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A Recertification Survey was conducted 08/19/14
through 08/22/14 to delermine the facility's
compllance with Federal requirements. The
facility failed to meet minimum requirements for
recertification with the highest $/8 of "E",

F 241 4B83.15(a) DIGNITY AND RESPECT OF F 241| The correclive actions for residents 10/01/14
ss=g | INDIVIDUALITY affected by the deficient practice involved
. . ) educating direcl care staff on 08/21/14
The facility must promote care for residents in a regarding the expectation of maintaining

manner and in an environment that maintains or ) , ) .
enhances each resident's dignity and respect in resident dignity by knocking prior to
full recognition of his or her individuallty. entering the resident rooms and by
not exposing residents during care. This |

immediate education was provided on

g)',’.‘s REQUIREMENT. (6 nitmel e svinanoed 08/21/14 by both Director of Nursing and
Based on observation, intervlew, record review Director of Nursing in training. Additional

and review of the facllity staff inservice notes, it education was provided to nursing department
was determined the facility failed to promote care employees by the Director of Nursing in

In @ manner that enhances and maintains a training on 09/08/14 regarding

resident’s dignity and respect related to privacy,

for two (2) of fourteen (14) sampled residents the same. Every resident has the

(Resident #2 and #6) and one (1) unsampled potential to be affected by the deficient
resident (Resident B). Certified Nurse Alde practice. Systemioc Changes: Every direct
(CNA) #8 left Resident #2 uncovered during care nursing employee will be required to
incontinent care while she left the room to obtain successfully demonstrate clinical

extra washcloths leaving the resident exposed

and CNA #2 provided inconlinent care for competency regarding maintaining a

Resident B In full view of the resident's roommate respectful environment and providing
bgclle?ving the bathroom and room door open. In care while preserving residents’ dignity.
additlon, staff falled to knock prior to entering On 09/22/14 and 09/23/14. Dir of
Resldent #2's and Res|dent #6's room to provide 02 /14, Director

Nursing provided education and required
competency demonstration from
The findings Include; all nursing staff. Additionally, direct care

care.

Review of facllily Staff In-service Noles tiled,

LABORATORY DIRECTORIS OR PROVIDER/S PPL REPRESENTATIVE'S SIGNATURE TITLE (O)EAT
o x rofog/))2]
Lo s

Any doficloncy StaTemer{| ending With an @slorisk (*) denolus a doficlency which the fnalitution may be excused ffom coraling providing It Is delérmingd thal
olher safeguards provldd sufficlent prolecilon to the patlonts. (See Instruclions.) Excepl for nursing homes, Lhe findings statad above are disclosabla®0 days
following the date of survay whothor or not a plan of correction Is provided, For nursing homes, the above findings and plans of correction aro diaclosable 14
days following the date these dooumenls are made available lo the facllity, If deficiencios aro cltad, on approved plan of correclion la requisite lo aontinued

program patticipation,
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|
F 241 nursing employees will be required to 10/01/14

F 241| Continued From page 1
demonstrate clinical competency as a final

Quality of Life/Customer Service, dated 02/24/14,

revealad all employees were educated on the step in the orientation process and annuailyy
Impqrtance of maintaining and enhancing patient from date of hire, Monitoring performance
dignity and regpect, to groom residents as they to ensure solutions are sustained will be
wish to be groomed, maintain privacy of body, performed by the Director of Nursing
and to respect private space and properly by .

: designee through the performance
1. Record review revealed the facility admilted of unannounsced random monthly audits
ncluded Pressure Ulcer to Lower Hack, will include the demonstration of care

Hypertenslon, Urlnary Tract Infection {UTI), and

Urinary Device, proviglon during patient care and toileting.

Monthiy analysis of the audit findings and

Review of the quarterly Minimum Data Set (MDS) continued compilance will be reviewed and
assessment, dated 06/12/14, reveuled the facllity and discussed to the Internal Quality
assessed the residen(’s cognition as cognitively .
intact with a Brief Interview of Mental Status Assurance (QA) Team. The Internal Qualify
(BIMS) score of fifteen (16), which indicated the Assurance (QA) Team members are:
resident was Interviewable. The resldent required Dietary Manager, Director of Nursing,
exlansive asglslance with hyglene and bathing, Administrator, Business Manager,

Administrative Assistant, RN/Care PlanfMDS

Observation of catheter care for Resident #2 by Coordinator. Activities Director ’

CNA#8, on 08/21/14 at 11:00 AM, revealad CNA

#8 falled to close the window blinds prior to Housekeeping/l.aundry Supervisor,
providing the catheter care, The residen{'s bed Social Services Director, Maintenance
was next to the window facing the garden area on Supervisor and Medical Records

the ground floor of the facility. During the Coordinator. Random audits will continue

precedure GNA #8 realized she neaded more . o
wash cloths. She repositioned the resident on until 100% compliance for three months -
his/her back and left himfher exposed while she has been achieved. The Quality

loft the room to get the supplies. : Assurance Committee will determine

Interview with GNA #8, on 08/22/14 at 10:00 AM, when consistent compliance has boen
revealed she realized what she had done as soon
as she stepped oul of the room. She stated she
thought about reantaring the room to cover (e
resident but she didn't.
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2. Obrsel"éatior;;zon 031;21;4 gi 9:50 AM, audits can be adjusted if deemed
revealed CNA#2 was in Resident B's room :
making rounds. CNA #2 assisted Resident B to approp:riate by thg Quiality Assurance .
the bathroom and left the bathroom door open Committee. Quality Assurance Committes
with the resident In view of the roormmate, members are: Dietary Manager, Director
of Nursing, Administrator, Medical Directdr,
Inlerv:e;.v. ‘r"“ 08/22114 ?: 3:41 PM with CNA#ﬁ' Administrative Assistant, Consultant
revealad she realized she had not closed the door
when Resident B was toileting and statad it was Pharmacist, Oceupational Therapist,
possible the resident's roommate could see RN/Care Plan/MD$ Coordinator,
him/her, CNA#2 staled this was a orivacy LaKesha Snow, Housekeeping/Laundry
concern and dignlty Issue. Supervisor and Maintenance Supervisor.
3. Observation, on 08/20/14 at 11:00 AM,
revealed CNA #2 entered Rasident #8'a room
without knocking. Interview with CNA #2 at that
time revealed sha did not knock becatise
Resident #8's roommate was usually asleep,
4, Observation, on 08/21/14 at 8:35 AM ,
revealed Registered Nurse (RN) #1 antered
Resident #2's room without knocking to provide
wound care, Interview with RN #1, on 08/21/14 at
2:00 PM, revealed she was nervous about the
procedure and she should have knocked on the
doors before entering.
Interview with Director of Nursing (DON), on
08/21/14 at 1:15 PM and on 08/22/14 al 3:64 PM,
revealed she expected the staff lo cover the
resident before leaving the room and to close the
blinds. She stated at no ime should staff invade
the resident’s privacy without knocking, they have
all baen trainad to knock on doors, . The DON
revealed she expected the CNAg to provide
privacy to all regidents at alf times.
F 280 | 483,20(d)(3), 483.10(k){2) RIGHT TO F 280
§8=D | PARTICIPATE PLANNING CARE-REVISE CP
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F 280 | Continued From page 3

The resident has the right, uniess adjudged
Incompatent or otherwise found to he
incapacitated under the faws of the State, to
participate in planning care and treatment or
changes In care and traatment.

A comprehensive care plan must be developed
within 7 days after the complation of the
comprehensive assessment; prapared by an
interdisciplinary taam, ihat includes the attanding
physlelan, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the residenl, the resident's family or the resident's
legal representative; and periodically reviewsd
and revised by a team of qualified persons after
each assessment,

ghis REQUIREMENT Is not met as evidenced
y.

Based on interview, record review and review of
the facliity's policy and procedures it was
determined the facility faled to develop a care
plan that addressed the assessed needs of the
resldent for one (1) of fourteen sampled residents
(Resident #9). The facilily assessed Resident #9
to requira the extensive assistance of (2) two staff
for bed mobliity and bathing; however, the care
plan slated one-two staff was required for bed
mobllity and bathing. On 03/05/14, Centified
Nurse Alde (CNA) #11 provided a bed bath and
changed linens for Resident #9.by harself when
the resident slid from the bed on to the fioor and

The corrective action for resident #9 was | 10/01/14
F 280 4, update the care plan and to indlcate
the need for two asslst with bed mobility.
The Director of Nursing in training Identifie
other residents having the potentlal to be
affected by the same practice as those
residents having the same ambiguous ADL
care interventions listed on the care plan
as “1-2 assist", After ldentifying residents
who might be affected, the Director of
Nursing in training updated their
respective care plan interventions to
indicate how many persons are required
for assistance in each category of ADL's,
Updated interventions were completed
by 09/19/14. Systemic changes

required to ensure this practice doea not % !

[

recur. The care plan library from which th
cere plan is written was updated by the
Director of Nursing in training on 09/19/14
80 that the "1-2 assist” cholce as an
Intervention was eliminated. The revised
care plan library requires the licensed nur
to choose whether or not the resident requ
assistance of 1 with the performance of
ADLs or requites the assistance 2 for
ADL care. Licensed nurses and state
reglstered nurse aldes were educated on
these changes on 09/22/14 and 09/23/14
by the Director of Nursing. Nurse Aides
will be instructed to report any variance
from the poficy to the charge nurse for
clarification prior to performing

)
Ires
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sustained an abrasion above the left eyebrow,
The findings include:

Review of the faclllty's policy and procedure titled,
"Comprehensive Care Plan”, not dated, revealed
it was the policy of the facility to develop a
Comprehensiva Care Plan for each patient, that
included measurable objectives and timetables to
meet a resident's medical, nursing, mental and
psychosocial needs that ware idenlified in the
comprehensive assessment. The care plan must
describe the following: 1. The servives that were
to be furnished to attain or maintain the
resident's highest practicable physical, mental
and psychosocial well-being and 2. Any services
that would otherwlse be required bul were not
provided due to the resldent's exercise of rights,
Including the right to refuse trealment. The staff
responsible for this was Licensed Nurses, Social
Services Director, and as applicable: a Therapy
Repregentative,

Record Review revealad the facility admitted
Resident #8 on 06/04/12 with diagnoses which
included Hemiplegia right side, Depressive
Disorder, Hypertension (HTN), Hypothyroidism,
Hypertrophy of Prostate, Degenerative Dise
Disease, Seborrheic Darmatitie, Vitamin D
Deficlency, Trigeminal Neuralgla, and
Ostecarthrosis,

Review of the Quarterly Minimum Data Set
(MDS) assessment, dated 02/14/44 , revealed (he
facllily assessed Resldent #9 as extenslve
assistance of two (2) staff for bed mobility and
dependent on two (2) staff for balhing; however,
review of the Comprehensive Care Flan for
Activitles of Dsily Living (ADL) Perfarmance

or RN designee will perform weekly audits
of all ADL. care interventians untll 100%

compliance is achieved for three
consecutive months, The purpose of the
audits is to ensure ADL. care
interventions are not ambiguous on the
care plan. After 100% compliance is
achieved for three consecutive months,
the audits will be performed monthly.
Monthly analysts of the audit findings and
continued compliance will be reviewed ang
discussed to the Internal Quality Assuranc|
{(QA) Team. Random monthly audits will
continue untit 100% compliance for three
months has been achieved. The Quality
Asgurance (QA) committee will determine
when consistent compliance has been
attalned and the frequency of the monthly
augits can be adjusted as deemed
appropriate by the Quality Assurance (QA)
Committee,

[4~)
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Defiolt, related to Hemiplegla, functional detling,
weakness and possible contraclures of the
knees, initiated 08/19/14, revealed an intervention
that was Initiated on 08/03/12 for 1-2 slaff
member assistance for bed mobility and the
amount of asslstance needed for bathing was not
addressed.

