13{14{15/16)1718 19120121 22| 23124 25| 26| 27| 2812930 31

Grounds:

Verify walkways free of debris/hazards

Exisure lce/snow have been removed from walkways
[seasonal)

Ensure landscape free weeds, limbs, refuse

Facility:

Ensure is building free of persistent odors

I3entify areas needing additional cleaning an dfor
deep cleaning

Aerify furniture/décor free of dust

Verify furniture/décar in working order and in good
condition

Ensure all flammable/combustible chermieals stored
iproperly {check all areas)

taundry Room:
Ensure front of dryers free of lint buildup

Ensure back of dryers free of fint builéup

Ensure are dryer vents free of lint buiidup

verify [aundry room free of clutter

Verify lint rerovat fog been completed properly

{General;
Complete water temperature [og

Imgiemented &/3/201C

o/ # NN

cf#ﬁa{m@m[— # /O

QTec/zZu/p0

1291

92@.L2pGBLe

O HLIW3H Nandne

Fovd

88



0d4/02/20186 16:37 2705427826

Quality Indicator: Housekeeplng Review
Threshold: 95%

AUBURN HEALTH CARE

PAGE 89

ES-14

Directions: Members of the quality action team will tour the facility In areas listed {look at 10% of the rooms on each unit}, A"MNo" response may
indicata a potental problem,

X=Yes O=No N/A=NotApplicable
Residents Dining Lounge Hallways Therapy Lohby
Rooms Araa Area Room
1 The floor Is clzan.
2 Windows are free from dust and dirt.
3 Curtains are clean and hung properly.
4 Furniture Is safe and sturdy.
5 Furnlture is clean and dust frea Including chairs,
tables, and dressers,
6 Furn'ture scratched andfor marred s refinished or
replaced.
7 Residents personal ltems that are not flame
retardant are sprayed with flame retardant spray,
8 Waste baskets are clean under plastic linlng.
9 If floors are being mopped, "wet floor” signs
clearly mark the wed areas.
10  Soap dispenser Is full and without drled soap.
11 Paper towe! holders have towels.
12 Slnks are clean and free of debris,
13 Walls are ¢fean and free of dirt,
14  Floor baseboards in all areas are clean.
15 Light fixtures are dust free.
16  Pictures and objects on the wall are dust free.
17 Mirrors are clean and free of spots,
18 Floor polish Is non-stip and non-glare.
19  Cleaning supplies are either belng used or stored.
20 There are no hazards in the areas that could cause
residents to fall or otherwise injure themselves.
21
22
23

Page 1 of 2

aftachment /la




p4/02/2010 16:37 2785427026 AUBURN HEALTH CARE PAGE 18

ES-14
{tam # Comments
Percentage of Compliance = # of Yes responses x 100 % Compliance; ____ =~
total # of rasponses
Threshold Met: YES NO Plan of Correction Implemented: YES  NO
Date Completed: By:
Revised 4/1/10

Page 2 of 2 52}]/1[.:?6'/1”1 éen 7" # //b
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Complete
In-Service Training Report

Facility: Auburn Health Care Department: All Departments
Date: 4/1/2010 Time: 3:00 PM

Meeting Area: Nurse's Station

Employee Group(s) Present: _Facility Staff

Subjects Covered:

REPORTING TO MAINTENANCE AND HOUSEKEEPING

A) Maintenance Log Book

B) Report all furniture, equipment, facility areas in Maintenance Log

C) Report any debris or refuse on facility grounds immediately

to Maintenance/Housekeeping and document In Maintenance

Log Book

Signature: Barbara Davenport

74 %cﬁmm—f # 12
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AUBURM HEALTH CARE PAGE 13

Quality Indicator:  Review of Facility Exterior

Threshold: 90%

ES-2

Directions: Members of the quality action team will inspect the outside areas of the facility, looking for
problems related to appesarance, safety, cleanliness, and general maintenance. A ‘no’ answer may

indicate a potential problem.

