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This Plan of Correction is submitted
. Astandard health survey was conducted on under Federal and State regulations
05/15-17/12. Deficient practice was identified and status applicable to long term care
with the highest Scope and Severity at"g" level, ! ) I providers, This Plan of Cﬁl‘rl’:ttiﬂﬂ
F 157 | 483.10(b){11) NOTIFY OF CHANGES "1 F157]  does not canstitute an admission of
ss=D | (INJURY/DECLINE/ROOM, ETC) liabitity on the part of the facility and
: ‘ such liability is hereby denied. The
A facllity must immediately inform the resident; submission of this plan does not
consuit with the resident's physician; and if consfitute an agreement by that
known, notify the resident's legal representative | facility that the surveyors’ findings or
or an interested family member when there is an conclusions are accurate, that the
accident involving the resident which results in * findings constitute a deficiency, or that
s Injury and has the potential for requiring physician the scope and severity regarding any
intervention; a significant change in the resident's i of the deficiencies are cited correctly.
physical, mental, or psychosocial status (ie., a Furthermore, we request this Plan of
K' deterioration in health, mentai, or psychosocial ‘, . Correction serve as our credible
status in either life threatening conditions or ‘ allegation of compliance,
clinical complications); a need to aller reatment
significantly (i.e., a need to discontinue an ' 1. Resident# 7 had 2 new weight
existing form of treatment due to adverse o obtained. The physician and
consaguences, or to commence a new form of responsible party were notified of
treatment}, or a decision to transfer or discharge ! resident # 7's weight gain.
1 the resident from the facility as specified in
§483.12(a). | .. Please note that resident had refused

to be weighed. Resident’s weight
was obtained on 5/1'7/12 and i1 was
the same as the prior weight
recorded. Staff attempted to weigh
resident each week with refusals
documented each time, Residen!
stated that the reason she did not
want to be weighed was due to her
own knowledge that she had pained
weight. The Director of Nursing
referred this information to the
Registered Dietician who has set up
a diet regimen to assist the resident

The facility must also promptly natify the resident
and, if known, the resident's iegal represeritative
or interested family member when there is a

; change in room or roommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federat or State law or
regulations as specified in paragraph (b)(1) of

I this sectian.

Tha facllity must record and periodically update
the address and phone number of the resident's
legal representative or interested family member.

i I

LABORATOR‘-{ DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8) DATE

Ao Ml bans  PJ DoN Qlo-15-j&

iﬂ Jeficiency sta(&amem anding with an asterisk (*) denotes a deficlency which the institution may be excused from totracting providing it is determined that

safeguards provide sufficiant protection to the patiants. {Ses Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
folkawing the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available la the facilty. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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-and a review of facility policy, the facility failed to
: notify the physician when a significant changa in

 The findings include:

' Dementia.

This REQUIREMENT is not met as avidenced
by:
Based on observation, interview, record review, -

condition accurred far one of twenty sampied :
residents (Resident #7). Resident #7 ’
experienced a weight gain of twenty-three pounds
over eight months but there was no evidence the
facility notified the resident's physician of this
significant weight gain.

A review of the "Changes in Resident's Condition
or Status” policy, no date given, revealed the
physician was to be notified when there was a
significant change in the resident's physical,
mental, or emotional status and/or if there was a
need {o alter the resident's treatment or
medications. The policy further indicated the
physician was to be notified if the resident
refused treatment/medications and the reasons
why.

A review of the medical record for Resident #7
revealed the facility admitted the resident on
02/10/08, with diagnoses that inciuded
Cerebrovascular Accident, Bi-Polar Disorder,
Seizure Disorder, Depression, Anxiety, Status
Post Colectorny with Cofostomy, and Senlle

Areview of the Nutritional Progress Notes, dated
D3/13/12, revealed Resident #7's current weight
was 185 pounds, an increase of 14.2 percent in

240 days. There was no indication in the
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F 157 Continued From page 1 F 157 with a planned wejght loss. Resident

is adherent to this diet regimen and
pleased with the results,

Any resident refusing treatment or
having a change in condition had the
potential to be alfected.

A 100% audit has been conducted
by the Nursing Management Team
of all active residents’ records to
ensure that any refusals or change in
condition had physician and
responsible parties notified with
revisions made to the caré plan and
orders as indicated,

Charge nurses will utilize the 24-
haur shift report to document any
refusals or change in condition by !
resident. The Director of
Nursing/Nursing Management Team
will review the 24-hour shift reports
Monday through Friday to ensure
that the physician and responsible
patty have been nofified of any
refusals or change in condition.

The 5DC inserviced all licensed
nurses on May 24, 2012 and May
25, 2012 regarding physician
notification, notification of
responsible parties, and
documenting refusals and change in
condition on the 24-hour shift
reports. Licensed nurses will be
inserviced on change in condition
with physician notification upon
hire, annually, and #s needed.
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Cont,m}JEd From paga 2 F157 4. The Director of Nursing/Nursing !
physiclan's progress note that facility staff had Management Tear will perform
notified the physician of the resident's sxg nificant audits of all refusals and changes in
weight gain. ' condition fo ensure notification of
, physician and responsible parties.
A review of the Care Plan Conference Recorg, These audits will be conducted daily

dated 04/03/12, revealed the care plan team
reviewed the resident's weight and diet but there
was no indication the care plan {eam had notified:
' the resident's physician of the residents

. unplanned weight gain,

Monday-Friday x 30 days, weekly x
4 weeks, monthly x 2 months, then
randomly.

Any issues identified in these audits
will be reviewed monthly in the
Performance Improvement
Committee Meeting. Revisions will
be made to the system as indicated.

An interview with the Minimum Data Set (MDS)
nurse on 05/16/12, at 2:65 PM, revealed Resident
#7 often refused care and that staff should have
notified the physician when the resident refused

X |t gllow staff te weigh him/her-and when the 5. Date of Compliance— June 25, 2012.
weight gain occurred. - .

An interview with the Unit Manager (UM) on
05/17/12, at 9:15 AM, revealed she notified the
physician of the resident's weight gain and the
physician indicated the weight gain was due to

1 edema and ordered staff to elevate the resident's
legs. However, a review of documentation
revealed staff failed to document the physician's
notification and/or orders. The UM further stated
the resident often refused to allow staff to weigh
herfhim, but there was no documentation to
indicate the physician had been made aware of
the resident's refuisals.

An interview with the Dietary Manager (DM) on”
05/16/12, at 410 PM, revealed the DM was

! unable to remember if she had notified the
facility's Registered Dietitian (RD) of Residant
#7's weight gain. The DM stated, "I should have,
but | don't remember doing it.* The DM further
stated the resident had often refused to allow -

FORM CMS-2667(02-99) Previous Yersions Obgolete Event ID:RSUM11 Fachity ID; 160521 if confinuation sheet Page 3 of 34

.




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/01/2012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 09380391
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER; - COMPLETED
A, BUILDING -
‘ -y B. WING
e 185230 | 05/17/2012
NAME OF PROVIDER OR SUPPUER ‘ STREET ADDRESS, CITY, STATE, ZIF CODE
. : 045 WEST RUSSELL STREET, PO BOX 650
MOUNTAIN VIEW HEALTH CARE CENTE
UNTAIN VI ALTH CARE R . ELKHORN CITY, KY 41522
() 1D SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED RY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING iNFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEF)CIENCY)
F 157 | Continued From page 3 F 157 F 4242

staff to obtain the resident's weight.

An interview with the RD on 5/17/12, at 12:10 PM,
revealed she had not been made aware of
Resident #7's weight that was obtained on
02/17/12 until 04/26/12. The RD.stated before
making a recommendation to the resident's
physician, she had requested for staff to reweigh
Resident #7 since the most recent weight was
over two months old, but she had not been
notified that the resident had been reweighed
and, as a result, had not notified the physician of
the resident's weight gain. :

F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO
§8=0 | MAKE CHOICES :

iL‘ The resident has the right to choose activities,
schedules, and health care consistent with his or
her interests, assessments, and plans of care;
interact with members of the community both
inside and outside the facility; and make choices
about aspects of his or her life in the faciiity that
are significant to the resident,

This REQUIREMENT is not met as evidenced
by _ ,
Based on observation, interview, record review,
and a review of facility policy, the facility failed to
ensure food preferences were honored for one of
twenty sampled residents (Resident #17).
Although faciiity staff had assessed/identified
Resident #17's food dislikes, observation of a
meal service on 05/17/12, revealed facility staff
served Resldent #17 several foods identified as
foods the resident disliked.

1. Atray with resident’s likes was made
available for resident # 17 when she
awoke and Dietary Manager updater
preference list on 5/17/12,

2. No other resident’s were affected,
A 100% review will be completed per
the Dietary Manager by 6/8/12 to
ensure that all tray cards are updated

! with resident dislikes,

F 242

3. All nursing and dietary staff were
inserviced by the SDC and Dietary
manager on 5/24/12, 5/25/12, and
6/7/12 regarding checking tray cards to
ensure that no dislikes are offered

placed at the end of the tray line to
ensure thal specified dislikes are not
placed on food trays prior 1o being
placed on food cart.