Review of a Fall Investigation Report, dated

03/05/14, revealed Resident #9 was found on the !
floor naked, on the right side hetwaan the two (2)
beds, facing the window and there was soiled
bedding on the bed. The report revealed
Resident #9 slated he/she "Did not know what
happened". Further review revealel Resident #9
was assessed for injury and found to be bleading
from the forehead, above the left ayebrow,
Resident #9 was then assisted back to bed via
Maxi Lift and after cloaning the injured area, a
scratch was found. Funther raview of the report
ravealed Resident #9 was recelving care at the
llmle by staff dus to the resldent's bedding being
soiled.

Further review of the Comprehensive Care Plan,
dated 03/05/14, revealed there were no revisions
made to the care plan after the fall to address
how many staff needed to asslst the resident with
bed mobliity and bathing.

Interview with CNA#11, on 08/22/14 at 10:20 AM,
revealed CNA #11 was washing Resident #9 and
changing the resident's soiled gown and sheet,
Bhe stated she rofled the resident away from her, |
lost her grip of the resident and the resident
tensed up into a fetal position and the lower part .
of the resident's body fell off the bed. She !
revealed she did not know how Reshient #9 !
sustained the injury to above the left ayebrow. ;
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CNA#11 revealed there were two (2) aides and
one (1) nurse on the hall that night.

Interview with Licensed Practical Nurse (LPN)
#11, on 08/21/14 al 3:15 PM, revealed CNA #11
was changing Resldent #9, rolled the resident
away from her, lost her grip of the regident and
the resident fell oul of the bed. LPN #11 stated
the cul above the left eyebrow was not very deep
and did not require any stitches or hospitalization.

Interview, on 08/22/14 at 3:30 PM with MDS
Coordinator, revealed the cars plan was
ganerated when the resident was first admitted to
the facilily. She stated some of the vare plan was
automatically generated and sometiinas the
person admitting the resident will add to the care
plan. The MDS Coordinator stated she updates
the cara plan and It was not in the “Scope of
Practice” for CNAs to make decisions about 1
whether to have one or two staff assistance, She
revealed al the time of the fall it would have been
better lo have had another staff member assisting
to ensure Resident #8 did not sustain a fall and

Injury.

Interview with Director of Nuraing {DONY}, on
08/22/14 at 9:52 AM revealed fall assessments
were complsted on all residents on admission.
She staled the facility has a falls commitiee which
consists of the Maintenance Supervisor,
Housekeeper Supervisor, MDS Coordinator,
DON, Soclal Services, Aclivities Director and
Physical Therapy. She revealed the falls
commitiee was responsible for conducting a Root
Cause Analysis of each fall and if the resident
was meeting goals and interventions were
working, no changes are made,
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- i 281! by the DI f Nursing |
59=0| PROFESSIONAL STANDARDS by the Dirscor of Nursing in

The services provided or atranged by the facillty
musl meet professional standards of qualily.

This REQUIREMENT is nol met as evidenced
by:

Based on observation, Interview, and record
review, it was datermined the facifity failed to
ensure services provided met professional
standards of qualily for one {1) unsampled
resident (Resident C). Resident C had a
physician's order for a No Added Salt (NAS) Diat,
however, Certified Nurse Alde (CNA) #3 was
observed o add salt to the resident's food during
the noon meal on 08/21/14.

The findings include:

Review of the facility's policy titled, "Folicy for
Dietary Requests Not In Accordance with
Physician Ordered Diet, daled 10/19/13,
revealed if a resldent requested food or drink not
in accordance with their physician-ordered diet,
and continue with the requesl after bsing
provided and an explanation of why they are not
to have a certaln food or drink item, then the
charge nurse should be notified so that risks can
further be articulated to the resident. The
resident's request should be denied unless the
physician had ordered libsralization I addition to
a mechanically altered diet. The policy further
stated, staff, volunteers, and anyone reprasenting
the facllity were not to deviate from a physiclan
ordered diet unless the physician has made
sllowances through an order and the resident's
right to choice does not apply to choosing a food

training to the State Registered Nurse
Aides and licensed nurses on 09/08/14 o
follow the physician's diet orders for every
resident and to call the physician If the
resident would benefit or requested s diet

change. All direct care nursing staff were
re-educated regarding these policies and
procedures during an in-gervice on
09/08/14 by the Director of Nursing In
training, All other residents with phystsian
orderad dietary restrictiong have the
potential fo be affected by the same
practice. The following measures and
systemic changes have been put into
place in order to prevent the practice from
recurring: Following physician’s orders
regarding dietary restrictions and what to
do if the resident requests items outside
those restrictions will be emphasized
during the orientation process. All direct
care nursing employees will be educated
regarding this policy and procedure on a
quarterly basis. The Director of Nursing or
RN designee will perform random weekly
observations of tray delivery and set up
Involving all three meals for the adherency
to physician orderad diats, The
observations will continue weekly until
100% c¢ompliance is achleved for three
consecutive months and then will
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F 281/ Continued From page 8
or drink that contradict the physician’s dist order.

Record review revealed the facility admitted
Resident C oh 04/24/10 with diagnoses which
included Presenlle Dementia, Congestive Heart
Failure, Edema, unspecified Egsential
Hypentension, Esophageal Reflux and Anxiety
State, ‘

Review of the Physician orders, dated 04/15/14,
revealed Resldent #C was ordered a NAS Diet.

Observation during the naon meal, on 08/21/14 at
12:08 PM, revealed Resident C was in hisfher
room with Gerlified Nurse Aide (CNA) #3
assisling the resident with hisfher meal. The
residents plate contalned ham, macaroni and
cheese, one (1) slice of bread, lima beans and
blackberry cobbler, {ea and cranbeny juice. CNA
#3 opened a salt packet and sprinkled salt on the
ham, macaroni and cheese and lima beans,
CNA#3 then proceeded to serva Resident #C the
food items she sprinkled with sall. Review of the
Diet card on the tray revealed the resldent was on
Regular NAS diel.

Interview, on 08/21/14 at 12:532 PM vith CNA#3,
revealed she sprinkled salt on the resident's food
bacauee hershe likes jt that way. CNA #3 stated
she was aware of the physiclan's order for the
NAS diet but the resldent fikes it "so i putit on
therg”

Interview, on 08/22/14 at 3:49 PM with Director of
Nursing (DON) #1, revealed she expacted the
staff to follow the physlclan's order refated to the
resident's diet,

F 282 | 483.20(k){3)(ii) SERVICES BY QUALIFIED

[ 2g1 | decrease in frequency to monthly. The 10/01/14
Director of Nursing will review and discuss
a summary of the observation findings to
the Internal Quality Assurance (QA) Team
monthly, Random monthly audits will
continue until 100% compliange for three
months has been achieved. The Quality
Assurance {QA) Committee will determine
when consistent compliance has been
attalned and the frequency of the moninly
audits ¢can be adjusted as deemed
appropriate by the Quality Assurance (QA)
Committee.

F 282
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§8=D | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must ba provided by qualified porsons In
accordance with each resldent's willten plan of
care.

This REQUIREMENT is not metl as evldenced
by:
Based an observation, inlerview, record review,
and review of the facllity policy and procedure il
was deterimined the faclily falled to follow the
care plan for one (1) of fourteen (143 sampled
resldents (Raesident #7) in regards to not properly.
pasitioning Resident #7 who was receiving an
enteral feading via Gastris Tube (GT}.

The findings Include:

Review of the facllity's pollcy and pracedure titled,
"Comprehensive Care Plan", not dated, revealed
it was the policy of the facilily for the care plan to
describe the services that were to be furnished to
altain or maintain the resldent's highesl
practicable physical, mental and psychosasial
well-belng.

Record reviaw revealed the facllily admitted
Resident #7 on 06/25/13 with diagnoses to
include Dysphagia due to Cerebrovascular
Diseage, Esophageal Reflux, Aphasia due to
Cerebrovascular Disease, and Polynsuropathy in
Diahetes.

Review of the Comprehansive Care Plan for
“Attention to Tube Foeding", daled 08/17/14,
revealed an interventlon o elevate tiie head of

; bed thirty (30) degrees related to tube feeding;

X} 1 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEEICIENGY MUST BE PRECEDE! BY FULL PREFIN {EACH CORRECTIVE AGTION SHOULD BE LOMPLETION
TAG REGUILATORY OR LSC IDENTIRYING INFGRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 282 | Continued From page 9 F 282! Direct care nursing employees were 10/01/14

educated on 08/21/14 hy the Director of
Nursing and Director of Nursing in tralning
that a nurae aide is not to push hold, start
or stop on an enteral feeding pump at any
fime. Additionally, the aides were instructed
to notify the licensed nurge that the head
of the bed may need to be lowered for the
provision of care, In turn the licensed
nurses are to make the determination
whether or not the tube feeding should be
held andglor the head of the bed lowered if
it is in the best interest of the resident. All
other residents receiving enteral feedings
may be affected by the same practice.
The following measures/systemic changes
have been put into practice: On 09/08/14
the Director of Nurging In tralning educated
licensed nurses about making rounds
every two hours to monitor that the head
of bed is elevated on all residents receiving
enteral faeding. The Tltle of the Training is
"Defictency Corrections related to G-{ubé
policy, procedures and nurse expectations.”
The licensed nurse will document the resj
of the rounds and corrective action for any
nohcompliance. The licensed nurse will
also dacument whether or not any enteral
feedings were noted to be placed on hold
without the prior determination as
appropriate by the licensed nurse.