X=Yes O=DNo

N/A = Not Applicable

The following are in good repair: yes/no

Loading docks

T T ——

Comments

e

2. Back and side yards (general)
h 3. Porches and/or patios
“ 4. Furnishings and equipment in outdoor

recreation areas

5. Exterior walls

6. Roof

7. Entrance

8. Driveway

9. Stairs, ramps, sidewalks

10. Employes parking area(s)

1. Front yard (general)

12, Lawn

13. Shrubs and plantings

14. Trash area

1. Lighting (esp. parking and entrances)

6. Windows and doors {cauiking avound
windows)

17. Unattached buildings

18. Visitors parking lot

19, Staff designated smoking area is free
of trash/debris.

20.

Page 1 of 2

N hover - 7 1R
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AUBURN HEALTH CARE PAGE 14

ES-2

" yes/no

Comments

21.

22.

23.

24.

Percentage of compliance = # Yes responges X 100

total # of responses

Threshold met:  Yes No

Date completed; By:

C:\MyFites\CQ! ES Facility Ext-wpd  04/17/00

“%Compliance:

Plan of correction implemented:  Yes No

Page2 of 2

M{’h!’ﬂﬂfﬁ # /13 b
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PAGE 19
Page 111
INVOICE #: 17798025
ACCOUNT #: 20149
INVOICE DATE: 4172010
YouR ELDERCARE EQUIPMENT EXPERTS & TERMS: NET 30
For billing Inquires, please contact: CUSTOMER PO #: VERBAL KATHERINE
Renee Schubert ORDER #: 16100414
1-800-889-2504  rax 1-800-250-1961 ACCOUNT MANAGER: Frank Pokorny
1-888-367-3503
ORDER PLAGED BY: Ms. Katherine Evans
BILLTO:  Aftn: Accounts Payable SHIPTO:  Auburn Health Care-HP S|
Auburn Health Care-HPSI 136 Pear St
139 Pearl St Auburn, KY 42206-0009
PO Box 9
Auburn, KY 42206-0009
ITEM# DESCRIPTION UM | ORD | INVD PRICE EXT. PRICE
78028-2 Heartlang Bedside Cabinet, 3-Drawar EACH 10 19 $122.00 $1,220.00
Finish = Wild Cherry QS
SUBTOTAL §1,220.00
Your affiiation with HPSI pays every tme you buy from Direct Supply. We have already deducted yaur savings of FREIGHT $269.80
$150.00 from this invoice, TAX $89.39
v , ) " ) _ vl TOTAL §1,579.19
bU can view your invoices and aceount stalus online, anylime al wwiw.directsupply.net AMOUNT PAID $0.00
BALANCE DUE $1,570.19

Nollce of Dlscount Rapenting & Usa Tax Payment Obligations

Dlscounts: The nat prica of pradisets o this Involee reflocta discounts you recaivad, The antl-kickback regutatons of tha Sodsl Sacurlty Act requirs you and yoir faciiles to fully and

accurataly repor these discoums and the aciusl product price you paid In any apptkabla coat report, ofatm or charge to any fodara! state heallh care program, and cerain

third panies. Upan request by the Offce of inspaciar Genergd, Secretary of HHS ot any stata sgency, you must provide a copy of any egresment bebween you and us g5
wall 85 televant information regarding Uesh dlacounts and the pelys] produdt prices you paid,

Usg Tax; In addition. if we are requirad w0 ba registarad to collsct zales tax In your state and you have nol provided us wth a tax exampt!
aLthorifes, we have added sales tax to the involse, if we are nol g0 regiatered, than we ara not required to collact such sales t
and paying applicabla sales taxes for ali producls you purchase from us.

on cesUficale acceplable to the laxing
ax and you Bre rasponsibie for calculaling

Please enclose remittance slip  INVOICE #: 17798025

to ensure proper credit ‘ , .
YOUR ELDERCANE EQUIPHENT EXPERTS o Aubum Health Care-HPSI ACCOUNT #: 20 1 49

FINANCIAL S8ERVICES

INVOIGE DATE: 4142010
1-800-634-7338 DER # 16100414
Remit To: Direct Supply, Inc. ORDER
SALES OFFICES Box 88201
1-800-634-7328 Milwaukee, Wi §3288-0201  [AMOUNT DUE: $1,579.19