4. The Dietary Manager and/or RD will
audit one meal daily x 30 days, weekly
x 4 weeks, monthly x 2 manths, and
randomly {0 ensure no dislike are
offered during meals,

Any issues identified in these audits will
be reviewed monthly in the Performance
Improvement Cominiitee Meeting.
Revisions will be made to the system as
indicated,

5. Date of Compliance - June 25, 2012.

during meals. One dietary aide will be
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The findings include; -

Areview of facility policy, revised 07/23/09,
revealed the facility would conduct a Nutrition
Data Collection/Assessment at admission,
annually, and when a comprehensive Minimum
Data Set assessment was completed. According |
' to the policy, persanal and cultural food
preferences would be abtained, along with snack
patterns and dislikes.

Araview of the madical record revealed the
facility admitted Resident #17 on 11/23/11, with
diagnoses that included Dementia with
Behaviors, Depression, Hypertension, and

L Dysphagia. : :
‘ According to the nutritional progress ncte, dated

11/23/11, Resident #17 was alert and able to
communicate diefary needs. A review of the
resident's dietary preference card revealed some
cf the foods Resident #17 indicated hefshe
distiked were pasta, carrots, and braceoli. In
addition, the card contained a special request for
extra gravy and margarine,

Observations of the lunch meal on 05/17/12, at
12:30 PM, revealed Resident #17 was served dry,
chopped chicken over pasta, mashed potatoes,
and mixed vegetables which contained carrots
and broccoll. Observafion of the meal revealed
staff had failed to provide margarine andfor
gravy/sauce as requested by Resident #17 with
the resident's meal.

An interview with Licerised Practical Nurse (LPN)
#2 on 05/17/12, at 12:30 PM, revealed Resident
#17 had displayed violent/combative behaviors
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58=0

INTERESTS/NEEDS OF EACH RES

The facility must provide for an ongoing program
of activities designed to meet, in accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychosoc;al weli-being
| of each resident,

This REQUIREMENT is not met as evidenced
by:

Based on observations, interviews, and record
review it was determined the facility failed to
ensure an ongoing program of activities designed
ta meet the interests and physical, mental, and
psychosocial well-being was provided for one of
twenty sampled residents (Res;dent #6),
Resident #6 was observed in the room on
05/16M2 and 05/186/12, with no lights on and the
privacy curtain blocking the re5|dent s view of the
hallway.

: The findings include:
Review of the facility policy/procadure,

Components of a Therapeutic Recreation
Program (dated as revised 03/1 5/07), revealed
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earlier in the day, was sleeping, and therefore, an The television in resident # 6's room
s interview was not attempted Wlth Resident #17. was immediately furned on with
resident’s permission, Please nole
An interview with the Dietary Manager (DM) at that resident had gotten up o
1:15 PM on 5/17/12, revealed the DM was aware - 5/17/12 fot out of room activities,
of Resident #17's preferences. The DM stated
there was a kitchen staff person stationed at the The Direclor of Activities and
 end of the serving line to check for acouracy of Assistant conducted room visits on
residents’ meal trays. According to the DM, the- 5/16/12 o ensurc that all residents
kitchen staff had "just missed it were receiving activilies. No other
F 248 | 483.15(f}(1) ACTIVITIES MEET F 248

resident was affected.

The Director of Activities/Designee
conducted a 100% audit on 6/4/12 to
determine if all resident’s were
receiving activities whether in or out
of their room and if resident’s
continue to desire/require in room
activities that are resident specifie
and cate planned,

On 6/4/12 the Exccutive Director
inserviced the Aclivilies Depariment
on proper documentation of in and
out of room activities on the
Individual Resident Daily
Participation Record; that has been
updated to reflect in and out of room
activities, and no ensure thai all
residents are receiving activities
whether in or out of their room,

All nursing staff was inserviced on
5/24/12 and 5/25/12 regarding

residents being offered activities ;
whether in or out of their room.
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. music or television was observed in the rocm and

i Review of the medicai record of Resident #6
i revealed the facility admitted the resident on

Therapeutic Recreation Services were intended
to provide each resident an opportunity fo
maintain a leisure lifestyle to the extent possible
and to improve or maintain each resident's
physical, mental, and psychasocial wel-baing,
The procedure for respansibilities reveaied
recreation treatment services would be designed
to enable residents with physical, mental,
emotional, and/or social needs to improve their
functioning level and/or affect behavioral
changes....be relevant to the individual and his or
her goals. :

Observations of Resident #6 on 05/15/12, at 3.04
PM, 4:24 PM, and 4.57 PM, and on 05/16/12, at
B:38 AM, 10:23 AM, 11:03 AM, 1:21 PM, and 2:10
PM, revealed during each observation the
resident was in bed with the ronm darkened. No

the resident’s privacy curtain was partially
blocking the resident's view of the hallway,
Attempts af conversation with Resident #8 were
unsuccessful. The resident's speech was garbled
and responses were unintelligible.

09/04/08, with diagnoses that included
Dysphagia, Huntingten's Chorea, Depressive
Disorder, Psychosis, Episodic Mood Disorder,
and Generalized Pain. Review of the annual
comprehensive assessment completed for
Resident #6 on 08/26/11, revealed the resident
was muoderately cognitively impaired and had
short-term and iong-term memory problems.
Additionally, the resident was assessed to have
unclear speech, rarely/never makes self
understood, and sometimss understands others.
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the Director of Activities/Assistant
will conduct audits to ensure that all
residents are receiving activilies
whether in or out of their rcom.
These audits will be conducted daily
x 30 days, weekly x 4 weeks,
monthly x 2 months, then randomly.

Any issues identified in these audits
will be reviewed monthly in the
Performance Improvement
Committce Meeling. Revisions will
be made to the syslem as indicated,

Date of Compliance- June 25, 20612,
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!

| often as possible

 activity preferences and had been assessed by

 identified problem area of little to no invalvement

- month and was documented as refusing

The resident was also assessed to have
inattention and disorganized thinking. Further
review of the comprehensive assessment
revealed the resident could not be interviewed for

staff to prefer bed baths, staying up,
family/friends involved In care, and music. The
resident was assessed to require extensive
assistance of staff for al} activities of daily fiving.

Review of the comprehensive care plan for
Resident #6 dated 08/17/11, revealed an

in activities due to cognitive impairment. ‘The
interventions listed for Resident #6 included the
following:

-Offer opportunities for success and praise as

~-Engage resident in group activities

~Arrange one-to-one contacts with resident
-Schedule activities to allow for limited energy
-Respect resident desire to be alone on occasion
-Give resident verbal reminders of activity bafore
comimencement of activity

-Offer reality orientation on alf possible occasions
and contacts,

Review of the Individual Resident Daily
Participation Record for Resident #6 datad March
2012 revealed the resident received in-room visits
eight times that month and was documented as
refusing television and music. Docurrientation of
activities for Aprit 2012 revealed the resident
received in-room visits on seven oceasions that

letevision and music and was unable to attend
bingo. Review of the activities documentation
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dated May 2012 revealed the resident was
documented as an active participant on 05/09/12,
in a ging-along and religious services. The,
participation record iisted numerous activities;
however, there was no documentation to indicate
the resident had attended/participated in any
out-of-room aclivities.

Interview \wth the Activities Director on 05/16/12,
at 3:30 PM, revealed the Activities Director was
responsnble for the development of the activity
care plan for the residents in the facifity.
According to the Activities Director, when
Resident #6 was up the resident would attend
singing activities and if the resident was not up
m activity staff would conduct in-room visits. The

Activities Director stated the resident refused the
television and music at times, The Activities
Director confirmed the resident's speech was
poor but the resident did answer staff questions.
The Activities Director was unsure if the resident
understood what was said to her.

Interview with Certified Nursing Assistant (CNA)
#11 on 06/16/12, at 2:20 PM, revealed the CNA
was responsible for the care of Resident #5. The
CNA stated tha resident received restorative
activities from the restorative aide. According to
CNA#6, the resident was not provided activities.

Interview with CNA#12-on 056/16/12, at 2:30 PM,
revealed the CNA had worked with Resident #5.
for approximately the |ast eight days and had not
- | observed any activities provided to the resident.
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280
* 88=D | PARTICIPATE PLANNING CARE-REVISE CP .

The resident has the right, unless adjudged
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changes in care and treatment.

, and, to the extent practicabls, the participation of

: revise/update the plan of care for two of (wenty

. or at three Iliters/minute or at four jiters/minute.

The findings include:

incompetent or otharwise found to be
incapacitated under the laws cf the State, to
participate in planning care and treatment or

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending i
physician, a registered nurse with responsibility |
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,

the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessmaent,

This REQUIREMENT s not met as evidenced
by, . :
Based on observation, record review, interview,
and a review of facility policy the facility failed to

sampied residents (Residents #7 and #11).
Resident #7 was noncompliant with wearing
anti-embolism hose (TED hose) and allowing
staff to cbtain the resident's weight. Resident
#11's oxygen was to be maintained at two
liters/minute but the oxygen was either turned cff,

There was no evidence the facifity
revised/updated the plans of care for these
residents to address their noncompliance,

!

1. The physician and responsible party
were notified of resident # 7 having
refused to be weighed. Resident was
weighed on 5/17/12 and a relerral
was made to the Registered
Dietician in regards to residents
statement that she “wants to jose
weight”. The RD is assisting
resident with a planned weight loss
and resident is currently adherent fo
the diet regimien, The physician and
responsible party were also notified
that resident # 7 refuses to wear
TED hose and new orders were
received per physician to
discontinue TED hose,

‘The physician and responsible party
were notified of resident # 11
having titrated her own oxygen flow
rate with no new orders received.