ts
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262 | Continuod F 0 ¢ pgp| MoTering for compilance wi be 10/01/14
onlinued rrom page erformed by the Director of Nursin
however, observalion of Cerlified Nursing fhrough ran:om weekly visual g
Assistant (CNA) #1 providing care for Realdent f al .
#7, on 08/19/14 at 10:40 AM, revealed Resldent observations of all residents receiving
#7 was lying In the bed with the head of the bad in enteral feeding and via monitoring the
the flal down/fiat position and the feeding pump daily documentation of the charge hurzes
furning. for compliance with the policy. After 100%
Interview with GNA #1, on 08/21/14 at 12:25 PM, compliance Is achisved for tree
revealed she would normatly push "hold" on the consecutive months, the audils frequency
feading purnp when providing ¢are and whan will be changed to monthiy. The Director o
care wag completed raise the head of the bed Nursing will review and discuss a summary
and turn the pump back on to running. CNA#1 of the observation findings to the Intemal
stated she would raige the head of the bed to Quality A QA T th
forty-five (45) degrees when the puinp was uality Assurance (QA) Team monthly.
running. CNA#1 revealed she was nervous and The Quality Assurance (QA) Committee
was focused on complel_ing the task and several will datermine when consistent compliangd )
other tasks she was assigned. has been attained and the frequenay of
Fs gfg ﬁgﬁ\%@;@g&%@fggﬁggg& CES F323| the maonthly audits can be adjusted as
- deemed appropriate by the Quality
The facllity must ensure that the resident Assurance (QA) Committee.
environment remains as free of accident hazards Fao3| The following corrective actions were taker)
as is possible; and each resident recaives at the time the potential hazards were 10/01/14
gf:\:}eunsitzcscl;gg\gs.ion and assistance devices to identified; On the evening of 08/19/14 all
personal care iterns, including the items
containing flammable and aicohol
ingredients,were removed from around the
, rasidents’ vanities and placed in closets,
T IREMENT
oy CUIREMERT s not metas evidenced The night of 08/19/14 2 designated person
Based on observation, interview, record review was glven the specific and only task of
and review of the faciiity policy, it was determined maonitoring the halls and storage closets
:}heec ;2CI|ilr); ft?J“s![’i 5:: ﬁp:g(r}?dzg?sq;J;t?hs::gezglsl;an for residents that may wander into the
5a a 0
fourteen (14) samplad residents (Resident #8, storage rooms or other resident rooms. On
Resident #9 and Resident #11). Observations 0B/20/14 the lhree storage raoms were
revealed there were three (3) unlocked storage locked with Keypad Cam Electronic Door
Locks. Staff were educated on 06/20/14 t
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rooms and twenty-two (22) out of thirty-one (31)
rasident rooms, containing flammatls and alcohol
based hyglena products. Resident #8 and
Resident #11 were noted wandering in and out of
resident rooms and Resident #11 was noted to
have been pulling on the storage room door
handle. Resident #9 was assessed to need the
supervision of two (2) staff for bed mobiilty and
bathing; however, one CNA provided a bed bath
ane trning of the resldent in bed and the
resident's upper hody slid from the hed and the
resident sustained an abrasion above the left eye,
In addltion, Resldent #8 was observed to have
been calling-out for help, without a response from
slaff members for fifteen {18) minutes, during an
episede of shortness of breath, resuiting in the
need for a nebulizer treatment.

The findings include:

1. Record Review revealed the facdlty admitted
Resident #9 on 06/04/12 with diagnoses which
included Hemiplegia right side, Depressive
Disorder, Hypertension (HTN), FHypaothyroidism,
Hypertrophy of Prostate, Degeneralive Dise
Diseage, Seborrheic Dermatilis, Vilamin D
Daficigncy, Trigeminal Neuralgia, and
Osteoarthrosis,

Review of the Quarterly Minimum Data Set
{MDS) assessment, dated 02/14/14 , revealed the
facilily assessed Resident #9 as exiensive
agsistanoe of two (2) staff for bed mobility and
dependent on two (2) stalf for bathing.

Review of the Comprehensive Care: Plan for
Activittes of Dally Living (ADL) Performance
Doflclt, related to Hemiplegia, functional decline,
weaknoess and possible conlractures of the

! the potential to be

remove aerosols or ather potentiaily
harmful substances from residents’ rooms.
This education on 08/20/14 was provided
to all nursing staff by the Director of Nursing
and Director of Nursing in training. This

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUGTION {¥3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILUING CONMPLETED
186047 B, WING 0812212014
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 2IP CODE
1004 HOLIDAY LANE
HAWS MEMORIAL NURSING 8 REHAB CENTER FULTON, KY 42044
SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF GORREGTION 45
éﬁ?rfgc {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH GORRECTIVE ACTION SHOULD BE Gohg’tTEfION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ATE
DEFICIENGY)
- to put all items away In closets and to
F 3231 Continuad From page 11 Faaa| P 10/01/14

1

same education on 08/20/14 was providedlto

Housekeeping/fLaundry and Maintenance
staff by Housekeeping/Laundry Supervisor
and Maintenance Supervisor. On 08/25/14
the Administrator reiterated the education
by providing written material to alf nursing
ataff that included the sams educational
Information as provided on 08/20/14. On
09/04/14, the Administrator educated the
internal Quality Assurance (QA) Team tha
included the same educational information
as provided on 08/20/14. Documentation
obtained during walking rounds was added
to the Internal Quality Assuranca {QA) Tes
rasponsibilities for the purpose of noted
compliance; if non-compliance is found
there will be immedlate education and
documentation. Oh Q9/08/14, Administrator
instructed nursing, housekeeping, laundry
maintenance, dietary, activities, social
services and administrative staff of the
same materlal at an all-staff in-service.
Other residents that wander in and out of
residents’ rooms and closets may have
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F 323 | Continued From page 12 i 323} affected by this praclice, Additional 10/01/14

knees, Initlated 08/19M14, revealed an intervention
that was Initiated on 08/03/12 for 1-2 staff
member assistance for bed mobility and the
amount of assistance nesded for bathing was not
addressed.

Review of a Fall Investigation Report, dated
03/06/14, revealed Residont #9 was found on the
floor naked, on the right side between the two (2)
beds, facing the window and there wiis soiled
hedding on the bed. Further reviaw reveslad
Resident #9 was assessed for injury and found to
be bleeding from a scratch on the forehead,
above the left eyebrow.

Further review of the Comprehensive Care Plan,
daled 03/05/14, revealed there were no revisions
made to the care plan after the fall to address
how many staff needed to assist the 1esitent with
hed mobllity and bathing.

interview with CNA#11, on 08/22/14 at 10:20 AM,
ravealed CNA #11 was washing Reslient #9 and
changing the resident's soiled gown and sheet,
She stated she rolled the resident away from her,
lost har grip of the resident and the resident
tensed up into a felal position and the lower part
of the resident’s body fell off the bad, She
revealed she did not know how Resident #9
sustained the injury to above the [eft eyebrow.
CNA#11 revealed there were two (2) aides and
one (1) nurse on the hall that night,

Interview with Licensed Practical Nurse (LPN)
#11, on 08/21/14 at 315 PM, revealed CNA#11
was changing Resldant #9, rolled the resident
away from her, losther grip of the resident and
the resident fell out of lhe bed, LPN #11 staled

the cut above the left eyebrow was not very deep

measures/systemic changes implemented
to ensure tha deficient practice does not
recur included the following: On 09/08/14
all employees were natifled of the
requirement to put all personal items in the
residents’ closets and/or drawers and not
to leave these items out arcund the sink.
They were aiso instructed to remove any
aerpsol can such as shaving gream, ele.
that may be found in a resident's room.
The education was provided fo all staff,
all departments on 08/08/14 by the
Administrator and to nursing, dietary,
housekeeping/laundry and malntenance
department the same day, 02/08/14 by
the Director of Nursing in training, Dietary
Manager, Housekeeping/Laundry
Supervisor and Maintenance Supervisor,
respectively. The department leaders
make facility rounds at various times and
frequencles in order to monitor the
residents' rooms for personal items out in
the room or around the sink. The
department leaders are to remove any
aerosols if found and to put the personal
care sbjects in closets if left out. The
results of these roundsfobservations and
interventions are documented, and given
to the Administrator or Administrative
Assistant. A compilation of result will be
presentad to the Internal
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and did not require any &litches or hospitalizatlon.

Interview, on 08/22/14 at 3:30 PM with MDS
Coordinator, revealed at the time of the fall it
would have been better to have had another staff
member agsigting to ansure Resident #9 did not
sustain a fall and injury.

In addition, while working In the Conference
Room wilh the door closed, surveyors heard a
resident calling out to staff. The reslient was
located approximately thiny (30) feet away from
the Conference Room. Observation of Resident
#9, on 08/20/14 at 12:15 PM, revealad an
unkempt resldent, lylng In bed and calling out
loudly and upon entering the resident’s room, the
resident shouted "get out of my room," yet the
resident continued to call out to staff,

Observation, on 08/20/14 at 12:20 PM, revealed
Resident #9 calling out. The residen! continued
to intermittently call out, with no staff responding.
There was no staflf In sight on this hall (Hall 200).
Observation for the next fifteen (15) minutes
revealed no staff responded to the resident so the
surveyor went to get help. Registerad Nurse (RN)
i1 came Into the resldent’s room and assessed
lhe resident and determined the resident's
oxygen saturation (02 Sat.) was 97% and pulse
was 85 beals per minute (bpm), Further
observation revealad Resident #9 was given a
breathing treatment, Further observatlon at 2:00
PM and 3:00 PM, revealed the resident was in
bed. When attempted to speak to tho resident,
the resident only made sounds with no
discernable speech. The residentl's call light was
in reach but when the resident was auked to pugh
the call light, the resident was unable toa do so.

(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (XE)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B& COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DALE
DEFIGIENGY)
: 10/01/14
F 323 | Continued From page 13 F 33| Quality Assurance (QA) Team for review,

discussion and direction for taking necessgry
action. Monitoring for ongoing compllance :
to ensure the systemic changes are maintgined
will be accomplished through department
leaders’ observation rounds and monthly
reports to the Internal Quality Assurance (QA)
Team by the Administrator or Administrativie
Assistant. The Quality Assurance (QA)
Committee will review compliance
Quarterly and provide instructions regardin
changes or additions to procedures.
The corrective action for resident #9
was performed on 03/05/14, Charge Nurse
Supervisor/LPN and included staff
education regarding turning the resident
toward the careglver and not away from th
careglver and to get asslstance when
needed. Other residents identified as
potentially affected by the practice are all
resldents requiring the asslstance of two
during ADL care. S8ystemic changes and
measures pul Into place in order to ensure]
the practice does nol recur include the i
following: care plan interventions and
directions for nurse aides were updated
for all residents by 09/19/14 by Director of
Nursing. All nursing staff were educated
on both 08/22/14 and 09/23/14 by the
Director of Nursing to review the plan of CA re
for the amount of asslstance required for gach
resident prior to providing care. Licensed
nurses and state registered nurse aides were

[ls]

w
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F 323 | Continued From page 14 F 323|and 09/23/14. Nurse Aides were instructed| 10/01/14
] ) to report any variance from the palicy to the
Interview with the Director of Nursing (DON) #1, charge nurse for clartflcation prior to perforfning

on 08/21/14 at 12:52 PM, revealed she had

assigned someone to hall 200 and the Dietary care. In order to monitor performance of