FEDERAL ID# 391519805

2024900000L779802500004011.0000001579295

atachment # /7






Bd4/82/2816 16:22 2785427826

DEPARTMENT OF HEALTH AND HUMAN SERVICES

AUBURN HEALTH CARE

PAGE 86

PRINTED: 03/24/2010

CENTERS FOR MED|CARE & 8] ?ﬁg APZQOVS[;
BTATEMENT OF DEFXCIENCIES [1.3)] PROVIDER}'SUPPLIERICLIA ' - ‘
AND PLAN OF GORRECTION IDENTIFICATION NUMBER; PAYMULTIPLE GoNSTRUCTION W’Eg{.ﬁf&i‘;ﬁ*

A, BURLDING 01 - MAIN BUILDING 01
185049 o YNG 0340912010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
AUBURN HEALTH CARE 133 PEARL BT., PO 80X #
AUBURN, KY 42200
o4 D BUMMARY STATEMENT OF DEFIGIENCIES 1) FROVIDER'S PLAN OF CORREGTION
PREFIX (EACM DEFICIENCY MUST BE FRECEDED BY FULL PREF(X {EACH CORRECTIVE ACTION S8HOULD AE oomgfls)nou
TAG REGULATORY OR LEC IDENTIFVING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K062 Continued From page 1 Kos2
2-2.1.1* Sprinkiers shall be inspacted from the
floor tevel annually, Sprinkiers shall ba free of
corrosion, forelgn materals, paint, and physical
damage and shall be installed in the proper
orisntation (e.g., upright, pendant, or sidewall).
Any sprinkler shall be replaced that is painted,
corroded, damaged, loaded, or In the improper
orientation,
K135 | NFPA 101 LIFE SAFETY CODE STANDARD K 135| NFPA 101 LIFE SAFETY CODE STANDARD : 4f15/10

8=
Flammable and combustible liquids are used
from and stored In approved containers in
accordance with NFPA 30, Flammabls and
Combustible Liquids Code, and NFPA 45,
Standard on Fire Protection for Laboratorias
Uzing Chemicals. Storage cabineats for
flammable and combustible liquids are
consirucled in accordance with NFPA 30,
Flammabla and Combustible Liguids Code, NFPA
99, 43,10.7.2.1.

This STANDARD is not mel as evidenced by:
Based on observation and siaff intarviews
conducted on 03/09/10, it was detenminad Lhe
facility failed 1o propary store flammable and
combustible liqulds.

The findings include:

-Observation during the Life Safety Code
ingpaction on 03/09/10 at 10:45 AM, revealed one
can of 10 ounce While Lilhium Grease, five cans
of Touch N Foam and six cans of Orange Buret
ware stored in the Laundry on a shelf. The fabal
on the above ftems stated combustible, danger,

1.  Aflammable proof cablnet was
purchased 4/1/2010 for the
Laundry/Housekeeplig Storage
room to store all flammable and
combuystide liquids {attachment
#18).

2.  On3/8/2010, the Maintenante
Director inspected storage areas
and faclilty to ensure all
combustible liquids are properly
stored, Any combustibie Yiqulds
wili be placed In the flammable
proof cabinet when ovailable.

3, Faclity staff will be In-serviced,
4/8/2010, on proper starage of
flammabie and combustible
liquids {attachment #16).

4, CQlform E5-3 Life Safety was
Inldally completed 4/1/2010 and
wilt be completed weekly x4
weeks then menthly thereaftar
{attachinent #15).

FORM CMS-2567(02-88) Pravious Veralans Obaokits

Evert |D;DML221

Faciity ID; 100205

if continuation sheot Page 2 of &
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16:22 2785427026

DEPARTMENT OF HEALTH AND HUMAN SERVICES

AUBURN HEALTH CARE

PAGE @7

PRINTED; 032472010

Electrical wiring and aquipment is in accordance
with NFPA 70, Netlonal Electrical Code, 8.1.2

Thiz STANDARD s not met as evidenced by:
Based on observallon and interview conducted on
03/09/10, it was determined the facility failed 1o
ensura that sleclrical wirng and slandards met
NFPA requirements.