- Resident was educated regarding
benefits/consequences of adherence
to physician orders,

A lock-key device was installed on
resident # 11°s oxygen concentrator
to prevent resident from adjusting
oxygen tlow rate, The SDC
inserviced all nurisng staff on 6/6/12
in regards to proper use of this lock-
key device,

2. A 100% audit of all care plans was
completed on 6/8/12 to ensure care
plans are followed as written and
residents are adhereni with

Xay D SUMMARY STATEMENT OF DEFIGIENCIES o] PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY CR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRGPRIATE DATE
‘ : : DEFICIENCY)
. ' F #280
F 280 | Continued From page 9 F 280
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F 280 | Continued From page 10 F 280 prescribed rfagimen. The physic':j:cm
and responsible party were notified
Areview of the facility's care plan policy, no date gir?ylgl??gi};?;?;c;; d‘;";;fwd with
listed, revealed the facility would develop an i )
individualized, interdisciplinary care plan and this '
care plan was to be reviewad at least quarterly . e .
and as needed to reflect the resident's current 3 ?’,121 i‘ﬁ;ggdsstggzzsr;?;ﬁﬁgd on
neec]s, problems,l goals, care, treatme‘.'ntr and revision of care plans. Nursing staff
 services, According fo the policy, review and will place any ehange in Cc‘m ditionﬂ
evaiuation were to include progress made andg on thpe 9 4_h03r ohi [f’re ort and
goals continued, no progress anq a change of revise care lar;s as in (ficam d. The
approach, or may show accomplishment of a nging M apn apement Toar will
short-term goal and a new goal and approach, Bhowiihr i 4_Eour reports and care
and causative factor. plans daily Monday-Friday 0
1. Areview of the medical record for Resident #7 C"’Eﬁ:zﬁfgﬁ crfd L}:CL:E:;?;? d“’
; revealed the facility admitted the resident on ’r]: aiblo Oa rf; Y e
; 02/10/09, with diagnoses that included spon h“ party, a i P
i Cerebrovascular Accident, Bi-Polar Disorder, revisions has occurred. -
Seizure Disorder, Depression, Anxiety, Status o . :
Post Calectomy with Colostomy, and Senile 4 Zg‘;f}gﬂ: ?]ig ;‘;‘ig’g}d:s;lfr‘;d:&
Demeritia. A review of the comprehensive care anv ol (}:ijil'i 1 has care
| plan, dated 12/23/11 and reviewed by the facility ‘“I{Y‘"j ange jj“,"“.“ p gte g STChese
on 3/13/12, revealed approaches to meet the p ‘:j“? re‘fﬁ";’j ‘::Somdufte i dail
resident's goals included: monitor weight monthly ‘“;‘A ‘nsd"'” . Fd ;’ 30 davs z«eekl
or as needed and monitor meal Intake records as ( 40 a}{‘ 1t a{hlx A I";Y b theyn
needed. Further review of the plan of care for * dwecl S, Monthly X 2 mon:as,
Resident #7 revealed the resident was to wear randormly.
TED hose during the day and they were to be . e o
applied at 6:00 AM. In addltion, according to the A!ﬁé“““,’de":f‘ed ;El‘h?s“hf‘“d”s
tare plan the hose were to be removed at g;rfm*;::g’;"i’;pﬁmm;l:“ €
bedtime. Committee Meeting. Revisions will
Observations of Resident #7 on 05/15/12, be made o the system as indicated.
05/16/12, and 05/17/12, revealed no TED hose i
were in use for this resident, ‘ 5. Date of Compliance- June 25, 2012.-
An intefview with State Registered Nurse Alde
(SRNA) #13 on 06/16/12, at 2:30 PM, revealed
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Resident #7 would not allow: staff to apply the
TED hose. According to the SRNA, the resident
"lust won't wear them " SRNA #13 further stated
the resident would not allow staff to obtain tha
resident's waight.

An interview with Licensed Practical Nurse (LPN)
#2 on 05/16/12, at 2:35 PM, revealed Resident £7
had brought the TED hose to the nurses' desk g
few days prior to the interview. LPN #2 stated
she got busy and distracted and forgot to follow
up on why the resident refused lo wear the TED
hosa and thought another nurse had addressed
the problem. LPN #2 further stated she was
aware the resident refused to allow staff to weigh
her/him.

An interview with the Minimum Data Set (MDS)
nurse on 05/16/12, at 2:55 PM, revealed the she
was aware of the resident's noncompliance with
wearing the TED hose and refusing to be
weighed and beiieved a care plan to address
these issues had been developed. However, the
MDS nurse was unable to pravide a care plan to
addrass Resident #7's noncompliance with the
care plan interventions. ‘ .

2. Observation of Resident #11 on 05/15/12, at
2:55 PM, 4.30 PM, and 6:00 PM, and on
05/16/12, at 9:05 AM, 10:00 AM, 11:05 AM, and
1:15 PM, revealed the resident was not wearing
his/her oxygen. Observation on 05/16/12, at 2:00
FM, revealed the resident was being
administered oxygen at 3 liters per minute by
nasal cannula. Observation on 05/17/12, at 6,15
AM, revealed the resident was being
administered oxygen at 4 liters per minute by
nasal cannula,

F 280
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A review of the medical record for Resident #11

revealed tha resident was admitted by the faclity

on 07/09/10, with diagnoses that includad Chronic

Obstructive Pulmonary Disease, Coronary Artery
Disease, and Hypertension.

A review of the roster sample matrix completed
by the facility on 05/15/12, revealed the facility
had assessed Resident #11 to be cognitively

impaired and naot interviewable. :

A raview of the physician's orders for Resident
#11 revealed a physician's order dated 05/04/1 2,
for oxygen to be administered 1o the resident at 2
& liters per minute by nasal cannula,

An interview with Licensed Practical Nurse (LPN)
#3 on 06/17/12, at 6:15 AM, revealed she was
responsible for the care of Resident #11 on
05/17/12, an the 7:00 PM-7:00 AM shift (night
shift), The LPN stated she was aware of the
physician's order for Resident #11 to receive
oxygen at 2 liters per minute by nasal cannula,
however, the LPN revealed the resident would ‘
oftentimes remove his/her oxygen or change the
oxygen settings, The LPN stated facility staff
shouid have developed a care plan intervention
regarding the resident's noncompiiance to wear
his/her oxygen at the physician’s ordered

! settings, and acknowiedged staff had failed to
develop the interventions.

An interview conducted with LPN #4 on 05/17/12,
at 8:00 AM, revealed the LPN had been
responsible for Resident #11's care and to ensure
the resident received oxygen at the prescribed
rate on 05/15/12 and 05/16/12, on the (7.00 AM- .
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7:00 PM}) day shift. The LPN also stated
Resident #11 was noncompliant with wearing
his/her oxygen as it was ordered by the physician
and stated the resident would take off the oxygen
or would change the settings. The LPN revealed _
| she was responsibie for making care pfan i
changes whenever changes ocourred and added ‘
staff should have developed a care plan
intervention related to the resident's
noncompliance with oxygen therapy.

An interview conducted on 05/17/12, at 7:25 AM,
with the Minimum Data Set (MDS) nurse revealed
‘the she was aware of Resident #11's
noncompliance with his/her oxygen therapy and !
! stated there should have been a care pian to
% address the resident's noncompliance, however,
 the MDS nurse stated the faciiity had failed to ‘
‘develop the care plan. ‘ : Cod

An interview conducted with the Director of
Nursing (DON) on 05/17/12, at 2:50 PM, reveaied
nurses were required to update the care plan as
needed, and staff should have developed a care
plan to address the resident's noncompliance
with oxygen therapy. The DON stated any nurse
responsible for the care of a resident couid add or
change a care plan intervention if changes oceur
with a resident. ‘
F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281
8S=D | PROFESSIONAL STANDARDS :

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by: : . ;

FORM CMS-2667(02-5b) Previous Versions Obsolete Evant ID: RSUM+4 Facility ID; 100521 If continuation shaat Page 14 of 34



DEPARTMENT OF HEALTH AND HUMAN SERVICES

~_CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/01/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLUA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:, i COMPLETED
A, BUILDING
b, B WING
% 185230 05/17/2012

NAME OF PROVIDER OR SUPPLIER

MOUNTAIN VIEW HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZP CODE
945 WEST RUSSELL STREET, PO BOX 650
ELKHORN CITY, KY 41522

sampled residents (Residents #7 and #1),

- anti-embolic (TED) hose to be worn daily,

Based on observation, interview, and record
review, the facility failed to ensure physician's
orders were followed by staff for two of twenty

Resident #7 had physician's orders for

however, observations revealed facility staff failed
to ensure Resident #7 wore the TED hase as
prescribed by the physician. in addition, Resident |
#7's physician had requested a chair alarm be
used for Resident #7 at all times, however,
observations revealed facility staff failed to
ensure an ajarm was utilized for Resident #7 as
requested by the physician. Canfinued review of
physician’s orders revealed Resident #1's
physician had requested a "scoop" mattress be
utilized for Resident #1 but observations revealed
staff failed to ensure a scoop matlress was
utilized for the resident,

The findings inciude:

1. Areview of the medical record for Resident #7
reveaied the facliity admitted the resident on
02/10/09, with diagnoses that inciuded
Cerebrovascular Accident, Bi-Polar Disorder,
Seizure Disorder, Depression, Anxisty, Status
Post Colectomy with Celostomny, and Senile
Dementia.