Manager had pulled one of her staff {o help pass the solution the Director of Nursing or RN
trays in the dining room. She stated this left one designee will perform weekly audits of all
Certifled Nurse Aide (CNA) on Hail 200 and the ADL care plan interventions in order to

CNA (CNA#5) was In a resldent's room with the

door closed whlle feeding the resident. She ensure interventions stating "1-2 assist”

revealad CNA#5 could not hear Resident #9 have not been added to any plan of care.

hollering. The care plan audits will continue weekly
. . until 100% compliance s sustained for

Interview with CNA#6, on 08/22/14 at 9.56 AM, three months then the audit will decrease

revealed she was fesading a resldent in room

#206 (Resident #9 s in room 208), and had the In frequency to monthly. Additionally, the ]

door closed, as the resident liked to have the Director of Nursing or RN designee will !
door closed, and did not hear anyone hollering. perfarm monthly visual competency

Sl?le s:?{ﬁd :he d.cther [Wc? (zt) GNAs ware on the evaluations randomly and across all three
ather halls feecing resicents. shifts to ensure nursing employees are

2. Review of the facility's policy titled. "Accident performing ADL care with the amount of
Prevention and Investigation Policy and assistance required as directed by the
Procedures", dated 03/22/13, revealed the facility individual plan of care. The Director of

should provide & safe environment that optimizes Nursing will review and discuss the monthiy

patient independence and reduces the rigk of
accidants. The policy fuithar reveated it was the
responsibllity of all employees to monitor the

compliance delivery of care with the
Internal Quslity Assurance {QA) Team.

environment for safety hazards that miay place These competency evaluations will be
patients and others at risk of accldents and lake ongoing. There will be ongoing reports
appropriate action (o reduce or efiminate hazards. provided to the Quality Assurance (QA)
Adour of the 100 hall, on 08/19/14 at 10:00 AM, Committee for additional Instructions
revealed three (3) unlocked storage rooms that regarding changes or additions if necessary.
were readlly accessible to all resldenis and/or The corrective action for resident #9 was
haflway revealad five (6) out of eight (8) rooms responded 1o the needs of the resident by

contained multiple cans of shaving cream, . .
alcohol based after shave lotion, and multiple assessing and providing a nebulizer
containers of hyglene products found siting out treatment. Additiohally, the nurse alde on
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493 . the floor was instructed on 08/20/14 by s ;
F 323 Continued From page 15 ‘ F323| the Director of Nursing In tralning to not | 10/01/14
on the counter beside the sink inside !he resident close the residents room door whenever
fO0ms.
she was assianed to monitor the hall
Further Investigation of the unlocked storage during meal time. Other residents having
rooms, an =UBI19{14 at 4:00 PM, revealed wound the potential fo be affected by the same
care supplies, thirteen ‘13) bottles of lube practice would be any resident that is
feading, oxygen tanks, crash cart and emergency unable to use the call light system and

eqguipment. The supply closet was found to have

sixtaen (16) holtles of mouth wash, seven (7) requires assistance during meal times.

cans of shaving cream, eleven (11) bottles of Measures/systemic changes put in place
shampoo/body wash, and seventeen (17) boltles include ongolng nursing employee

of bOdy moilsturizer. Furthar review of the education. On 09/22/14 and 09/23/14,
contents revealad waming labels on the Director of Nursing re-educated el nursing

molthwash to include if swallowed contact poison

control, review of the shaving cream revealed a employees on the need for a nursing

list of ingredients to include propane and butane, employee to be available on each hall ‘
and the body moisturizing lotion label stated for during meals in order to respond to calls :
external use only avoid contact with eyes. for assistance. To ensure the above

Obsarvation, oh 08/19/14 at 2:45 PM, revealed solution Is sustained, the Directar of i
Resident #8 had one bollie of alcohol based after Nursing or RN designee will perform

shave and four (d) cans of shaving cream on the random weekly observations of ail three

sink localed In the raom. meals for staff availability to hear and

respond to residents calling. These §

Obsarvation, on 08/21/14 at 9:45 AM, revealed . , . ,
observations will continue weekly unti

Residsnt #11 was in a wheelichair by the nurse's

statlon pulling on the supply closet door then 100% compliance is achleved for three
trying to opan a shower door at 10:05 AM. months then the frequency of the

. . . observations will decrease to monthly,
Interview with Housekeeping Supervisor, on The shift assignment shests will be

0819714 al 4:25 PM, revealad she made room

rounds weekly and monitored for aerosol reviswed by the Director of Nursing or RN

producis on her rounds, She stated that each designee at the same frequency as the
resident had their own parsonal supplies and had meal observations in order to ensure the
be:’;" Q”?Widéo ke?ﬁ them at their badside and hall monitoring has been assigned during
notin & locked container. meal times, The monthly cbservations

Interview with Licensed Practical Nurse (#3), on and reviews will be ongoing. !
08/19/14 at 4:45 PM, revealed the facilily has two
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F 323 | Continued From page 16 £ 323] The Director of Nursing or RN designee | 10/01/14
(2) residents that have wandering as a behavior, will present monthly compliance reports far
She stated Rasident #8 was a wandering resident raview and discussion to the Internal
and resided on the 100 hall. Quality Assurance (QA) Team monthly,

The Quality Assurance {QA) Committee

Interview wilh LPN #2, on 08/21/14 a1 3:69 PM,
will review and discuss at least quarterly

revealed Resident #t8 wanders in other residents’

rooms looking for various things when confused each componant of this comection. The
and Resident#11 goes in other residents’ rooms Quality Assurance (QA) Committee will
also. LPN #2 stated she did not know why there determine when consistent compliance
ware four (4) cans of shaving cream in Resident )
#8's room, has been attained and the frequency of
the monthly audits can be adjusted as
interview with DON #2, on 08/19/14 ot 4:.20 PM, deemed appropriate by the Quality |
revealed she did not pergonally see anything the Assurance (QA) Committee.

residenis could get into. She stated the doors
have never been locked and she has never been
told to keep them locked. She stated she did not
know the contents of the personal hygtene
supplias stored in the supply reem and was
surprised 10 seé propana and butane jisted as an
Ingredlent in shaving cream.

{nterview with the Administralor, on 08/19/14 al
4:30 PM, revealed she was not aware of the
warnings on {he hygiene supplies and did not
realize the shaving cream contained butane and
propane, She indicated that the supplies should
not he available for wandering residents and the
facility was not safe with the supply room doors
uniocked and with all residents having access to
personal care supplies at their badsides,

F 328 48325('() TREATMENT’CARE FOR SPEC'AL F 328 Direo[ oare nursing empk)yees were 10/01[14

$8=D | NEEDS educated on 08/21/14 by Director of

The facility must ensure that resldents receive Nursing and Director of Nursing In training
proper treatment and care for the following that nurse aldes are not to push hold on
spacial services: the enteral feeding pump at any time.

Injections; ' The aide is to l
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F 328 | Continued From page 17 F 328/ notify the licensed nurse that the 10/01/14
2"‘3;'9”:&:]3' and temerta' !lulds;” \ head of the bed may need to be lowered |
olostomy, ureterostomy, or lleostomy care; . }
Tracheostomy care: for the provision of care so the i'ucensed
Tracheal suctioning: hurse can make the determination
Respiratory care; whether or not the tube feeding should bd
Fool care; and held or if it is in the best Interest of the
Prostheses. patient to lower the head of the bed for
the provision of care. All other residents
This REQUIREMENT Is not met as evidenced recelving enteral feeding may be affected
by, by the same practice. Director of Nursing
Based on obsarvation, Intetview, record review in training educated nurses oh both
and review of the facllity policy, it was determined 09/08/14 and 09/18/14 about the following

the facifily faifed to ensure one (1) of fourteen

(14) sampled resldents (Resldent #7), who measuresfsystemic changes. The Title of

required a Gastric Tube (GT) for nutrtional the Tralning is "Deficiency Corrections
needs, received the proper care and positioning related to G-tube pollcy, procedures and
required to prevent aspiration, related to the nurse expectations.” The following
failure to turn off the feeding pump, prior to laying measures/systemic changes were fully

the resident flat in bed for incontinent care. implemented on 09/18/14: The charge

The findings include; nurses on duty wili monftor and documen
compliance of keeping the head of bed

Review of facllity policy litled, "Medication elevated unless requested by the nurse

Administration via Enteral Tube", dalad 07/08/14, alde to evaluate whether or not the head

revealed to place Lhe resident in a proper position

with head of bed elevaled to 45 degrees. of the bad should be towered, The charge |

nurse will alse document whether or not

Record review revealed the facility admitted any enteral feedings were noted o be
included Dysphagia due to Cerebrovascular determination as appropriate by the

Disease, Esophageal Reflux, Aphasia due to

Cerebrovascular Disease, and Polynauropathy in licensed nurse. Monitoring for

Diabetes, compliance will be parformed by the

R . hensive Care Plan f Director of Nursing or RN designee
eview of the Comprehensive Care Plan for through random weekly visual audits and

attention to Tube Feeding, dated 06/1 714, via monitoring the daily documentation oé

revealed an Intervention to elevate thas head of
bed thirly (30) degrees related t6 the wbe
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88=E

STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
conslderad satisfactory by Federal, State of locatl
authoritigs; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview and facility
policy review It was determined the facility failed
ensure food was slored, prepared, distributed and
served under sanitary condillons, Observations
on 08/19/14 and 08/21/14 reveaigd the ice maker
was in need of cleaning, unboxed and undated

(X4) 1D SUMMARY STATEMENT OF DEFICIE NCIES in PROVIDER'S PLAN OF GORREGTION 8y
PREFIX (EACH DEFICIENCY MUST B8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
’ the charge nurses for compliance with the| 10/01/14
F 328 | Continued From page 18 F 328] policy. The Director of Nursing will present
feeding. monthly compliance report for review and
Observation of Certifled Nursing Assistant (CNA) disoussion to the Internal Quslity
#1 providing care for Resldent #7, on 08/19/14 at Assurance (QA) Team. The Quallty
10:40 A, revealed Resident #7's head of bed Assurance (QA) Committee will
wag in the flat position while the CNA was determine when consistent compliance hars
g nconiinent care and the feeding pump been attained and the frequency of the
9. monthly audits can be adjusted as deemed
Interview with CNA#1, on 08/21/14 at 12:26 PM, appropriate by the Quality Assurance (QA
revealed she normally would push the "hold" Commitlee,
bulton on the feeding pump when providing care
and when care was completed she would ralse 10/01/14
the resident's head of bed to 45 degrees then , .
refeasa the hold on the pump =o the feeding Corrective action for this deficiency was
would start again. cleaning the ice maker on 09/30/14. Al
F 371 | 483,35(j) FOOD PROCURE, F 371| residents, employees, and visitors served

meals from the kitchen have the potential
10 be affected by the practice, Systemic
changes include an increase In scheduled
cleaning requirements from every six
months to every three months. The
Dietary Manager will monitor the ice
maker monthly in order to ensure
cleaning every three months is sufficient.
Cleaning schedules will be increased in

frequency as needed. The ice maker
cleanliness monitoring will be ongalng.
The Distary Manager will report to the
Internal Quality Assurance (QA) Team
monthly regarding the status of the ice
maker cleanlingss. There will be ongoing
reports to the Quality Assurance (QA)
Committee which will provide Instructions
regarding changes or additions.
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food items were noted In the freezer, the sanitizer
bucket test reading was below the sccepted
range of 50 Parts per Million (PPM,) mops were
stored on the floor, and the dishwasher rinse
cycle was below the accepted temperature range.