The findings Include:

Observation during the Life Safety Cods tour
conducted on 03/00/10 st 10:00 AM with the
Meinlenance Diractor, revealed the facility did not
have an annunciator alam for the emergency
generalor.

An Interview with the Maintenance Director on
03/0%/10 at 10:05 AM reveaisd the facility was not
aware of the regulatory raqulrement of an
annunciator alamm for the genarator.

Referance to;

NFPA 9B, 1999 Edition

1.

FORM APPROVED
0 O. 0938-03919
STATEMENT OOF DEFICIENGIES (X1} PROVIDERAUPPLIER/CLIA (2) MULTIPLE CONSTRUGTION (%9) DATE BURVEY
AND £LAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A.BUILDING 01 - MAIN BUILDING 09
8. WING
185048 - 03108/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESD, GITY, STATE, ZIP CODE
AUBURN HEALTH CARE 136 PEARL, 8T, PO BOX 0
AUBURN, Ky 42208
4y 1D BUMMARY STATEMENT OF DE£ICIENCIES D PROVIDER'S PLAN OF CORREGTION 5}
PREFIX, {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFLX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bate
OEFIGIENCY)
K135 | Continued From page 2 K 135
exiremely lammable, All lammable matertals
shall be slored in a Aammable proof cabinet.
An inferview conducied with the Maintenance
Directer on 03/09/10 at 141:00 AM, revealed tha
facilily did not have a flammable proof cablnel.
K 147} NFPA 101 LIFE SAFETY CODE STANDARD K 147] NEFPA 101 UFE SAFETY CODE STANDARD 4/15/10
BE=F

A visual and auditory alarm will
be placed at the Nurses' Statlon
on the 100 Hall,

An In-service will begin
Immediately upon completlon of
Institatlon of the annurdatgr
alarm, 1o ensure facHity seaff Is
aware of Its purpose.
Orientation to the apnunclator
alarm will be added to the
factlity orlentatlon checkilet
(attachment #19).

€Ql form £5-3 Life $afety was
Inftlally completed 4/1/2010 and
will be completed weakly x 4
weeks then monthly thereafter
{attachment #15).

FORM CM5-238102-99) Pravious Verslons Obsokate

Event 1D: ObL221

Facity ID: 100288

i continuation sheot Page 3015
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

AUBURM HEALTH CARE

PAGE @8

PRINTED: 032472040
FORM APFROVED

STATEMENT OF DEFICIENGIES {%1) PROVIDERBUPPLIER/GLLA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;:

185049

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 01 « MAIN BULDING 01
B. WING

OMB NO, 0938-0391

(X3) DATE SUAVEY
GOMPLETED

0340812040

NAME OF PROVIDER QR S8UPPLIER

AUBURN HEALTH CARE

BYREET ADDREES, CITY, BTATE, ZIP CODE
130 PEARL 8T., PO BOX %

AUBURN, KY 42208

(K4 1D
PREFDX
TAQ

BUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L8G IDENTIFYING [NFORMATION}

D PROVIDER'S PLAN OF CORRECTION ~5)
PREFX (EAGH CORRECTIVE AGTION SHOULD BE CORMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCT)

K147

Continued From page 3

3-4.1.1.15 Alarm Annuncistor, A remote
annunciator, storege battory-powered, shafl be
provided to operate outside of the ganerating
room in a location readily observad by operating
personnel at a regular work station (see NFPA
70, National Electrical Code, Seclion 700-12).
The annunclator shall Indicate alarm conditions of

the emergency or auxiliary power sourca as
follow:

(8) Individual visual slgnala shall indicafe the
folfowing:

1. When the ememency or auxiliary power
source is operating to supply power to load

2. When the batlery charger is malfunclioning
(b) indlvidual visuat signals plus a common
audible signal to wam of an engine-generator
alarm candition shall indicate the fallowing:

1. Low lubricating oil pressure

2. Low waler temperature (helow those
required In 3-4.1,1.9)

3. Excessive water tamparature

4. Low fuel- when the main fue! storage tank
containg less than & 3-hour operating supply

5. Overcrank (failed to start)

6. Overspeed
Where a regular work station witl be unatisnded
periodically, an audible and visuat derangement
signal, appropriately labeled, shall be astablished
at a continuously monitered focation. This
derangement
signal shall activale when any of the conditions in
3-4.1.1.15(a) and (b) occur, but need not display
these

condillons individually. {110:3-5.5.2}
Reference: NFPA 110 1999 edition

5-3.1 The Level 1 or Level 2 EPS equipmenl

K 147

FORM CME-2667(02-98) Previous Versions Obaolets Evarg {D;0ML221

Facity ID: 100205

it eontinuaton shagt Page 4 of 5
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

AUBURN HEALTH CARE

PAGE B9

PRINTED: 03/24/2010

location shall be provided with batiary-powared
emargency lighting. The emergency lighting
cherging system and the normal service room
lighting shall be supplied from the load sids of the
transfer swilch,

Reference: NFPA 101 2000 edition

7.9.3 Perlodic Testing of Emergancy Lighling
Equipment.

A fundtional {est shall be conducted on every
requlred emergency lighting system at 30-day
intervals for not lass than 30 seconds. An annus}
test shall be conducted on every required
battery-powered emergency fighting system for
not less than 11/2 hours. Equipment shali be fully
operational for the duration of the test. Whitten
records of visual inspections and tests ohall be
kept by the owner for Inspection by the authority
having jurisdiction.

Excaption: Self-testing/seif-dlagnostic,
battery-operatad emergency lighting equipment
that automatically performs a test for not less
ihan 30 seconds and diagnoslic routine not less
than once every 30 days and indicates fallures by
a status indicator shall be exempt from the
30-day funcllonal test, providad that a viaual
inspection is performed at 30-day intervals,

FORM APPROVED
DICAID SERVICES OMB 00380364
BTATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {2) MULTIPLE CONSTRUGTION DATE SURVEY
AHND PLAN OF CORRECTION ENTIFKCATION NUMBER: m)coMPLETED
A BUILDING 01 - MAIN BUILDING 04
B. WING
185040 03/0912010
NAME OF PROVIDER OR SUPFLIER STREET ADORESS, CITY, 8TATE, 2IF CODE
AUBURN HEALTH CARE 130 PEARL 8T., PO BOX b
AUBURN, KY 42208
(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES s} PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHGULD BE COMPLETION
TAG REGULATORY OR LB IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
K 147 i Continued From page 4 K 147

FORM CMS-2587(02-99) Previous Versons Obsokia Evont (D:0ML221

Faclity 1D: 100295 if cortinuation sheet Page 5 of 5



Weekly Housekeeping/Maintenance Rounds

Date: Date: Date: Date: Date:
Month/Year Week 1 Week 2 Week 3 Week 4 Week S (as applies}
Grounds:

Verify walkways free of debris/hazards

jEnsure lcefsnow have been removed from watkways
(seascnal)

Verify grounds have been mowed (seasonal)

Ensure landstape free weeds, imbs, refuse

agiity:

Ensure is building free of persistent odors

ldenYify areas needing additiona! cleaning and/or
deep cleaning

Verify sprinkder heads free for dust and fint

Ensure scratches/blemishes been addressed on
furniture and décor

Verify furniture/décor free of dust

Verify furniture/décor in working order and in good
condition

Ensure all flammable/cembustible chemicals stored
properly (check all areas}

g.aum:lg Room:

{Ensure front of dryers free of lint buildup

Ensure back of dryers free of lint buildup

Ensure are dryer vents free of lint buildup

Verify laundry room free of clutter

Verify lint removai fog been completed properly

General:

Ensuze all emergency supplies in place in the
employee break room

Complete emergency Jights testing

Ensure exit signs properly luminated

Complete water ternperature log

ensure ali heat/air enits and Taters are monitored
per protocod

Implemented 471/2010

ookt P 5
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Quality Indicator: Life Safety
Threshold: 90%

AUBURN HEALTH CARE

PAGE 15

ES-3

Directions: Members of the quallty action team should walk through the facillty and check records as needed to answer the questions

below. A"no" response may indleated a potential problem,

Yes

No Comment

a' 'hkﬁmmm«is

L g deih, e s "‘;ﬂ,l'l,', PRSI A ST R A

,,,,,,

Smoklng regulations are enforced.