A review of physician's orders dated 05/01/12,
revealed the physician had ordered for Resident
#7 to have TED hose appilied at 6:00 AM, and
removed at bedtime daily. 1n addition, the
physician ordered a chair alarm at all times for
Resident #7.

Observations conducted on 05/15/12, 05/16/ 12,

Ky | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION &)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD HE COMPLETION
TAG REGULATGRY OR LSC IDENTIFYING {NFORMATION) | Tag CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ i DEFICIENGY)
;
o ! F#281
F 281 Continued From page 14 . F281 :

The physician and responsible party
were notified of resident # 7's
nonadherence in regards to wearing
physician prescribed TED hose and
chair alarm. New orders were received
Per physician at that time o
discontinue the use of TED hose and
continue use of chair pad alarm,
Resident was re-educated regarding
benefits/consequences of using chair
alarm per physician orders. Resident
verbalized understanding and allowed
staff to replace the chair pad alarm in
her wheelchair at that time.

A 5C00p matiress was placed on
resident # 1 bed, the physician and
responsible parly were notified.

A 100% audit was completed on
6/6/12 by the Nursing Management
Team to ensure that cate plans and
care guides reflected physician orders
and ordered devices were in place,
Any issues identified will have
physician and responsible party
notified and care plans revised as
indicated,
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1 hose and assumed another nurse had addressed

| Diabetes, Deprassion, and Renal Insufficiency. A

and 05/17/12, revealed facility staff failed to
ensure TED hose were in use for Resident #7. in
addition, observations on 05/15/12 and 05/4 6112,
revealed no evidence of a chair alarm in use for
Resident #7.

An interview with State Registered Nurse Aide
(SRNA) #13 on 05/16/12, at 1:30 PM and 2:30
PM, revealed Resident #7 would not allow staff to
apply the TED hose; according to the SRNA, the
resident "just won't wear them." SRNA #13
further stated sha provided care for Resident #7
on 05/16/12, and noticed an alarm was nof in
place to the resident's chair and assumed it had.
been discontinued. SRNA #13 statad she
intended to ask the nurse but forgot to do so.

An interview with the Charge Nurse, Licensed
Practical Nurse (LPN) #2 on 05/16/12, at 1:35 PM
and 2:35 PM, revealed Resident #7 brought the
TED hose to the nurses' desk a few days prior {o
the interview because the resident had refused ta
wear the hose. L PN #2 stated she got busy and
distracted and forgot to follow up on the TED

the problemn. LPN #2 further stated she failed to
notice the chair alarm was not on Resident #7's
chair as requested by the physician.

2. Areview of the medical record revealed the
facility admitted Resident #1 an 04126412, with
diagnosas that included Dementia with
Behaviars, Psychosis, Congestive Heart Failure,

review of physician's orders, dated 05/01/12,
revealed the physician had ordered a scoop
mattress for Resident #1's bed. :

3. Date of Compliance — June 25, 2012.
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F 281 | Continued From page 15 - F 281 The SDC inserviced all nursing staff

on 5/24/12 and 5/25/12 regarding
following care plans, care guides, and
ensuring that devices are in place as
ordered by physician, Education
provided regarding inerfacility
transler to ensure when residents are
transferred that all ordered devices are
transferred with resident and in place
as ordered, DON/Unit Managers will
review 24 hour report and any MD
arders Monday thru Friday for devises
or room changes. Care plan and Care
Guide will be revised and observation
completed to ensure all devises are
placed on cr transferred with resident
per MD order.

The Unit managers, with Director of
Nursing oversight, will audit care
guides and care plans to ensure that
ordered devices are in place as listed
on care guides daily Monday through
Friday x 30 days, weelky x 4 weeks,
monthly x 2 months, then randomly.

Any issues identified in these audits
will be reviewed monthly in the
Performance Improvemen! Commitiee
Meeting. Revisions will be made to the
system as indicated.
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residents (Resident #3). On 04/10/12, Resident

indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident -
who is incontinent of bladder receives appropriate
treatment and services to pravent urinary tract
infections and to restore as much narmal bladder
function as possible.

This REQUIREMENT Is not met as evidenced
by: .
Based on observation, interview, and record
review the facility failed to ensure that the use of
an indwelling urinary catheter without a
documented medical justification for its use did
nat ogcur Tor one of twenty-three sampled

#3 was admitted to the facility after an admission
to a locat acute care hospital and was noted to

{4y 1D . BUMMARY STATEMENT OF DEFICIENCIES D PRGVIDER'S PLAN OF CORRECTION (XE)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) " TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
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F 281 Continued From page 16 : F 281 Tag#E315
" | Observations an 5/15/12 and 5M16M2, revealed : 1, Resident# 3's physician and
therg was n? evidence of a scoap matfress on respansible party were notified that
Resident #1's bed. ‘ there was no supporting diagnosis for
. . o an indwelling catheter that was
An interview was conducted with LPN #2 on inserted during recent hospitalization,
05M17/12, at 8:00 AM. LPN #2 stated there - - At that time, the physician gave new
should have been a scoap matiress on the bed orders (o beﬂgi n catheter clamping
and she had not noticed that it was not there. pro gr'am and discontinue indwelling
. . , . ion, i
An interview with the Unit Manager {UM) on E?;}ggfiri nalizr ;g?g:}g’ Catheter was
05/17/12, at B:00 AM, revealed the UM was '
unaware the scoop mattress had not been placed 2. A100% audit was completed on
on Resident #1's bed. 5/17/12 to ensure that every resident I
F 318 | 483.25(d) NO CATHETER, PREVENT UTI, F 315 with an indwelling catheter in place ;
88=D | RESTORE BLADDER had a supporting diagnosis for its use.
!% ' N L All residents with foley catheters had a
Based on the resident's comprehsnsive _ supporting diagnosis.
‘assessment, the facility must ensure that a )
| resident who enters the facility without an 3. Alllicensed nurses were ingerviced by

the SDC on 5/24/12 and 5/25/12
regarding importance of obtaining a
diagnosis to support indwelling
catheter use,
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| Areview of the facility's undated Indwelling

catheter discontinued if there was no medical

have an indweiling urinary catheter in place,
Observation of Resident #3 on 05/15/12. revealsd
although the urinary catheter remained in place
there was no documented evidence to support
the continued use of the indwelling urinary
catheter for Resident #3.

Thé findings include:

Catheter palicy revealed a resident that entered
the facility without an indwelling urinary (Foley)
catheter should not be catheterized unless the
person's clinical condition demonstratad that
catheterization was necessary. In addition,
according to the policy, a resident that entered
the facility with a urinary catheter would have the

justification for the use of the catheter.

Areview of the medical record for Resident #3
revealed the facility discharged the resident on
04/03/12, and readmitted the resident on
04/10/12, with diagnoses that included insulin
dependent diabetes mellitus, Methicillin Resistant
Staph Aureus, Vancomyein Resistant
Enterococcus of the rectum, pacemaker, failure
to thrive with gastrastomy tube for nutrition
support, and acute respiratery failura.
Documentation revealed Resident #3 reentered
the facility from the acute care hospital with an . .
indwelling Foley cathater on 04/10/12. Areview
of a physician's order dated 05/03/12, revealed
an order for an indwelling urinary catheter.
However, there was no evidence of a diagnosis to
support the medical justification of the continued
use of the indwelling Foley catheter.
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F 315! Continued From page 17 F 315{ 4. The Director of Nursing will complete

Catheter Justification Flow Sheet for
all residents requiring a foley catheter
to ensure allf catheters have a
supporting diagnosis.

The DON/Unit Managers will audit all
admission/readmissions residents and !
MD orders to ensure that any residen! |
wilh an indwelling catheter has a i
supporting diagnosis during the
morning meeting. These audits will be
conducted daily Monday thru Friday x
{ 4 weeks, monthly x 2 months, then
randomly.

Any issues identified in these audits
will be reviewed monthly in the
Performance Improvement Committee
Meeting. Revisions will be made to
the system as indicated.

3. Date of Compliance — June 25, 2012.
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Observations of Resident #3 on 05/15/12, at 2:40
PM; on 05/16/12, at 9:15 AM:; and on 05/16/12, at
11:15 AM, revealed the resident had an indwelling
urinary catheter in place. Resident #3 was
grasping the catheter tubing in her/his hands and
was pulling on the cathater tubing.