Areview of tha facilily census for 08119714,
revealed there were three (3) residents who
received tube feadings and did not utilize the
kitchen amenities.

The findings include:

1. Observalion of the kilchen, on 08/19/14 at 2:30
PM revealed the following:

A. Review of a facllity policy titled, “Cleaning
Ica Machine”, undated, revealed the lce machine

was scheduled to have been cleaned avery 8ix
(6) months and was last cieaned on 03/12/14 and
was due to be cleaned again in September 2014,

Observation of the drip plate above the ice in the
lee machine revealed a dark cream colored, filmy
substance, that removed easily with a glovad
finger,

Interview with the Dietary Manager at the time of
the observation revealed she was nol aware the
drip plate had nol been ¢leanad during this
proceas and slated if it was, the lce machine
cleaning should have besn complated more often
than every six monihs.

B. Review of a facllity policy titled, "Policy and
Procedure for Boxes Opened Up", dated
07/12/12012, revealad "Procedure: When a box Is
opened up, plaslic bags are to be datad,”

packages of food in the freezer:

all the untabeled and outdated food was
removed from the freezer and thrown away.
Ali residents, employees, and visitors
served meals from the kitchen have the
potential to be affected by the practice.
Systemic changes and measure implemenled
to prevent the practice from recurring Included
the dietary empioyee education on 08/22/114
by the Dietary Manager related to the
proper labeling of opened boxes to include
the dating of all bags regardless of whethe
or not the bag was opened. To ensure the
above solutions are sustained, the Dletary
Manager will monitor the freezer twice 2
weegk for properly dated and/for outdated
food items. Freezer monitoring by the Dietary
Manager wlll be ongoing, The Dietary
Manager will report monthly the results and
ongoing compliance to the Internal Quality] !
Assurance (QA) Team. The Quality
Assurance (QA) Committee will review ang
discuss at least quarterly each component
of this correction,

Corrective action for the mops stored on
the floor was to hang the mops on the wa!#
with hooks, All resldents, employees, and
visitors served meals from the kitchen have
the potential to be affected by the practice
Systemic changes implemented ta ensure
the mops are not stored on the floor
included a mop storage
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Observation of the freezer revealod unboxed and
uniabeled packages of frozen donuls, bags of
Peanut Bulter Cookles, Blueberry Cobblar and
bags of Waffle Fries, Sweet Potato Fries, Riblets,
Fish and Zucchin! Sticks, Observation of the
stmall reach in refrigerator revealad containers of
pre-poured juice which had thickenor added.
One of the containers had no dsta or labe! and
one had a date of 08/26/13 which was eighteen
(18) days after it had been labeled and placed
into the refrigerator,

Interview with the Distary Manager at the time of
the observalion revealed the dietary staff were
aware of the policy but she would need to
ra-inservice the staff.

C. Review of a facllily policy fitled, "Dietary
Policies and Procedures", dated 05/14/10,
revealed the sanitizer solution would be at the
recommended strength and changed each shift

or as needed. The procedure was to prepare the
sanitizer bucket to equal 100 parts per million
(PPM) by having used a one-elghth (1/8)
leaspoon of bleach to thirty-two (32) ounces of
warm water, test for strength using chlorine test
strips and the cloths were to have been stored In
the solution, when not in use.

Observation of the sanilizer bucket tested less
than 50 PPM.

Interview with the Dietary Manager at the time of
the observatlon revealed the sanitizer bucke! had
been prepared al approximately 11:00 AM and
should have measured 50-100 PPM.

. Review of a facllily policy tilled, "Policy

and Procedures for Sanitation," datedl July 2010,

X4) 1D SUMMARY STATEMENT OF DEFICIINCIES 5} PROVIDER'S PLAN OF CORRECTION x5y
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; olicy revision and education for the 1 14
F 371 Continued From page 20 Fa7y| PO 0/01/

housekeeping and dietary employee

on 09/10/14 given by Dietary Manager,
Housekeeping/Laundry Supervisor and
Maintenance Supervisor. The maop heads
will be removed after each use and the dirty
mops will be placed in laundry. The mop
handle and the broom will ba stored on the

hooks in the dietary depariment, The Dietary,
Housekeeping, and Maintenance Supervisors

will monitar compliance with the policy for
mop head storage at least three times a
week untit 100% compliance is sustained
for three months. The frequency of mop
head storage wll then decrease to weekly.
Monthly analysis of the audit findings and
confinued compliance will be presented for

review and discussion to the Internal Qualily
Assurance (QA) Team. The Quality Assurance

(QA) Committee will determine when
consistent compliance has been attained
and the frequency of the weekly audits car
be adjusted if deemed appropriate.

Corrective action for the sanitizer solution
was to empty the solution and mix up the
correct ppm. All residents, employees, an[‘l
visitors served meals from the kitchen hava
the potential to be affected by the practioe
Systemic changes and measures
implemented to ensure the practice does

niot reoceur include the following: the dietary

employees were educated on 08/22/14 by
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F371] Continued From page 21 F 371 the Dietary Manager regarding the 10/01/14
revealed "All mops and brooms will be hung-up polley revision which requires the sanitizer
aftr each use. solution to be changed every four hours.

Observation of the storage closet in the kitchen, Addiltionally the sanitizing solution will be

revealsd a maop stored on the floor. tested with chlorine strips every two hours
and the water changed if not at the cormrect

Interview wilh the Dietary Manager at the tima of ppm. The-employees will document the

the observallon revealed there was a broom and resulls of the chiorine test strip and will be

mop storage hanger on the wall, but the handla

three times a week for compliance. The
~ E. Interview with the Dietary Manager at the Dietary Manager wilt monitor and document
tima of the kitchen observation reveaied there compliance with the policy for the sanitizing

was no specific policy for the Dishwasher i , )
Temperatures but she had not been told they so‘”ﬂtmn atteast three times a week until
wera not acceptable and would have called 100% compliance is sustained for three

someone to assess the problem, months then the frequency will be
. ) decreased to bl-weekiy. Monthly analysis
Three different observations of tha tishwasher of the audit findings and continued

temperatures ravealed rinse temperatures from

130 to 172 degrees Farenhesit (F.) A reviow of the compliance will be reviewed and discussec

temperature logs for August 2014 revesled three by the internal Quality Assurance (QA)
dishwasher rinse temperatures were recorded at Team. The Quality Assurance (QA)
120 twice and 130 degrees F. Commiltee will determine when consistent
F 441 ?SBPaR%SA:;liEiCTION CONTROL, PREVENT F 441 compliance has bean attained and the [
88=0 - LINENS frequency of the audits can be adjusted.
The facilily must establish and maintain en Corrective action for the dishwasher rinse
Infeclion Control Program deslaned to provide a eycle temperatures: On 08/21/14 the
safe, sanitary and comfortable environment and terperature relay switch was adjusted so fhe
:)°r gﬁgag’:;i’gg}i;’f:gmpmem and transmission finse water would be at the correct temperature,
Measures put into place in order to ensure
(a) Infection Control Program the rinse water would be at the right
The facility must establish an Infection Contral temperature in the future was to repiace the
Program under which It - relay switch which was completed 08/23/141.
(1) Invesligales, controls, and prevents infections The dietary employees were educated on

in the facillty;

08/22/14 by the Dletary Manager to

FORM CMS5-2567(02-98) Pravious Varslons Obsolale Evant iD: CWaa1t Fagitity #02: 100132 If continuation shoet Page 22 of 26




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

PRINTED: 00/08/2014
FORM APPRGVED
OMB NO. 0938-0391

STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORREGTION IDENTIFICATION NUMBER:
186047

(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A. BUILDING COMPLETED
B. WING 08/22{7014

NAME OF PROVIDER OR SUPPLIER

HAWS MEMORIAL NURSING & REHAB CENTER

STRERT ADDRESS, CITY, STATE, 2IP CODE
1004 HOLIDAY LANE
FULTON, KY 42041

(2) Decides what procedures, such as isolation,
should be applied to an Individual resident; and
(3) Mainiains a record of incidents and corrective
actions refated to infections.

{b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resldent neads izolation to
prevent the spread of infection, the facility must
isolate the resident.

{2} The facility must prohibit employees with a
communicable disease of infected skin legions
from direct contact with residents or thelr food, if
direct contact will transmit the disease,

(3) The facility must require staff to wash thelr
hands after each direct resident contact for which
hand washing is indicated by aceepted
professional practice.

{¢) Linens

Personnel must handie, store, process and
transport linens so as to prevent the spread of
infection. -

This REQUIREMENT is not met as evidencad
by:

Based on obseivaltion, interview, rocord review
and review of the faciiity policy, it was determined
the facllity falfed to ensure infection control
procedures were followed for three (3) of fourteen
{14) sampled residents (Resident #1, Resident #2
and Resldent #8). Staff falled to ramove gloves
and wash hands during wound care for Resident
#2 and incontinent care for Resident #6. In
addition, the facilily failed to ensure oxygen (O2)
tubing was stored In a bag when not In use per

the facility's policy for Residant #1,

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION {x6}
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OEFICIENCY)
_ Feport oullying femperatures o the Dietary 10/01/14
F 441 | Continued From page 22 F 441 | Manager immediately. The Dietary Manager

will monitor the dish washer temperature
loge three times a week unfil compliance is)
maintained for three months at which time
the frequency of monitoring the logs will
change to weekly, Monthly analysls of the
audit findings and continued compliance
will be presented for review and discussior]’
to the Intemnal Quality Assurance
(QA) Team, The Quality Assurance (QA) | '
Committee will determine whan consistent
compliance has been attained and the
frequency of the monthly audits can be
adjusted if deemed apprapriate.