2 “No Smoking" signs are posted where necessary.

3 Safe type ashtrays are used by residents In designated smoking areas.

4 Comhusﬁbte materlais Bre stored neady ln proper contalners

5 Combustibles are stored away from heat.

6 No combustibles are stored in b.olter room.

7 Waste materals are stored in proper contalners.

8 Waste contalners are emptied on each shift or more frequently when
needed.

9 Flammahbte and combustible liquids are stored In a flammable proof
cabinet.

Safety cansreprovldad for flammable 1lqu|ds when In use (one gallen or
more),

11 Smokingis prohibited adjacent to flammmable Uquid storage.

12 Compressed gas cylinders are properly handled when used.

—

13 There are no excesslve multiple wiring connections to wali receptacle.

14 Light bulbs are not in contact with cornbustibles.

15 Power strips are used appropriately.

16 Thera are no extenston cords In rasident rooms.

17  Exhaust fans re operating properiy.

e o

ﬁ!ﬂﬁkter m b’s;n __,ulfﬂmsrm avarem

18 Sprlnkler heads are unabstructed 18“ belc\;v sprmkler head deflec{or.

Page 1 of 3

ES-3

atachment # /sa.



ad/a82/2010 16:37 27854270826

AUBURM HEALTH CARE

PAGE 186

Yas

No

Comment

19 Fire alarm boxes are accessible to residents and staff.

20 All alarm boxes are tested annually,

1 Sprinkler heads are free from dust, dir, rust, etc.

,u<'tu- J\’vbuii--:

22 Doors are unabstructed.

23 Necessary doors are kept closed

24 Al |Ilurnlnated exit slgns are Iu

25 All exit doors and exit ways are unobsteucted

26  All exlt door open and close properly

27 Furniture is placed so oceupants can quickly and safely evacuate their
rogms.

28  Grounds are kept clear of objects that might impede evacuation.

’3_4 55

29

30 Extinguishers are unobstructad and accessibla

a1 {xtingulsher seals are Intact anc inspection tags Inittated and dated evary
30 days by the Malntenance Dlractor.

32 Noleaks, corroslon or other defects are noted

13 Extingulshers are serviced by qualified agency annually

34 Extinguisher are hydrostatlcally tested as required

35 An appropriaté extinguishet Is located adjacent to hazard.

aa Cabinet daors on hose stations operate properly.

37  Retract of hose Is done annually,

38  The nozzle i3 in place,

Page 2 of 3

ES-3
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AUBURN HEALTH CARE PAGE 17
Yas No Commant
':n‘": A TS \} S N BN L, --n.lg n.ff TN T L A L ST L L JL,-‘:-- [ PR L L L
a9 Battery powered emergenw lights are tested & recorded.

40 Eraergency generator is tested under oad for at least 30 seconds weakly.

41  Cmargency generator is tested unider load for at least one and ané half
hours annuatly.

42 Emergency generator |s adequate to power exit lights, fire alarm and life
support systems.

43 Emergency generator alarm annunclator i5 properly working.

44 Fire drlils are conducted monthly {rotating each shift monthly),

45 New staff orientation Includes fire and evacuation procedures.

46 Evacuation progedures are practiced.

47  The fire department participates In drill annually.

AB Heating and ventilation sy!tems are working and regufarly !nspected

4%  Air conditlonlng and furnace filters are inspected and changed aceording to
an establishad timetable,

50  The heating plant is checked and serviced by s qualified individual annually.

51 The combustion alr Intake is unobstructed

52  Residents smoke only when supervised by staff,

Percentage of Compliance o # of Yes responses x 100 % Comphance:
total #f of responses

Threshold Met:  YES NO Plan of Cotrectlon Implemented: YES  NO

Date Completed: By:

Revised 4/1/10

Page 3 of 3 ({‘/ﬂp(t((Amf""_# /S <
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PAGE 26
Thank you for shopping with Interstate Products, Inc. - Interstate Products, Inc. Page 1 of 1
G ? Thank you for your order!