An interview was conducted with the facility
Director of Nursing (DON) on 05/17/12, at 4:15
PM. The DON acknowiedged there was ho
documented diagnosis on the resident's medical
record {o justify the continued use of the
indwelling Foley catheter,

F 323 | 483.25(h) FREE OF AGCIDENT F 323
$8=E | HAZARDS/SUPERVISION/DEVICES

& - | The facifity must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents, ‘

This REQUIREMENT is not met as evidenced
by: :
Based on observation, interview, and review of
facility temperature logs it was determined the ‘
facility failed to ensure the resident environment

| was free from hazards as evidenced by the water
temperatures in resident rooms being above the
maximum safe water temperature of 100-110
degrees Fahrenheit as recommended by state
requirements. Four resident rooms (three in
Rose Garden and one on Hope Hall) had Water
temperatures from 112 degrees Fahienhelt to 118
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| Observations on 05/17/12, at 7:44 AM, revealed

located in the locked area of the facility where

degrees Fahrenheit
The findings include:

Revisw of the facility policy/procedure, Water
Temperature Inspection, revised 03/15/04,
revealed temperatures would be taken each week
from one resident's room on each wing on a
rotating basis. The policy/procedure revealed a
satisfactory temperature was in the range of 100
degrees Fahrenheit (F) to 120 degrees F (safe
water temperatures were defined per state
regulations as 100-110 degrees'F). The policy
failed to ensure the water temperatures were
within acceptable parameters established by
state regulations,

the water temperature ir; the sink of resident
room 606 was 112 degrees Fahrenheit (F),
resident room 602 was 112 degrees F, and
resident room 605 was 116 degrees F. At 7:50
AM, the water temperature in resident rocm 701
was 116 degrees F. Each of the above rocms
had at least one resident who could access the
water in the sink. Rooms 806, 602, and 605 were

severely cognitively impaired residents resided.

A review was conducted of the water temperature
iogs maintained by the facility dated 04/26/12,
05/02/12, and 05/10/12. The water temperatures
on 04/26/12, ranged from a low of 114.7 degrees
F in room'501 to a high of 118.3 degrees F in
room 804, The water temperatures on 05/03/12,
ranged from a low of 117.9 degrees F in room
201 ta a bigh of 122.2 degree F in room 616. On
05/10A12, the water temperatures ranged from a
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Maintenance Direcior adjusted watsr
temperature immediately on 5/17/12
when nolified. Facility had been
following company water temperature
policy that has now been updated to
reflect state regufation guidelines.

All residents have the polential to be
affected.

The Executive Director inserviced the
Maintenance Director and Assistant on
6/6/12 in regards to state regulations
on water temperature to ensure that
water is safe for resident use at no
greater than 110 degrees farenheit,

The Maintenance Director/Assistant
wiil assess/document water
lemperatures twice daily x 30 days,
weekly x 4 weeks, monthly x 2
menths, then randomliy to ensure water
temperatures maintain within state
regulation puidelines. Executive
Director will assess water temperatures
randomly daily Monday thru Friday
times 30 days.

Any issues identified in these audits
will be reviewed monthly in the
Performance Improvement Committee
Meeting. Revisions will be made to
the system as indicated.

Date of Compliance ~ fune 25, 2012,
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low of 109.2 degrees F in room 201 to a high of
113/4 degrees F in room 204, The facility did not
test the water tsmperatures in any of the rooms in
the Rose Garden (600 rooms) or the haliways
adfacent to the Rose Garden where the higher
water temperatures were found,

Interview with the facility Maintenance Director on
05/17/12, at 8,28 AM, revealed the Maintenance
Director was unaware of a facility
policy/procedure for maintaining safe water
temperatures. According to the Maintenance _ ,
Director, he had been instructed to maintain the ‘ _ i
water temperatures below 120 degrees F. The ‘
_ Maintenance Director stated some of the water
T termperatures go up occasionally. The

&y .| Maintenance Director stated the water
temperatures were monitored weekiy.

Interview with the facilify Administrator on
05/17/12, at 8:32 AM, revealed the facility did
have a policy/procedure for water temperatures.
According to the Administrator, the water-
temperatures should be below 120 degrees'F.

Interview with the facility corporate consultant on

1 05/17/12, at 9:15 AM, revealed safe water
temperatures shouid be between 100-110
degrees F in accordance with state requirements.
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328
ss=D| NEEDS .

The facility must ensure that residents receive
, proper treatment and care for the following
special services:

injections; '

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ileostomy care;
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SUMMARY STATEMENT OF DEFICIENCIES o

 Foot care; and

| liters by nasal cannula, however, observations

{ administered at the carrect amount.

and Hypertension.

Tracheostomy care;
Tracheal suctioning;
Respiratory care;

Prostheses.

This REQUIREMENT is not met as evidenced

by: '

Based on observation, interview, record review,
and pulicy review, it was determined the facility
failed fo ensure one of twenty sampled residents .
(Resident #11) received proper care and
treatment related to oxygen administration.
Resident #11 had a physician's order dated -
05/01/12, for oxygen to be administered at two

revealed staff failed to ensure the resident's
oxygen was in use andfor that the oxygen was

The findings include:

A review of the facility's policy titied, "Oxygen
Use, General,” undated, revealed oxygen therapy
would be administered to the resident upon the
written order of a licensed physician.

A review of the medical record revealed the
facility admitted Resident #11 on 07/09/10, with
diagnoses that included Chronic Obstructive
Pulmonary Disease, Caronary Artety Disease,

A review of the physician's orders for Resident
#11 revealed a physician's order dated 05/01/12,
for oxygen to be administered at 2 liters by nasal

1. Resident # 11°s oxygen flow rate was
reiurned to prescribed amount. The
physician and responsible party were
notified of resident having titrated own
oxygen flow rale, Resident was
educated regarding benefits/
consequences ol adherence to
prescribed oxygen flow rate.

Alock-key device was installed on
6/6/12 to resident # 11’3 oxygen
concentrator which prevents resident
fro adjusting own oxygen flow rate,
The SDC inserviced all nursing staff
regarding proper use of lock-key
device for oxygen concentrator.

2. A 100% audit was conducted to ensure
thal every resident receiving oxygen
had oxygen fow rate set per physician
orders. No other residents were found
to have been affecled,

3. The SDC inserviced all nursing staff
on 3/24/12 and 5/25/12 regarding the
monitoring of oxygen flow rate
seftings when providing care.

P
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cannuia.

Observation of Resident #11 on 05/15/12, at 2:55
PM, 4:30 PM, and 6:00 PM, revealed the resident

*| was not wearing his/her oxygen. Observation on

06/18/12, at 9:05 AM, 10:00 AM, 11:05 AM, and
1:156 PM, revealed the resident was not wearing
hisfher oxygen. Observation at 2:00 PM,
revealed the resident was belng administered
oxygen at 3 liters by nasat cannula. Observation
on 05/17/12, at 6:15 AM, revealed the resident
was being administered oxygen at 4 liters by
nasal cannuia. ‘

An interview with Licensed Practical Nurse (LPN)
#3 on 0611712, at 6:156 AM, revealed the LPN
was responsibie for the care of Resident#11 on
the 7:00 PM-7.00 AM night shift on 06/17/12,
Tha LPN stated she made rounds several times
during her shift to ensure the residents ware
getting the care they required. The LPN stated
she was aware Resident #11 was to be
administered oxygen at 2 lifers by nasal cannula,
however, the LPN revealed the resident would

; oftentimes take the oxygen off or change the

settings. The LPN acknowledged she failed to
notify the resident's physician of the resident's
noncompifance with the axygen use,

An interview conducted with LPN #4 on 06/17/12,
at 8:00 AM, revealed the LPN had been
responsible fo ensure the oxygen was delivered

1 In accordance with physician's orders for
Resident #11 on 05/15/12 and 05/16/12, from

7.00 AM-7:00 PM. The LPN stated she made
observations several times a day to ensure
residents were getting the care they required, and
stated Resident #11 takes off hisfher oxygen

Charge Nurses wiil assess oxygen
concentrators when providing care to
ensure that proper seitings are in place
pet physician orders and that lock-key
devices are in use for prescribed
residents. The charge nurse will
record oxygen How rate setting every
shift on Treatment Administration
Record ongoing,

The Unit mangers, with Director of
Nursing oversight, will conduct audiis
to ensure that oxygen concenirators are
sel lo prescribed settings and that lock-
key device is in use. These audits will
be conducted daily Monday - Friday x
30 days, weekly x 4 weeks, monthly x
2 months, then randomly,

Any issues identified in these audiis
will be reviewed monthly in the
Performance Improvement Committee
Meeling. Revisions will be made to
the system as indicated.

Date of Compliance - June 25,2012,
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| This REQUIREMENT s not met as evidericed

- for thirty-five minutes before served to the.

PALATABLE/PREFER TEMP

Each resident receives and the facility provides -
focd prepared by methods that conserve nutritive
value, flavor, and appearance; and food that is
palatable, attractive, and at the proper
termperature.

by: ‘

-Based on observation, interview, and review of
the facility's policy, it was determined the facility
faited to ensure food was palatable and at the
proper temperatures when served to residents,
Observations of the evening meal on 05/15/12,
revealed a resident meal tray Isft on the tray cart

resident and during the breakfast meal on
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himselffherself. The LPN also stated the resident
has also changed the oxygen settings No residents were [cund to have
himselffherself. The LPN stated she had not been adversely affected by this
informed the physiclan of Resident #11's practice.
noncompliance with the use of the oxygen and
stated she was aware she should have informed All residenis with oral diets have the
. the physician, polential to be affected.
An interview conducted with the Director of . The RD inserviced the dietary
Nursing {DON) on 05/17/12, at 2:50 PM, revealed manager and all dietary staff on
nurses were required to ensure oxygen was 6/7/12 regarding required
administered in accordance with physician's temperature for foods.
orders and that Resident #11 should have
 received oxygen at 2 liters by nasal cannula as The SDC inserviced all nursing staff
the physician had ordered. The DON also stated on 5/24/12 and 5/25/12 related to
; the physician of Resident #11 should have been time frame to serve trays and when
M contacted after the resident was observed to take to have trays replaced for food to be
Off his/her oxygen or 1o change the sattings. ‘at its most palatability and
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F 364 appropriafe temperature,
SS=E

_ receiving them on the unit, Any tray

Dictary staff will test and record
lemperature of trays with each meal
prior to sending the trays to the units
to be served,

Nursing staff will serve ali meal
trays in 15-20 minutes after

not served in 15-20 minutes will be
returned to the kitchen to be
replaced with a new meal.