The corrective actions for the following
infection control measures were as follows:
For resident #1, the nebulizer set up and
oxygen tubing were placed In a bag; for
resident #2 and resident #6 the nursing
employees were educated on universal
precautions specifically the need to remow:
goiled gloves and wash hands prior to
donning clean gloves or tcuching any other
object or thing. Every resident has the
potential to be affected by the deficient
practice. Systemic Changes: On both
09/22/14 and 08/23/14 by the Director of
Nursing provided education and required
evary direct care nursing staff was required
competency demonstrated in universal |
precautions and respiratory eguipment
storage. Director of Nursing in tralning

f4
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F 441 | Continued From page 23 F4441| on 08/08/14 presented education to all rL 10/01/14
nursing staff regarding correct hand washing
The findings inolude: procedures including use of universal
. precautions {i.e gloves and proper
1. Review of the facillly policy for "Respiralo ; N "
Care Services" " last rgvrsed 3{)5“ 2/ 4,$evea%d _storage of respiratory supplies. Addlhonjlly.
after each use, the tubing and nebulizer masks direct care nursing employees wilf be
were (o be placed Into a plastic storage hag. required to demonstrate clinical compatehcy
X . . 83 a final slep in the orentation process and
Observations of Resident #1, on 08/19/14 at annually from their date of hire, Monitorirg

10:11 AM, 2:68 PM and 3:30 PM and on 08/20/14

at 9:40 AM and 08/22/14 at 11:00 AM, revealed performance to ensure solutions are

the portable 02 tank nasal cannula lubing and sustained will be performed by the Direclor
the nebulizer lubing were unbagged and lhere of Nursing or RN designee through the
was ho evidence of a bag nearby for the tubing, performance of unannounced random

Interviews with Certified Nurse Alds (CNA) #8 and menthly audits across all three shifts,

CNA#10 on 08/20/14 at 11:10 AM and 11:20 AM, These audits will include the demonstration
revealed the 02 and nebulizer tubing should have of appropriate use of universal precautiops,
been bagged, The CNA was unable to locate hand washing technlques, and the propdr
obiain the supplies. frequency of manthly audits may be
Interview with Registerad Nurae (RN) #1, on changed upon direction of the Quality
08/22/14 at 11:20 PM, revealed she: would have Assurance (QA) Committee after 100%
expecled the nurses and CNAs to ensure the Compliance is sustained for one year. ’
tubing had been stored properly after use and ‘ Tt i
wag unaware this had not been dorne for this The mnm.mam.reswa.t oy thefapmt wil
resident. conduct visual inspections during
scheduled visits at least monthiy and
2. Review of the facllily policy titled, "Universal report noncompliance to the Director of
Precautions Folicy", dated 06/22/09, revealed Nursing as needed, Compliance raports
hands should be washed with soap and water will be presented by the Director of NursLng

alter providing care, and if visibly soiled, after

removing gloves and as needed. for review and discussion to the Internat

Quality Assurance (QA) monthly.

Record roview revealed the facilily admitted
Resldent #2 on 03/31/14 with diagnosis which
included Pressure Ulcer to Lower Back,
Hypertension, Urinary Tract Infection (UTI1) and
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Urinary Device.

Observation on 08/20/14 at 08:50 AM, revealed
RN #1 entered Resldent #2's room fo provide
wound care. RN #1 applled gloves and gathered
her equipment and supplies. The-RN removed
the old dressing from the wound and then
removed her contaminated gloves, The RN
applied another pair of gloves without washing
her hands prior to applying the clean gloves, and
then completed the dreasing change procedure, i

interview with RN #1, on 08/20/14 &t 2:00 PM,
revealad she thought she washed her hands after
removing her gloves. She slated she knew better
and was aware of the importance of washing her
hands.

3. Observation of CNA#2 providing incontinent
care for Resident #8, on 08/20714 at 11:00 AM,
revealed she completed the incontinent care
without changing or removing her soiled gloves,
She replaced the resident's brief, proceaded to
put her hand in her pocket and remava a marker,
redressed the resident all while conlinuing to
wear lhe same contaminated gloves.

Interview with CNA (#2}, on 08/21/14 at 3:45 PM,
ravealed she knew the importance of cross
contamination, and realized what she did after
she left the raom, She stated she had been
trained to wash her hands and remove solled
gloves but just did not do It that day.

Interview with Direclor of Nursing (DON), on
08/21/14 at 1:16 PM, revealed she expected staff 1
to wash theif hands between glove changes. She
slaled alf of her employees had extonsive tralning
in handwashing,
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B 00/30/14
K000 | INITIAL COMMENTS K 000{ The facility comrective action was to
limmediately, on 08/20/14, educate all
CFR: 42 CFR 483,70(a) facility staff on duty at the time which

BUILDING: 01.

PLAN APPROVAL: 1967,
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Type I
(200).

SMOKE COMPARTMENTS: Four (4) smoke
compartments.

FIRE ALARM: Complete fire alarm systemn
installed in 1967, with 21 smoke detectors and 21
heat delectors,

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system Instailed in 1867,

GENERATOR: Type I} generator inataflad in 2011.
Fuel source I3 Diesel,

A slandard Life Safely Code survey was
conducted on 08/20/14. The facility was found in
non-compliance with the requirements for
parlicipation in Medjcare and Medicald. The
facllily ls certifiad for sixly {(60) beds with &
census of fifty five (56) on lhe day of the survey.

The findings that follow demonslrate
noncompliance with Title 42, Code of Federal
Regulations, 483,70(a) ¢t seq. (Life Safety from
Fire), ’

included administrative staff, nursing
staff, dietary staff, housekeepingflaundry
staff and maintenance staff of the
following inforration relative to the north
hall fire doors. This impromptu education
was provided by the, Maintenance
Supervisor. Education was in regard to
the posslbillty of the Narth Hall fire doora
not closing properly and if the fire alert
system is alarming emplovees are to
physically inspect ali fire doors In the
facility to ensure they are closing properly.
Additional education occurred on 09/04/14
when Housekeeping/Laundry and
Maintenance staff were educated by the
Housekeeping/Laundry Supervisor and th
Maintenance Supervisor, Instruction in th
form of documented communication was
given to administrative staff and licensed
nurses by the Director of Nursing in
training on 09/12/14. This same education
was provided to all nursing staff on both
09/22/14 and 09/23/14 by the Director of
Nursing In trafning. Other residents that
are admitted to the affected area,
employees and visitors may have the
potential to be affected by the deficlent
practice. Measures to ensure the practics
will ot

[

11"

LABORATORY IRE’\:Tga's DREROWDEETPPEfR REI_’RESENTATNj‘S RIGNATURE 4) DATE 5
mEnl andifg with an' aslorlak {*} denotes a deflolensy which the institullod may be excused from correcting providing It i deferinined that

other safeguards pfovide sufficlent protection to the pationts. (Sco Instruclions.) Excapt for nuraing homes, tha findings stated above are disclosable 90 days *
foliowing the date of auivey whather or not a plan of correclion ls provided, For nursing homas, he above findings and plans of correclion are disclosable 14 :
days following Lhe dale Ihese documents are made avaliable o the facliity. Hf deficlenclos are clied, an approved plan of correction I3 requisile Lo continued

program participallon,

if continuatlon sheet Pagis 1 of 18
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K 000 Continued From page 1 K 000 (recur: On 09/26/14, the new ccordinating | po/30/14
device was installed on the cross-corridor
identified at 'F" level, will monitor its performance {o ensure that
K027 | NFPA 101 LIFE SAFETY CODE STANDARD K 027 . . .
58=D solutions are sustained by increasing
Door openings In smoke barriera have at least a frequency of inspections from quarterly to
20-minute fira protaction rating or are at lsast monthly. The Inspections are conducted by
1%-inch thick solld bonded wood core. Non-ratad the Maintenance Supervisors, The
protective plates that do not excead 48 inches inspections are o ensure that all

from the bottom of the door are permitted.

Horizontal stidng doors comply with 7.2.1.14. crosg-corrtdor doors located in a smoke

Doors are self-closing or automatio ¢losing in barrier are properly functioning and
accordance with 19.2.2.2.6. Swinglng doors are ) completely ¢closing when tested and in

e poaqived to swing with egress and positive accordance with the NFPA standards. The
Atching Is not required. 9.3.7.6, 19.3.7.6, Administrative Assistant will review the

19.3.7.7 .
Maintenance checklist monthly for

compllance and provide a monthly report
to the Internal Quality Assurance {QA)
This STANDARD s not met s evidsnced by: Cormmittee for review and discussion,

Based on ohservation and interview . It was
determined the facility failed to ensure cross
-corridor doors located in a smoke barrier would
resist the passage of smoke in accordance with
National Fire Protection Agency {NFPA)
slandards. The deficlent practice has the
potential to affect two (2) of four (4) smoke
compartments, thity (30} residents, staff and
visitors. The facility has the capaoily for sixty (60)
beds and at the time of the survey, the census
was fifty-five (85).

The findings include;
Observation, on 08/20/14 al 2:08 PM with the

Malntenance Supervisor, revealed the
cross-corridor doors located in the North Haill
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walild not clese completely when lested. This
was due o the doors nol having a cuordinating
device installed lo ensure the door without the
t-astragal would close firat after ihe initial close.

Interview, on 08/20/14 at 2:07 PM with the
Maintenance Supervisor, revealed he was not
aware of the requirement.

The census of fifty-five (65) was verified by the
Administrator on 08/20/14. The findings were
acknowledged by the Administrator end verifisd
by the Maintenance Supervisor at the exit
interview on 08/20/14.

Actual NFPA Standarg:

Refarence: NFPA 101 (2000 edition) 8,3.4,1*
Doors In smoke bariiers shall close the opening
leaving

only the minimum clearance necessary for proper
operation

and shall be without underculs, louvers, or grilfes,

Reference: NFPA 80 (1989 Edition)

Standard for Fite Qoors 2-3.1.7

The clearance hetween the edge of the door on
the pull side shall be 1/8 In, (+/-) 1/16 in. (3.18
mm (+/-) 1.69 mm) for steel doors and shail not
excead 1/8 In, (3.18mm) for wood doors,

Reference: NFPA 101 {2000 edition), 19.3.7.6*,
Requires doors in smoke barriers to be
self-closing and resist the passage of smoke,

Reference; NFPA 80 (1999 Edition)

2-4,1 Closing Davices,
2-4.1,1 Where there [s an astragal or projecting
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lateh bolt that

prevents the inactive door from closing and
latching before

the active door closes and latches, o coordinaling
device shail

be-used. A coordinating devlce shall not be
required where

each door closes and latches independently of
the othar,

K029 | NFPA 101 LIFE SAFETY CODE STANDARD
§8=D
One hour fire raled construction (with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
andlor 19.3.5.4 protects hazardous areas. When
the approved automalic fire extinguishing system
opllon Is used, the areas are separaled from
other spaces by smoke reslsting partitions and
doors. Doors are saif-closing and non-rated or
field-applied protective plates that do not excesd
48 inches from the boltom of the door are
permitted,  19.3.2.1

This STANDARD is not met as evidenced by:

Based on observation and intarview, it was
determined the facility falled to meel the
raquirements for Prolection of Hazards, in
accordance with the National Fire Protection
Agency (NFPA) standards. The deficlency had
the polential lo affect one (1) of four (4) smoke
compartments, four (4) residents, staff and
visitors. The facflity has the capacily for sixty (60)
beds and the census was fifty-five (55) on the day
of the survey, _

K (28| The facllity corrective action: a self-closing! 09/30/14
device was installed on the door

to the kitlchen on 09/08/2014. Other
residents that are admitted to the effective
area, employees and visitors may have
the polential to be affected by the deflcien
practice, Measures to ensure the practice
wlll not recur: The facility has installed a
sel-closing device on the door to the
kitchen. The facility plans 1o monitor its
performancs {0 ensure that solutions

are sustained by increasing the
frequency of inspection from quarterly to
monthly. The Inspections are conducted
by the Maintenance Supervisors,

The inspections are to ensure that all self
closing doors and magnetio locks are ;
releasing properly. The Administrative
Assistant will review the Maintenance
checklist monthly for compliance and
provide & monthly report to the Intemnal
Quality Assurance (QA) Committee.
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K 029 | Continued From page 4 K029
The findings include;

Observation, on 08/20/14 at 2:12 PM, with the
Malintenance Supervisor revealed the door to the
Kitchen was not equipped with a self-closing
device.