Absorbants Your Confirmation Humber Ls 339-13548

Berrms ‘ tterm Quantity Dascription Aata Amount

Blnddar Tanke " JAMCO 45 Gal. Flammable Cabinet 1 45 Gallon Aammable Safety Cabine, Hanuat $597.00 $537.00

Cteaners / Coatlnds + {Manual Close) Close Doors, Yelkow

Emergency Responas Tax .00

Facllity Mainlenanca Totn! $597.00

Graunds Malntansnea

fco Contral

Material Hendling

pParxing Lot! Trafmc Safoty
gafoty Cabinete/ Ganx
Spli Kie

Spill Contalnment
Starage { Handling
Storaga Bulldinge
Slormwater

Gort

by Manulacturer

((ﬁé,m/mfm[ # 18

https://checkout.netsuite.con/s.nl7¢=43643 2&sc=4&category=thanks 4/1/2010
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Complete
In-Service Training Report

Facility: Auburn Health Care Department: All Departments
Date: Time:

Meeting Area:

Employee Group(s) Present: f-acility Staff

Subjects Covered:

Flammable and Combustible Liquid Storage

1) Flammable Proof Cabinet

2) NFPA and Life Safety Regulation

3) Location of Cabinet

4) All flammable and combustible liquids and chemicals
must be stored in the flammable proof cabinet

5) Cabinet is located in the storage room beside Laundry Room

Signature:

dladhwact# [l
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FACILITY ORIENTATION CHECKLIST
Auburn Health Care

NAME: DATE OF HIRE:
Administrative Nurae/Medicat Records
Attendance Polley W-2 Forms
Counseling and Disclplinary action/ discharge Staff meeting / in-service attendance

Job Deserliption
Salary/Ralses/Evaluations
Incentive programs

Gait belt/Back belt/Keys
Introduce to staff and residents

Time clock / Break fimes f Lunch times

Time edit sheats

Holidays

Schedule / Request for days off
Parking Area and Lockers

Universal Pracautions/Hand washing

Marketing and Abuse Video

Cleaning Blood Spilils/Bload Spill Kits

Needle Stick Policy/Sharps/PPE
Tour of facility

Disaster plan

Fire Drills / Other Safety Drills
Elopement Drilis

Employee Handbook/File

incident Reports Resident/Employee

Theft and security

Chain of command

MSDS manus! / Job Hazards
Central supply / Charges
Sexual harassment

Entering facility on off hours
Accident Pravention
Emergency Phone Numbers
Review of personnel policies

Depantment Head Signature:

Resident Privacy

Professional conduct

Communication with residents and visitors

Pay periad / Check distribution

Insurance

Vacation

Review of Job Description

Appropriate uniform/Personal Appearance

HIVIAIDS

TB/PPD's

Infiuenza and Pneumonia Vaccines

Exposure Control Program/Book

infection Control Program

Accldent Prevention/Safety

Care Trek System

Broken / unaafe equiprment

Maintenance Hours/Repair Book

Emargency generator

Promoting dining with dignity

Location/Review of Policies & Procedures

Cordiess Phonhe Uso

Unusual Occurrences (ex. Choking, wandering,
missing resident, fall, altercation, etc.)

Walk to Dine Program

Use of call light system

Resident population

MD Notification of changes in resident condition

Paln Management

Date:

DIETARY MANAGER
Introduction to dietary staff
Explain thickened liquids
Procedure for passing ice water
Cleaning water pitchers

Dining process / feeding groups
Return items to kitchen

Dietary cards

Therapeutic diets

Personnel allowed In kitchen
Diet orders / Changes

Posting menus

Substitutions

Heights and weights

Settihg up trays

Infection Control

Wearing hair nets

Department Head Signature:

Before and after meal grooming
Hali trays

Second helpings

Kitchen hours

Water with meais

Snacks

Noise level in dining room
Bussing tables

Seating arrangement

Meal times

Promoting dining with dignity
Nurse in Dining

Overvlew of Dept.