Dietary Manager wili andit tray
lemperatures daily (Monday through
Friday) x 1 weck, weekly x 4 weeks,
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- SUMMARY STATEMENT OF DEFICIENCIES

i length of time a meal tray should be left on the

06/17/12, a meal tray was ieft on the cart for
forty-five minutes before baing served. The

facility had no guidelines for staff to follow to
ensure rmeals were served to residents at
palatable temperatures.

The findings include:

A review of the facility policy for Resident Dining
services, dated 01/01/07, revealed residents were
to receive meais at proper temperatures. The
policy had no guidelines for staff related to the

cart before requesting a replacement.
1. Observation of the evening meal service on
05/15/12, at 5;00 PM, revealed a cart of meal
trays was delivered to the Hope Unit. The last
fray {o be delivered from the meal cart was
intercepted at 5:35 PM, and a palatabilty test was
conducted with the Dietary Manager (DM). The
ground meat was 104 degrees Fahrenheit and
tasted lukewarm; the carrots were 91 degrees
Fahrenheit and tasted lukewarm; the lima beans
were 104 degrees Fahrenheit and tasted
lukewarm; and the buttermilk was 63 degrees.
Fahrenheit and tasted cool but not cald,

An Interview conducted with State Registered
Nursing Assistant (SRNA} #1 on 05/16/12, at 5:50
PM, revealed it usually takes from 35 to 45
minutes to pass the evening trays. The SRNA
stated if the trays were on the cart longer than
one hour they should be sent back to the kitchen
for replacement. The SRNA stated she had not
been fold by the faciiity how long a tray shouid be
allowed to sit before being replaced to ensure the
foods ware palatable before serving to residents.

5.
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F 364 | Continued From page 24 F 364 and monthly x 4 months to ensure

temperatures are being maintained
during iray service, She will audi
tray temperatures in regards o time
daily (Monday-Friday) x 1 weck,
weekly x 4 weeks, and monthly x 4
months to ensure trays are palatable,
al preferred temperatures, and
passed within 15-20 minutes upon
delivery 0 units.

The results of these audits will be
reviewed in the monthly

- Performance Improvement Meeting,
Revisions will be made to the
systemn as indicated. Audits will
continue until the Performance
Improvement Committee determines
compliance.

Dale of Compliance- June 25, 2012.
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An interview conducted with SRNA#2 on
05/15/12, at 5:55 PM, revealed it usually took 35
to 45 minutes to pass the evening trays. The
SRNA stated she had not been told by the facility
how long would be too long for a tray ta bé on the
tray cart before being sent back to the kitchen for
reptacernent, however, she felt that they shouid
not be ailowed to sit for ionger than ten minutes.

An interview conducted with SRNA #3 on
05/15/12, at 8:00 PM, revealed the SRNA stated it
-usually takes at least 30 minutes fo pass the
evening trays. The SRNA stated she had never
. been told by the facility how Jong would be too

; long for a tray to be on the tray cart before being
% sent back to the kitchen for replacement,
however, she felt that they should not be allowed
to sit for longer than ten minutes, ‘

An Interview conducted with Registered Nurse
(RN) #1 on 05/15/12, at 6:05 PM, reveaied she
was responsible to ensure care was provided for
the residents an the Hope Unit and to ensure
meal trays were delivered to the residents timely
and at palatable temperatures. The RN stated it
usually takes 25 to 30 minutes for the SRNAs to
delivar the trays to the residents and that no tray
should be allowed to sit on the tray cart for longer
than 30 minutes before sending it back o the
kitchen to be replaced, although the RN was
unaware of any facility guidelines to indicate how
long a tray should remain on the tray cart.

An interview with the Dietary Manager (DM} on
05/15/12, at 5:40 PM, revealed the trays should
have been delivered to the residents within 15
minutes or they should have been sent back fo
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: stated it had been two months since she had

| An Interview conducted with the Director of

.2, Observations of the breakfast meal on the

| 60 degrees Fahrenheit. :

| Interview with LPN #2 on 05/17/12, at 8:47 AM,

the kitchen to be replaced. The DM stated she
monitars one cart of meal trays every month and
alternates between the meals. The DM further

monitored the supper meat for delivery time and
temperatures and had not identified any problems
with the meal service.

Nursing (DON}.on 05/17/12, at 2:50 PM, revealed
she was unsure how long a tray should be
allowed to sit on a tray cart before being sent
back to the kitchen to be replaced. The DON
stated she feit trays should not be allowed to sit
for longer than 15 minutes.

Rose Garden on 05/17/12, revealed trays sat on
the delivery cart'in the hallway for a total of 45
minutes. The temperatures were obtained on the
last food tray off the cart with LPN #2 present.
The temperatures were: pureed scrambled eggs
- 100 degrees Fahrenheit, pureed bacon - 90
degrees Fahrenheit, gravy - 100 degrees
Fahrenheit, catmeal - 110 degrees Fahrenheit,
pureed biscuit - 92 degrees Fahrenhait, whole
milk - 58 degrees Fahrenheit, and orange juice -

revealed the milk should not he that warm, and
the bacon and gravy were ton cold to eat. The
LPN stated the meal service usually takes at least
45 minutes {o serve breakfast,

Interview with CNA #13 revealed the Rose
Garden always took 45 minutes to serve
breakfast trays, and sometimes longer.
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F 441} 483,66 INFECTION CONTROL PREVENT F 441 E#441 (Part 1)
55=D SF“READ LINENS .
1. Resident A and B were not found to

The facility must establish and maintain an have been adversely affected by this

Infection Controt Program designed to provide a - | practice.

safe, sanitary and comfortable environment and :

to help prevent the development and transmission 2. All resideni’s receiving oral diets have

of disease and infection. . - the potential to be affected. A 100%

: - ohservation will be completed by

{a) Infection Control Program . 6/8/12 by the Nursing Management

The facility must establish an Infection Control ‘ Team of meals served for hand

Program under which it - washing guidelines, not touching food

(1) investigates, controls, and pravents infections with bare hands, and when 1o wear

in the facility; gloves.

(2) Decides what procedures such as isolation,

should be. applled to an individual resident; and 3. The SDC inserviced all staff 5/24/12
L ‘ (3} Maintains a record of incidents and corrective and 5/25/12 regarding hand washing

actions related to infections, : guidelines, not touching food with bare |

hands, and when to wear gloves.
{b) Preventing Spread of Infection

{1} When tae Infection Control Program A licensed nurse has been assigned to
determines that a resident needs isolation fo : the dining rooms during meal times to
prevent the spread of infection, the facility must . ‘ aversee the meal process. The
isolate the resident, ' Infection Control Nurse will observe
{2) The facility must prohibit employees with a for hand washing, use of hand
communicable disease or infected skin lesions sanitizet, and wearing gloves when
from direct contact with residents or their food, if . needed,

direct contact will transmit the disesase.

{3} The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by ac:cepted
professional practice.,

{c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection,
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This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facility's policy, it was
determined the facility failed to maintain an
infection control program to ensure a safs,
sanitary environment to prevent the devalopment
and transrmission of disease and infection. On
05/16/12, observation revealed staff failed to use
Personal Protective Equipment as required for
one of tventy residents selecled for review
{Resident #3). Based on observation, staff was
to utilize contact/droplet precautions when

providing care to Residen: #3, however, staff was
h observed to provide care to the resident without
utifizing the identified precadtions and failed to
utilize the identified precautions. In addition, staff
was observed during the breakfast meat on
05/17/12, to directly touch food iterms
(biscuits/toast) without the use of utensils or
gloves for two unsampled resident (Residents A
and B). :

The findings include:

1. Areview of the facility's Transmission Based
Pracautions and Isolation Pracalitions policy,
dated 07/18/11, revealed the facility had
procedures to explain Standard and Transmission
Based Precautions and to communicate
infurmation about residents with potentialty
tfransmissible infectious agents. According to
Contact Precautions policy/procedure, tha use of
gloves and gown was required during any
provision of care for a resident that had tested
positive for Vancomycin Resistant Enterococcus

F 441

[

precautions and the use of personal

audits daity (Monday through Friday) x one
week, weekly x 4 weeks, monthly x 2
months, and randomly to ensure hands are
being washed when toughing or providing
services for residents, not touching food

with bare hand, and wearing gloves when
needed.

The results of these audits will be reviewed .
in the monthly Performance improvement
Meeting. Revisions will be made to the
system as indicated. Audits will continue
untii the Performance Improvement
Committee determines compliance.

Date of Compliance — June 25, 2012,

F # 441 (Part 2)

The Unit Coordinator was insetviced by the
Director of Nursing for proper {solation

protective equipment needed to care for
resident # 3 along with conpetency..

A 100% audit of all resident’s requiring
isolation was completed by the Infection
Control Nurse on 5/31/12 to ensure that all
isolation precaution guidelines were being
followed. No other residents were affected.