Interview, on 08/20/14 at 2:12 PM, with Ihe
Maintenance Supervisor revealed he was not
aware the room would have to meat the
requirements of proteclion from hazdrds,

The census of fifty-five (55) was venlied by the
Administrator on 08/20/14. The findings were
acknowledged by the Administrator :and verified
by the Maintenance Supervisor at the exit
intarview on 08/20/414.

Actual NFPA Standard;

Reference; NFPA 101 (2000 Edillon) 18.3.2
Protection from Hazards,

Reference: NFPA 101 (2000 Edition) 9.3.2.1
Hazardous Areas, Any hazardous arsas
shall be safeguarded by a fire barrier having a i
1-hour fire resistance rating or shall be provided .

with an automatic extinguishing system in
accordance with 8.4.1, The automalic
extingulshing shall be permitled to be in
accordance with 19.3.6.4. Where the sprinkier
option is used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shall be self-closing or
automalic-closing. Hazardous areas shall
Include, but shall not be restricted to, the

foliowing: !
(1) Boller and fuel-fired heater rooms
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K 029 | Continved From page & K028
(2) Central/bulk laundries larger than 100 ft2
{8.3m2)
{3) Paint shops
{4) Repalr shops

(5} Soiled linen rooms

(6) Trash collection rcoms

(7) Rooms or spaces [arger than 50 12 (4.6 m2),
Including repalr shops, uged for storage of
combustible supplies .
and equipment In quanlities deemed hazardous
by the authority having jurizdiction

{8) Laboratories employing flammable or
combustible materials In quantities less than
thoae that would be cansidered a severe hazard,
Exceplion: Doors in rated enclosures: shall be
permitted to have nonraled, factory or
fiald-applied

proteclive plates extending not more than

48 in, {122 cm) above the holtom of the door.

Reference: NFPA 101 (2000 Edilion) 7.2.1.8
Seif-Closing Devices,

Reference: NFPA 101 {2000 Edition) 7.2.1.8.1* A
door normally required to be kept closed shall
not be sacured in the open posilion at any time
and shall be

self-closing or automalic-closing in ascordance
wilh 7.2.1.8.2.

Referance: NFPA 101 (2000 Edition) 7.2.1.8.2 In
any bullding of low or ordinary hazarg contents,
as defined in6.2.2.2 and 6.2.2.3, or where
approvad by the authority having jurisdiction,
doors shall be permitted lo be automatie-closing,
provided that the following criteria are met;

(1) Upon refease of the hold-open mechanism,
the door becomes self-closing.
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{?) The release device ig dasigned so that the
door Instantly releases manually and upon
release becomes self-closing, or the door can be
readlly closed.

(3) The automatle releasing mechanism or
medium Js activated by the operation of approved
smoke detectors instalied In accordance with the
requirements for smoke detectors for door
release service in NFPA 72, National Fire Atarm
Code®.

(4) Upon loas of power to the hold-open device,
the hold-open mechanism is released and the
door bacomes self-closing.

(6) The releasa by means of smoke detection of
one door in a stair enclosure results in closing all
doors sarving that stair,

NFPA 101 LIFE SAFETY CODE STANDARD

Exit and direclional signs are displayed in
accordance with section 7,10 with continuous
illumination afso served by the emeargency lighting
system. 19.2.10.1

This STANDARD is not met as evidenced by
Based on observation and interviay, It was
determined the facility falled 10 ensure exit signs
were maintained in accordance with Natlona! Fire
Protection Association (NFPA) standards. The
deficlency had the potential to affect one (1) of
four (4) smoke compartments, staff and visllors.
The facility has the capacily for sixty (60} beds
and at the time of the survey, the cengus was
fifly-flve (55).

The findings include:

K 029

K 047

The facliity corrective action: an exit sign
has been installed above the doorto the
kitchen making the path of egress clearly
recognizable on 09/15/14. Employees
and visitors may have the potential to be
affected by the deficient practice.
Measures to ensure the practice will not
recur: The facility has installed a exit sign
abova the kitchen door making the path
of egress clearly recognizable. The
facility plans to monitor its performance
to ensure that solutions are sustained by
increasing the frequency from quarterly
to monthly and conducted by the
Malntenance Supervisors, The
Inspections are to ensure that all exit
doors have the proper exit sighage
making the path of egress clearly

recognizable. The Administrative

09730114
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K 047 | Continued From page 7 K 047 | Assistant will review the Maintenance
checkiist for compliance and provide a
Maintenance Supervisor, revealed the Kitchen Assurance (QA) Committee.

have a manual hood suppression pull kocated
next to an exit door. However, the exit door did
not have proper exit signage making the path of
egress clearly recognizable,

interview, on 0B/20/14 at 2:13 PM with the
Maintenance Supervisor, revealed he was
unaware of the requirements for egrass.

The censusg of fifty-five (55) was verified by the
Administrator on 08/20/14. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supervisor at the exit
Interview on 08/20/14, ]

Actual NFPA Standard:
Reference: NFPA 101 (2000 edition)

19.2,10 Marking of Means of Egress,

19.2.10.1

Means of egress shall have signs in accordance
with Section 7.10.

Exception: Whare the path of egress travel is
ohviolts, signs shall not be required in one-story
buildings with an occupant load of fower than 30
persons,

7.10 MARKING OF MEANS OF EGRESS
7.10.1 General.

7.10.1.1 Where Requirad.

Means of egreas ghall be marked In accordance
with Section 7.10 where required in Chapters 11
through 42,

7.10.1.2* Exits.

FORM CMS.2687{02.00) Pravious Versigns Obsolate Evenl ID:CWE321 . Facliity ID: 100152 If conlinuation sheal Page 8 of 18
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Exilg, olher than main exterior exit doors that
obviously and clearly are ldentifiable as exits,
shall be marked by an approved siyn readily
visibla from any direction of exit access.

7.10.1.3 Exit Stair Door Tactile Signage.

Tactile signage shall be located at oach door into
an exit stair enclosire, and such signage shall
read as follows:

EXIT

Signage shall comply with CABO/ANSI A117.1,
American Nalional Standard for Ac:essible and
Usable Bulidings and Fagilities, and shall be
instalied adjacent to the lateh side of the door 60
in. (152 cm) above the finlshed floor to the
centerline of the sign.

Exception: This requirement shall not apply lo
existing buildings, provided that the occupancy
classification does not changs.

7.10.1.4* Exit Access.

Access lo exils shall be marked by approved,
readily visible signs in all cases where the exit or
way to reach the exit is not readily upparent to the
occupanis. Sign placement shalt be such that no
pointin an exit acceas corridor is in excess of 100
ft (30 m) from the nearest externally iluminated
slgn and [s nol in excess of the marked rating for
internally illuminated slgns.

Exception: Slgns in exit access corridors in
existing buildings shall not be reguired to meet
the placement distance requirements,

7.10.1.6* Floer Proximity Exit Signs.

Where floor proximily exit signs are required in
Chapters 11 through 42, signs shal! be placed
near the floor leval in addition to those signs
recquired for doors ar corridors. These slgns shall
be illuminated in accordance with 7.10.6.
Externally illuminatad signs shall be sized in
accordance with 7.10.6.1. The boltom of the slgn
shall be not less than 6 in. (15.2 ¢m) but not more

STATEMENT OF DEFIGIENGIES (X1} PROVIDERISUPPIIER/ICLIA (X2} MULTIPI.E CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: A BUILDING 04 - MAIN BUILDING 04 COMPLETED
185047 B. WING (8/20/2014
NAME OF PROVIDER OR SUPPLIER STRERTADDREQS, GITY, STATE, 2IP CODE
. 1004 HOLIDAY LANE
HAWS MEMORIAL NURSING & REHAB CENTIIR EULTON, KY 42041
{}4) 1D SUMMARY STATEMENT OF DEFICIENCIES in PROVIOER'S PLAN OF CORRECTION X&)
PREFIX (EACH DEFICIENCY MUST BE PRECEDND BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD 8E GOMPLRYION
TAG REGULATORY OR L8C IDENTIFYING INF ORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
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Continued From page 9

than 8 in, (20.3 em) above the floor. For exit
doers, the sign shall be mounted on the door or
adjacenl to the door with the nearest edge of the
sign within 4 in. (10.2 cm) of the door frame.
7.10,1.6" Floor Proximily Egrass Path Marking.
Whera floor proximity egress path marking is
required in Chaplers 11 through 42, a listed and
approved floor proximily egress path marking
system that is internally iffuminated shall be
Installed within 8 in. (20.3 cm) of the floor. The
system shall provide a visible delineation of the
path of travel along the designated exit access
and shall be eseentizlly conlinuous, except as
interrupted by doorways, hallways, corridors, or
other such architectural features. The system
shall operate continuously or at any time the
bullding flre alarm systam Iz acllvated, The
activation, duration, and conlinuity of aperation of
the system shall be in accordance with 7.9.2.
7.10.1.7* Visibllity.

Every sign required in Sectlon 7,10 shall be
kicated and of such size, distinctive color, and
design that it Is readily visible and shall provide
contrast whh decorations, interior flnish, or other
signs. No decorations, furnighings, or equipment
thal impalrs visibility of a sign shall be permilted.
No brightly illuminated sign (for other than exit
purposes), display, or object In or near the line of
vigton of the required exlt sign that could delract
attention from the exil sign shall be permilted.
7.10.2* Directional Signs.

A sigh complying with 7.10.3 with a dlrectional
Indicalor showing the direction of lrave! shall be
placed in every localion where the direction of
lravel to reach the nearest exit is not apparent.
7.10.3* Slan Legend,

Signs required by 7.10,1 and 7,10.2 shall have
the ward EXIT or other appropriale wording in
plainly legible |etlers.

K047
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Continued From page 10

7.10.4" Power Source.

Where emergency lighting facilities are required
by the applicable provisions of Chapters 11
through 42 for individua) occupancies, the signs,

other than approved salf-luminous signs, shali be |

iluminated by the emergency lighting facilities.
The leve! of illumination of the signs shall be in
accordance with 7.40.6.3 or 7.10.7 for the
required emergency lighting duration as speclfied
in 7.9.2.1, Howevar, the lavel of liumination shall
be permitted to decline to 60 percent at the end of
the emergency lighting duration.