Searva table/froom all same time
All Hands on Deck

Date:

1

Revised 4/1/2010
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SOCtAL SERVICES

Patient confidentiality Role of social worker

Abuge and negtect policy No cods / DNR/ Chart iabels, name plates

Mizsing resident policy Visiting hours

Assisting activities Resident counsel

Ermployee stress and burnout Quality of Lifa

Reporting missing items Noise level in building

Resident rights Residant behaviors

Complaint and grievance procedure Admission process

Smoking areas and policy Advance Diractives

Privacy Care of resident's personal items

Depariment Head Signature: Date:

OFFICE MANAGER ADMINISTRATOR
Wefcome/Evaluations

Bereavement Mission

Name tag / time clock badge Philosophy

Oifice supplies Witness willllegal document

Copy machines Abuse Registry Checks

Pargonal phone calls / (in and out) Criminal Record Chacks

Anniversary date History of the Fagility

Office hours Quality Assurance & Forms/Committees

Phone and intsrcom use Corporate Compliance Program
HIPAA/Confidentlality

Office Manager Signature: Dale

Administrators Signature: Date:

MDS/CARE PLAN COORD.JHOUSE SUPERVISOR

MDS process Hydration pass and charting

Care plans Nurse aide paperwork

Nurse aide care plan Fall Prevention and Transferdng

Care conferences Bed and chair alarms

Reporting hours awake Meal consumption

ADL charting Labs

Mood and behavior charting Restorative--to include assignments, grids,

Restraints documentation, and orientation on how to

Side ralts and positioning devices perform ail Restorative dulies (Be sute 1o

Purposs of therapy notify all C.N.A.'s that in the event that the

Splinting " Restorative aide is absent it is ttheir

Galit Belt Use responsibility to perform those duties.)

Blood Spiff Kits Location of Protective Equipment masks,
gowns, goggles,

Depariment Head Signature: Date:

C.N.A./Medical Recards

Introducs to staff Scavenger Hunt

Introduce 1o residents Skills test

Explain shift roufine Other tests

Answer questions Body mechanics

Give positive feedback Residert transfers

Make sure nurse gives PPD on date of hire How to use Hydraulic Lift

- Bed Cranks to be turned In. Gharging Suppliss
Pedical Records Signature: Date: Revised 4/1/2010

Plackmert- #1950
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AUBURN HEALTH CARE PAGE 23
DON _
Policy and Procedurs books EDK Emergancy Drug K.nt
Facility audits 90 Day probationary period
Compliance rounds Communication book
Leadership Organizalion
infection control 24hr. Report and follow up
Supervision and Time Management Survey Process/Regulations
Avallabllity Review Nursing Information Book
OQverview of Dept. Review Mastar Copy Book
Reporting Resident Changes Review Sample Admission Packet
Overview Residents Routine Call light to be answered timely
Philosophy of care Review of in-service training
Depariment Head Signature: Date;
ACTIVITIES ENVIRONMENTAL
Purpose of Activities Keeping Rooms Tidy
Employees responsibility Mo Incontinent Pads/Tubing in Trash
Activity Calendars Bagging/Washing Linens
Volunteer Program Linen Service
Ovarview of Dept. Disinfecling Shower Chairs/Tubs
Getling residents to activities Wet Floor Signs
Chemical Storage/Lock up/Environmental Hazards
Janitors Closets
Cleaning Spilis/Supplies
Qverview of Dept
Generator Annunciator Alarm
Dept. Head Signature: Deapt Head Signature
Date: Date:
| HAVE RECEIVED THE APPROPRIATE ORIENTATION LISTED ON THE PRECEDING FPAGES
AND | UNDERSTAND THE POLICIES AND PROCEDURES EXPLAINED TO ME. | WILL ABIDE BY
THE RULES AND REGULATIONS OF AUBURN HEALTH CARE.
EMPLOYEES SIGNATURE:! DATE;
SUPERVISORS SIGNATURE: DATE:
(Supervisor Is responsibla for seging that Facility Orientation Checklist |s compieted and placed In
amployee file within 7 days of hire.}
Revised 4/1/2010