The SDC inserviced all licensed and
certified staff on 5/24/12 and 5/25/12
regarding isolation precautions and proper
use of personal protective equipment.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
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. . DEFICIENCY}
F 441 Continued From page 28 The Infection Control Nurse will complete
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F 441/ Continued From page 29 : F441) 4. The Infection Control Nurse will abserve
(VRE) and Methicillin Resistant Staph Aureus residents requiring isolation to ensure that
{(MRSA). isclation precaution guidelines are being
‘ followed and for praper use of personal
A review of documentation revealed the facility protective equipment. These audits will be
admitted Resident #3 on 051012, with . cenducled daily Monday through Friday x
'| Vancomycin Resistant Enterococcus (VRE) of the 30 days, weekly x 4 weeks, monthly x 2
| recturn and Methicillin Registant Staph Aureus months, then randomiy.
(MRSA) of the sputum. Resident#3 received '
antibiotics as indicated as freatments for tha _ 5. Date of Compliance - June 25, 2012.

infections.

An observation of staff on 05/16/12, at 9:15 AM,
revealed the Unit Coordinator entered the room of
Resident #3 to provide care, however, the
Coordinator failed to apply the Personal

g - | Protective Equipment (PPE), including gowns,
’h gioves, and rmasks for droplet/contact pregautions |
in accordance with the factiity's Contact
Precautions policy prior to entering the resident’s
room. ‘

An interview conducted on 05/16/12, at 1:30 PM,
with the Unit Coordinator revealed she was not
required fo utilize a gown with droplet precautions
-t ynless the resident was coughing or sneezing.

An interview was conducted with the facility
Infaction Control Nurse on 05/16/12, at 4:00 PM.
The Infaction Control Nurse stated residents with .
MRSA of the sputum were required to have
droplet precautions, The Infection Control Nurse
further stated that Resident #3 was required to
have droplet precautions. The Infection Confrol
Nurse stated the facility staff was in-serviced on
all types of isolation and the PPE equipment ,
| required for potential transmissible infectious ;
agents,
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Continued From page 30
<. Areview of the Infection Control policy dated

07/18/11, revealed staff was not to directly touch
| residents’ food withaut the use of utensiis or

glovas,

Observation of the breakfast meat on 05/17/12,
an the Rose Garden unit at 8:25 AM, revealed
Certified Nurse Aide (CNA) #3 picked up
Resldent B's toast with bare hands and applied
jelly to the toast and failed to use utensiis/gloves

| when touching the food.

| Continued ohservations of the breakfast meal

revealed the Assistant Activities Director picked
up and crumbiled Resident B's biscuit with bare
hands and without the use of uiensils or glovas.

Interview with CNA#13 on 05/17/12, at 8:25 AM,

: revealed the CNA knew to apply gloves first, and
had teen trained in the proper way o handle

residents’ food but stated, " just got nervous and
forgot to put on my gioves.”

Interview with the Assistant Activities Diractor on
05/17/12, at 0:00 AM, revealed the Assistant
Activities Director did not know te utilize gloves
prior to handling residents’ food.

AB3.70(c){2) ESSENTIAL EQUIPMENT, SAFE
OPERATING CONDITION

The facility must maintain all essential

mechanical, elactrical, and patient care
equipment in safe operating condition.

This REQUIREMENT Is not met as evidenced

| by ‘
Based on obgervations, interviews, and review of _

F 441

F 456
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facility policy/procedure it was determined the
facility failed to ensure the equipment in use at
the facility was maintained in safe operating
condition as evidenced by the nutrition
refrigerator in the Faith Hall with a temperature of
fifty-two degrees on 05/17/12 (proper temperature
range Is 32 degrees o 40 deégrees Fahrenheit per
facility log). Additional cbservations reveaisd
there was no thermoemeter in the food refrigerator
on the Rose Garden Wing. In addition, on
0511712, tha walk-in cooler had a buildup of ice
and frozen condensation on the back wall under
the fan motor box, )

The findings include:

1. Review of the facility policy/procedure, House
Nourishment/Snacks, {no date provided) revealed
nourishment refrigerator temperature logs would
be recorded daily by Housekeeping. The facility -
policy/procedure did not identify proper
temperatures; hawever, the refrigerator .
temperature iog maintained by the facility listed a
range of 32 degrees Fahrenheit {F) to 40 degrees
Foo - :

Observations on 05/17/12, at 6:00 AM, of the
nourishment refrigerator an the Faith Hall
ravealed a temperature of 50 degrees Fahrenheit,
10 degrees above the temperature Tange
recommended by the facllity log. The refrigerator
cortained five cartons of whole milk, three
cartons of fat-free milk, a loaf of white bread, a
package of processed cheese slices, one
cantainer of Hi-Pro dietary supplement, one
carton of thickened apple juice, and ane quart
container of punch. Observations of the nutrition
refrigerator on the Rose Garden Wing revealed
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Refrigerator temperatures were readjusted
by Maintenance Director on 5/18/12, all
food and beverages were discarded, all
refrigerators were restocked, and new
thermometers were place in all refrigerators,

The walk-in freezer was defrosted and
assessed by the Mainienance Director for
proper functioning on 5/17/12. Osborne
Regrigeration scheduled to assess walk in
freezer on 6/11/12,

All resident’s had the potential to be
affected. A 100% review of alf refrigerators
and walk-in freezer was conducted on
5/18/12 to ensure that all refrigerators and
walk-in freezer had temperature within the
guidelines and functioning properly.

Housekeeping supervisor and housekeeping
siaff were inserviced on 6/6/12 by Executive
Director on the regulated guidelines for
refrigerator temperatures. Bducation was
provided on the importance of the
temperatures being within the appropriate
range and daily documentation. Any
refrigerator having a lemperature outside of
the uppropriate range will be teported to the
Maintenance Director, by completing a
maintenance request form, to be assessed
and/or replaced.
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ihe refrigerator did not have a thermometer
present. .

Review of the refrigerator temperature logs
maintained by the facllity revealed on 05/16/12,
the temperature in the nourishmen: refrigerator
on the Faith Hall was 58 degrees Fahrenheit.
There was documentation that the refrigerator -
had been put out of service; however, the
refrigerator was observed to be utllized by staff
during observation on 05/17/12. Further review
of the refrigerator temperature logs revealed the
temperature of the refrigerator in the Rose
Garden had not been documented since
05/14/12, a timeframe of three days,

Interview with Licensed Practical Nurse (LPN) #2
an 05/17/12, at 6:08 AM, revealed the LPN was

Unaware the thermometer was missing from the

Rose Garden refrigerator. According to the LPN,
night shift nursing staff was required to check the
refrigerator temperatures.

Interview with LPN #3 on 06/17/12, at 6:14 AM,
revealed PN #3 worked the night shift in the
facility on the Faith Hall, According to LPN #3,
the nourishment refrigerator was to be checked
oncé a day but the LPN was unaware of who was
responsibie for ensuring the refrigerator was
checked. The LPN stated she did not check the
refrigerator on her shift.

interview with Housekeeping staff on the Faith
Hall on 05/17/12, at 7:15 AM, revealed
Housekeeping staff was responsible for checking
the nourishment refrigerator temperatures once a
week and documenting the temperatures on the
log.
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F 455 | Continued From page 32 F 4. 4 Housekeeping personnel will observe and

report refrigerator temperatures daily.
Housekeeping Supervisor will monitor logs
Monday thru Friday daily.

Executive Director and Maintenance
Dvirector will do random audits daily times .
30 days.

Dietary Manger will monitor walk-in
freezer for condensation daily x 30 days,
weekly x 4, monthly x 2 then random..

B, Date of Compliance -~ June 25, 2012.
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2. Observation of the facility watk-in freezer on
05/17/12, revealed the freezer had a two inch
thick buildup of ice and frozen condensation
accumulated under the fan motor box in the rear
wall of tha walk-in freezer. This ice and frozen
condensation had the potential to prevent proper
functioning of the fan motor of the freezer and to
contaminate the frozen foods stored under the
fan motor box. . '

An interview was conducted with the faciiity
Dietary.Manager on 05/17/12, at 9:30 AM. The
Dietary Manager stated that he/she was unaware
the freezer fan/condenser line had leaked and
h that a buildup of Ice had occurred.

i - ‘ ' ‘ ‘ ‘ |
i : |
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K 000 | INITIAL COMMENTS K 000
CFR: 42 CFR 483.70(a)
Butlding: 01
Survey under: NFPA 101 (2000 Edition)
Flan approval; 1980
Facility type; SNF/NF
Type of structure: One story, Type (Il
(unprotected)
Smoke Compartments;- 5
Fire Alarm: Compiete fire alarm with smoke
detectors installed in corridor, heat detectors in
laundry and kitchen area,
Spriniier System: Complete sprinkier system
{dry). : |
Generator: Type 2 generator powered by diese! ' Tag 062
Astandard Life Safety Code survey was ‘ 1. Maintenance Director and assistant
conducted on 05/17/12. Mountain View Health immediately started rerouting wires that was
Care Center was found not to be in compliance wrapped around the sprinkler pipes on
with the requirements for participation in . 5/18/12 and job was complete on 5/21/12,
Medicare and Medicaid. The census on the day
of the survey was 102, The facility is licensed for | 2. All residents could have been affected.
106 beds. ‘
3. Executive Director educated Mainienance
The highest scope and severity deficiency was at Director and assistant on inspecting
D" level, cantracted services to ensure that no witing
K082 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 Is ohstructing any sprinkler piping or
§8=D : ' sprinkler head per state regulation
Required automatic sprinkler systems are | guidelines. _
: | _ ,
LABORATORY DIRECLOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE T DATE
i{udw St po Dot e %