7.10.5 illumination of Signs.

7.10.5.1* General.

Every sign required by 7.10,1.2 or 7.10.1.4, other
than where operations or procesgses require low
lighting levels, shall be suitably illuminated by a
reliable light source. Externally and internally
iHuminaled signg shall ba lagibla in both the
normal and emergency lighting mode,

7.10.5.2* Continuous Humination.

Every sign required to be iluminated by 7.10.6.3
and 7.10.7 shall be continuously illuminaled as
required under the provislons of Section 7.8,
Exception” Humination for elgns shall be
permitted to flash on and off upon activation of
the fire alarm syslem.

7.10.8 Externally lluminated Signs.

7.10.8.1* Size of Signs.

Externally illuminated signs required by 7.10.1
and 7,10.2, other than approved existing signs,
shall have the word EXIT or other appropriate
wording in plainly legible leflers not less than 6 in.
{15.2 cm) high with the principal strokes of letters
not less than 3/4 In. (1.9 cm) wide. The word
EXIT shall have letters of a width not less than 2
in. {6 cm), except the ietter |, and the minimum
spacing between letters shall be not less than 3/8
in. {1 cm). Signs larger than the minimum

K 047
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established in this paragraph shall Have latter
widths, strokes, and spacing In proportion to lheir
height.

Exception No. 1. This requirement shall not apply
to existing slgns having the required wording in
plainly legible letters not less than 4 in. (10.2 cm)
high.

Excaption No. 2: This requirement shall not apply
| to marking required by 7.10.1.3 and 7.10.1.5,
7.10.6.2* Size and Locatlon of Directional

indloator. , !
The directional indicator shall be located oulgide
of the EXIT legend, not less than 3/8 In. (1 cm)
from any letler. The directionat indicator shall be
of a chevron lype, as shown in Figure 7.10.6.2.
The directional indicator shall be identifiable as a
dirgctional indicator al a distance of 40 ft (12.2
m). A diractional indicalor larger than the
minimum established in this paragraph shall be
proportiohately increasad in helght, width and
stroke. The diractional indicator shall be located
at the end of the sign for the direction indicated.
Exception: This requirement shall not appiy to
appraoved exlsling signs.

Flgure 7.10.6.2 Chevioh-type indicalor.

7.10.8.3" Lavel of Hlumination.

Externally lluminated signs shall bu Hluminated
by not less than 5 ft-candles (54 lux) at the
iluminated surface and shall have a contrast ratio
of not less than 0.5.

7.10.7 Internally llluminated Signs.

7.10.7.1 Listing.

Internally illuminated signs, other than approved
axisting signe, or existing signs having the

required wording in legible lelters not less than 4 '
in, (10,2 cm} high, shall be listed in accordance
with UL 924, Standard for Safely Eimergency
lighting and Power Equipment,
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Exceptlon: This requirement shall not apply to
signs that are In accordance with 7,10.1.3 and
7.10.1.8,
Referencea: NFPA 96 (1898 edition) |
7-6.1 A readily accessible means for manual |
activation shall be located hetwesn 42 In. and 60
in. {1087 mm and 1524 mm) above the floor,
located In a path of exit or egress, and clearly
identify the hazard protecled, The automatic and
manual means of system activation extarnai to
the control head or releasing device shall be
separate and indepondent of each other so that
failure of ohe will not Impair the opsration of the
other.

Exceptlon No, 1: The manual means of system
aclivation shall ba permitted to be common with
the automatic means if the manual activation
device Is located between the control head or
releasing device and the fire! fusible link, ‘
Exceplion No, 2: An automatic sprinkler system,

$8=F .
A fire alarm system required for life safely is 09/03/14, R. Carr and Associates
installed, tested, and maintained in accordance inspected and tested the charger,
wilh NFPA 70 National Electrical Code and NFPA
72, The system has an approved mainlenance discharger and a load \./oltage
and lesting program complying with appiicable on the fire alarm batterles. All current ang
requirements of NFPA70 and 72, 96814 future residents, employeea and visitors

may have the potential to be affected by
the same deficlent practice. Measures to
ensure that the deflclent practice wili not
recur; A schedule will be maintained to
ensure that all required inspections and
testings ate performed in a timely
manner. The Administrative Assistant
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This STANDARD is not met as evidenced by:
.| Based on fire alarm inspections and interview, it
was determined the facility failed to ensure the
fire alarm system was inspected and tesled in
accordance with National Fire Protection
Association (NFPA) Standards. The deficient
practice hag the potential to affact four {4) of four
(4) smoke compartments, all resldents, staff and
visitors. The facility has the capacity for sixly (60)
heds and at the time of the survay, the census
wag {ifty-flva (55).

The findings include:

Fire alarm Inspection review, on 08/20/14 at 2;30
PM with the Maintenanoce Supervisor, revealed
the charger test was hot documented on the fire
alarm Inspection paperwork,

Interview, on 08/20/14 at 2:31 PM with the
Maintenance Supervisor, revealed he was
unaware the inspection company was to perform
a charger test on the fire alarm batteries on an
anhual basis,

Fire elarm inspection review, on 08/20/14 at 2;32
PM with the Maintenance Suparvisor, revealed
the discharge test was not documented on the
fire alarm inspection paperwork.

Interviaw, on 08/20/14 at 2:33 PM with the
Maintenance Supervisor, revealed he was
unaware the Inspection company was lo perform
a discharge test on the fire alarm batteries on an
annual basis.

K 052 | and Maintenance Supervigor will audit

the schedule and performance logs to
ensure load voltage test has been
performed semi-annuzlly and the
charger and discharger testing has been
performed annually. The audits will be
reported monthly to the Internal Quality
Assurance {QA) Committee.
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Continued From page 14

Fire alarm inspection review, on 08/20/14 al 2:34
PM wilh the Maintenance Supervisor, revealed
the load voltage test was not documented on the
fire alarm inspection paperwork,

Interview, on 08/20/14 at 2:35 PM with the
Malntenance Supervisor, revealed he was
unaware the inspection company was to perform
4 load voltage test on the fire alarm balteries on a
semi-annual basis,

The census of fifty-five (55) was vevrified by the
Administrator on 08/20/14, The findings were
acknowledged by the Administrator and verified
by the Malntenance Supervisor at the exit
interview on 08/20/14,

Actual NFPA Standard:

Refarence; NFPA 101 (2000 ed.}, 2.6.1.4. Afire
alarm system required for life safety shall be
tnstallad, tested, and maintalned in accordance
with the applicabie requiraments of NFPA 70,
National Eleclricai Cotle, and NFPA 72, National
Fire Alarm Code,

NFPA 101 LIFE SAFETY CODE STANDARD

If there is an awtomalic sprinkler system, R ia
installed In accordance with NFPA 13, Slandard
for the Installallon of Sprinkler Systems, to
provide complete coverage for ali portions of the
bullding, The system is properly miaintained in
accordance with NFPA 25, Standard for the
Inspaction, Testing, and Maintenance of
Water-Based Fira Protaction Systems. 1ils fully
supervised. There is a reliable, adequate water
supply for the system. Required sprinkler
syslems are equipped with water flow and tamper

K062

K 066

The facllity corrective action: All sprinkler
heads have been unobstructed by
relocating the light fixtures, Other
residents that are admitted to the
affected area, employees and visitors
may have the potential to be affected by
the same deficlent practice. Measures to
ensute the deficlent practice will not
recur; the Maintenance Supervisors wiil

completa an inspection to ensure that all

09/30/14
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. K056 | Continued From page 15 K 0568| sprinkler heads are free from any type of
switches, which are eleclrically connected to the obstruction. The facllity plans to monitor !
building fire alarm system.  19.3.5 its performance to ensure that solutions
are sustained by increasing the
frequency of sprinkier head inspections
from quarterly to monthly. The

This STANDARD Is not met as evidenced by: inspections are conducted by the

determined the facmty fa".ed to ensure the inspeclions are to ensure that all

gprinklers were installed, in accordance with i ¢ ¢

Naticnal Fire Protection Agency (NFPA) sprinkier heads are free from any type o

Standards, The deflolent practice has the obstruction, The Administrative Assistant

potenttal to aifect one (1) of four (4} smoke will review the Maintenance checklist for

G?Tpan@rﬁﬂl?. ff:_llff |(4) f?ﬁldegéz T:a;f ag.'::(ty (60) sompliance and provide a monthly report

VISILOrs, e [gecilily ihas e ¢ CIty 10r 81 .

beds and at the time of the survey, the census to the Intemal Quality Assurance (QA)

was fifty-five (65), According to CMS S&C Committee.

13-65-L.5C the enforcament implication would be

a fully sprinklered facility with miner problems.

Tha findings include;

Obaservation, on 08/20/14 al 2;10 PM wilh the

Maintenance Supervisor, revealed fwo (2)

sprinkler heads were blocked from developing a

full spray pattern by light fixtures being installed '

within twelve (12) inches of the sptinkler head

and extending down below the sprinkler diffuser,

Interview, on 08/20/14 at 2:11 PM with the

Malntenance Supervisor, revealed he was not

aware of the requirement.

Qbservation, on 08/20/14 at 2;19 FM with the

Maintenance Supervisor, revealed one (1)

sprinkler head was blocked from developling a full

spray pattern by a light fixture being installed

within twelve (12} inches of the sprinkter head

and extending down below the sprinkler diffuser,
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Interview, on 08/20/14 at 2:20 PM with the
Mainftenance Supervisor, revealed he was not
aware of the requirement.

‘The census of fifly-five (55} was verlfiad by the
Administrator on 08/20/14. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supsrvigor at the exit
interview on 08/20/14.

Actuail NFPA Stapdard:

Reference; NFPA 13 (1999 ed.)

5-5.6.2.2 Sprinklers shall be positionad In
accordance with

the minimum distances and special exceptions of
Seclions 6-6

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

cbstructions such as truss webs and chords,
pipes, columns,

and fixtures,

Table 5-6.5.1.2 Posltioning of Sprinklers to Avoid
Obsirustions to Discharge (SSU/SSP)

Maximum Allowable Distance
Distance from Sprinklers to of Deflector

ahove Bottom of

Skie of Obstruction (A) Obstruction (in.)
(8 :

Less than 1 ft o

1 fi fo leas than 1 ft 6 in. 24/2
11t 6in. to less than 2 ft 312
2fitolessthan 2 it 6 In. 5112

2 £ 6 in, to lags than 3 ft 7142
3ftto loss than 31t 8 in. 91/2

3 ft 6 in, to less than 4 f 12 ’
4 fttoless than4 1 6 In, 14
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For Sl units, 1 In. = 25,4 mm; 1 == 0.3048 m,
Note: For {A) and (8), refer to Figure 5-6.5.1.2(a).
Reference: NFPA 13 {1999 ed.)

5-6.3.3 Minimum Dislance from Walls, Sprinklers
shall be located a minimum of 4 in. (102 mm)
from a wail.
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