Any deficiency statgment ending with an asterisk {*) denotes a deficiency which the institution may be axcused from correcting providing it is determined that
other safeguards provide sufficlent protection to the patients. (Sea instructions.) Except for nursing homes, the findings stated abiove am disclosaba 90 days
following the date of survey whether or not a plan of carrection is provided. For rursing homas, the above findings and plans of correction are discloaabla 14
days fullawing the date these documents are mada availabis to the facility. if deficiencies are cited, an approvad plan of correction is requisite ta continued
program participation. '
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. K062 | Continued From page 1 . ] K 02 |4 Maintenance Director or assistant will
continuously maintained in reliable operating ‘ inspect sprinkler pipes and sprinkier heahds
condition and are inspected and tested when any new service requiting wiring has
PEﬁOdica”Y. 1976, 4612r NEPA 1 3' NFPA 25' been pr(]VldE.d and then annually.
8.7.5

/5. Complstion date is 6/25/12

This STANDARD  is not met as evidenced by: -
Based on observation and interview, it was
determined the facility failed to ensure sprinkiers
were maintained according to National Fire
Protection Assaciation (NFPA) standards. The
deficiency had the potential to affect one of five
smoke compartments, twenty-four residents,
staff, and visitors, :

The findings include:

‘Observation on 05/17/12, at 10:21 AM, revealed
wiring was attached to the sprinkler piping.
Further observation reveaied the wiring had
postructed a sprinkler head. No items can be
attached to sprinkler piping and sprinkier heads
cannot be obstructed. The observation was
confirmed with the Maintenance Director,

Interview on 05/17/12, at 10:23 AM, with the
Maintenance Director revealed he was unaware
the wiring was attached to the sprinkler piping
and the sprinkler head was ohstructed.

Reference: NFPA 25 (1998 Edition).

2-2.1.2* Unacceptable obstructions to spray
patterns shall be correcied,

2-2.2* Pipe and Fittings. Sprinkler pipe and
fittings shall ba inspected annually from the fioor
level. Pipe and fittings shall be in good condition
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Portable fire extinguishers are provided in alf
heaith care occupancies in accordance with
9.74.1. 19.36.6, NFPA 1D

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility fajled to maintain two of
twenty-four fire extinguishers in the faciiity. The
deficiency had the potential to affect one smoke
compartment, three residents, staff, and visitors.

The findings include:

Observation on 05/17/12, at 11:51 AM, revealed a
fire extinguisher located at the resident smoking
ghed did not have a service collar that indicated a
service date. The fire extinguisher had a
manufacture date of 2002. Firg extinguishers
must have a service collar indicating that the
extinguishers have been emptied, internally

STATEMENT OF DEFICIENCIES (X7) PROVIDERISURPLIER/CLIA (X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
TA.-BUILDING 01 - MAIN BUILDING 01
185230 B NS 05/17/2012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8456 WEST RUSSELL STREET, PO BOX 650
MOUNTAIN VIEW HEALTH CARE CENTER ELKHORN GITY, KY 41522
X4 1D SUMMARY STATEMENT OF GEFICIENCIES ol PROVIDER'S PLAN OF CORRECTICON {x8)
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREF(X {FAGCH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. : , DEFICIENCY)
K 062 | Continued From page 2 K 082
and free of mechanical damage, leakage,
corrosion, and misalignment. Sprinkler piping
shall not be subjected 1o external loads by
materials either resting on the pipe or hung from
the pipe. ;
i Exception No. 1:* Pipe and fittings installed in
concealed spaces such as above suspended
ceilings shall not require inspaction.
Exception No. 2: Pipe installed in areas that are
inaccessible for safety considerations due to
process cperations shall be inspected during ‘
each scheduled shutdown, - ]
K 084 | NFPA 101 LIFE SAFETY CODE STANDARD K 064 Tag 064
§8=D '

Maintenance Director notified Hastern
Telephone technology on 5/17/12 regarding
2 fire extinguishers that did not have a
service collar indicating a service date
within the last six years. These two
extinguishers were replaced on 6/1/12 with
all extinguishers to be replaced by 6/8/12.

All residents had the potential to be atfected.

Executive Director educated Maintenance
Director and assistan( on 6/6/12 regarding
the state regulation guidelines on fire
extinguishers having a service collar every
six years indicating that they had been
emptied, internally examined, and
recharged.

Maintenance Director/Assistant will
maintain a log of all fire extinguisher service
dates.

Completion date is 6/25/12

|
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Continued From page 3

examined, and recharged every six years.
Further observatian revealed the fire extinguisher
located in central supply did not have a service
collar. The fire extinguisher had a manufacture
oate of 1878. The observation was confirmed
with the Director of Maintenance.

Interview on 05/17/12, at 11:51 AM, with the
Director of Maintenance revealad the facility
depends on a contractor to maintain these items.

Reference: NFPA 10 {1998 Edition),

4-4.3* Six-Year Maintenance. Every 8 years,
stored-pressure fire extinguishers that require a
12-year hydrostatic test shall be emptied and
subjected to the applicable maintenance
procedures. The removal of agent from halon
agent fire extingulshers shall only be done using
a listed halon closed recovery system. When the
applicable maintenance procedures are
performed during periodic recharging or
hydrostatic testing, the 6-year requirsment shai;
begin from that date. .

Exceplion: Nonrechargeable fire extinguishers
shall not be hydrostatically tested but shall be
removed from service at a maximum interval of
12 years from the date of manufacture.
Nonrachargeable halon agent fire extinguishers
shall be disposed of in accordance with 4-3.3.3,

4-4.4* Maintenance Recordkeeping. Each fire
extinguisher shall have a tag or label securely

attached that indicates the month and year the
maintenance was performed and that identifies
the person performing the service. ‘

4-4.4 1* Fire extinguishers that pass the

K 064
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K064 Continued From page 4 ‘ K 064

applicable 6-year requirement of 4-4.3 shall have
the maintenance information recorded on a
suitable metallic label or equally durable material
having a minimum size of 2 in. 723 1/2 in. {6.1cm
778.8 cm). The new label shall be affixed o the
shell by a heatless process, and any old
maintenance labels shalf be removed, These
labels shall be of the self-destructive type when
removal from a fire extinguisher is attempted.
The label shal! include the following information:
{a) Month and year the malntenance was
performed, indicated by a perforation such as is
done by & hand punch

(b) Name or initials of person performing the
maintenance and name of agency performing the
maintenance,

4-4.4.2* Verification of Service (Maintenance or
Recharging). Each extinguisher that has
“undergone maintenance that includes internal
examination or that has been recharged {see
4-5.5) shall have g "Verification of Service" collar
iocated around the neck of the container. The
collar shall contain a single clrcular piece of
uninterrupted materiai forming a hole of a size
that will not permit the collar assembly to move
over the neck of the container unless the vaive is
completely removed. The collar shalf not
interfere with the operation of the fire
axtinguisher. The "Verification of Service” coliar
| shall inctude the month and year the service was
performed, Indicated by a perforation such as is
tone by a hand punch.
Exception No, 1: Fire extinguishers undergoing
maintenance before January 1, 1998,
Exception No. 2: Cartridge/cylinder-operated fire
extinguishers do not require a "Varification of
| Service" collar, ‘
. : _ , . |
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K 130 | NFPA 101 MISCELLANEOUS K130
55=D
- { OTHER LSC DEFICIENCY NOT ON 2786 Tag 130
. Maintenance Director ordered signs for all
doors leading to the court yard on S5/18/12.
, 7 Signs received and piaced on 5/31/12 that
This STANDARD s not met as avidenced by: stated “this is not an exit”.
Based on abservation and interview, it was :
determined the facility failed to ensure doars that 2. Allresidents had the potential to be affected.
| could be confused as an exit were identified,
according to National Fire Protection Assaciation 3. Executive Director educated Mainienance
(NFPA) standards. The deficiency had the Director and assistant on state regulation
potential to affect ona of five smoke regarding signage for none exit doors on
compariments, nine residents, staff, and visitors. 6/7/12.
The findings inciude: 4. Maintenance Director/Assistant will monitor
none exit doors signage during rounds daily
Observation on 05/17/12, at 11:22 AM, with the times 30 days, weekly times 4, monthly
Maintenance Director, revealed three doars limes 2, then randomly.
‘ocated in the Back Dining Room, exied into an
interior courtyard, and was not used as an . _
emergency exit. The three docrs were not 5. Completion date 6/25/12
identified with signage stating, NO EXIT. Doors
that can be confused as an exit must be identified
by a sign.
Interview on 05/17/12, at 11:22 AM, with the
Maintenance Director, revealed he was not aware
the signs were missing from the three doors.
7.10.8.1" No Exit. Any door, passage, or stairway
that is neither an exit nor a way of exit access
and that is located or arranged so that it is likely
to be mistaken for an exit shail be identified bya
sign that reads as foliows:
NO
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K 130 | Continued From page & K 130

EXIT

Such sign shall have the word NO in letters 2 in.
(5 cmyj high with a stroke width of 3/8 in. (1 cm)
and the word EXIT in letters 1 in, (2.5 cm) high,
with the word EXIT below the word NO.
Exception: This requirement shall not apply to
approved existing signs.
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