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TAG | | REGULATORY OR L5C IDENTIYING NFORMATION) TAG CROSG-REFERENCED TO THE APPROPRIATE  © DAk
DEFICIENGY)
F 000 IN[TIAL COMMENTS F 000!
. A Recertification Survey was Initiated on 06/11/13
L angt conciuded on DB/M14/13, with deficiencies {
_ entified at the highest scope and severityofa |
i "0} !
F 278 48320(g) - (j) ASSESSMENT F 278
55D URACY/COORDINATION/CERTIFIED
: The assessment must accurately reflect the
i resgdent’s status.
| A réglstered nurse must conduct or coordinate
, eagh assessment with the appropriale
! patficipation of health professionals.
1 Aragistered nurse must sign and certity that the
~asspssment is completed,
Eadh individuai who completes a portion of the
: 3sspssment must sign and certify the accuracy of |
* thatiportion of the assessment. :
! Under Medicare and Medicaid, an individual who |
willfplly and knowirgdy certifies a materiat and
i falsg statement in @ resident assessment is !
subject to & civil money penalty of not more than .
1 $1,000 for each assessment; or an individual who
- willfblly and knowingly causes another individual AT e
o certify 2 material and false statement in a ekt = LV f oy
- resident assessment is subject to a civi mongy %g i - ““"g 5
: penaity of not rore than $5,000 for each B 0 5
" assgssment. £4 ) f ;
3 ay_ )
! €iinital disagreement does not constifute & e
. malgrial and false statement.
| ABORAT ORRY DIREGTORS RS
Any deficiency statefnant anding with & az
oifwer safequards ide sufficient protection &
fotfowing the date rvay whsther or not a ptan of cormction is provided. For
days foltowing the dete these documents 2re made avatiadts fo the factity. If
program particl ,
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F- 278 | Coftinued From page 1 Fovs

, the

: This REQUIREMENT is not met ag evidenced

- Baked on interview, record review and review of A
facility's policy, it was determined the facility |

fa:geg Io ensure the accuracy of assessments for .
| thrge (3) of seventeen (17) sampled residents ;
' ) itad sustained falls (Residents #7, #10 and

1 Theg findings include:

oG
: inte

Pt
ato
| atte
the
fopti
MD

cha

lew af the facility's policy titled, "Resident

rding residedt needs and strength, which
ided the foundation for an individuaiized
Isciplinary plan of care.

20 PM, reveaied MDS coardingtors 'y o

d morning meetings o gather information for

MDS. MDS Coordinator #1 stated

sment insirument (RAIMinimum Data Set
S)", dated 04/12, revesled the purpose wag |
nsistently and accurately gather information

few with MDS Coordinator #1, on O6/12/13

" lntery
: #2, 0

aliy the nurses should come and inform

coordinators of falls. MDS Coordinator #1

i revepled there was a "Falls™ tab in the residents’

. where falis were documented and 24

' {(twelity-four) monitoring sheet cormpleted.

few with Licensed Pracfical Nurse (LPN) #1, |
13113 gt 09:00 AM, reveaied ;
entation of residents’ falls in the MDS

. utilizing the Fall Logs document as well as
rming 24 hour monitoring of residents. :

fiew with Registered Nurse (RN} #1 and LPN |
N 06/13/13 at 02:35 PM, revealed falis of :

F278 'No comective action was reguired for the

Fz?sg

affected residents. The MDS in each case
‘had been transmitted and modifications are
‘not possible,

~The Fall Log and residents MDS were
-audited by MDS Coordinators and LPN
‘Devonne Cowan on 6/14, 6/15, 6/17, and
-6/18 and no additiona! discrepancies in-

. vovling other residents were foumd,

; A new Fall Book has been created for each
for, and is kept on, each wing, 1t containg

 the "Fall Accident report forms. “When a fail

 takes place the Nurse.on duty notes the

' accurrence on the Fall Accident Report form |
.- and this form is placed in the Fall Book.

' The Fall Book is checked daily by MDS
. Coordinators and occurrences are capired.

| Al falls are to be reviewed in weekly CQI
. Committee meetings and completeness of
- reports and confinuity of information to be

: monitored by MDS Coordinators and DON.

* The Fall Book contains the Fall Accident
. Report form and the fall Log, which are

! separate forms. Each fall is noted on this log -
; and the entire Investigative result is noted on

the Fall Accident Report form.

Complcted 6/20/2013
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TAG ¢ REGULATORY ORLEC IDENTIFYING #FORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: ; DEFECENCY} :

NAME OF PROVIGER OR SUPPLIER

F278'C ofiinued From page 2 F E‘?’ﬁE
dents are logged into the Fall Log in the MDS

inchsded Personal History of Falls, Abnormaiity of
i Gaf, Lack of Coordination, and Alzheimer's

! Reyiew of Resident #7's Quarterdy MDS, dated
QX10/13, revesled no falls recorded for this

i resigent during tis sssessmernt period.

¢ Additional review of Quarterly MDS, dated

C08/13/13, revealed no Talls recorded for this

: resiflent during the assessment pericd.

- Intepview with MDS Coordinator #2, on 66/13/13
“at 2100 PM, revealed a fall should have been

: rded for Resident #7 Quarerly MDS, dated
;027 113, as well ag Quarterly MDS, dated

ecord review revealed the facility adritted
; ent #10 on 11/20/12 with diagnoses which
- incigded Ostesporosis. Further review revealed a;
: nurge's note, dated 03/20/13 at 6:00 PM, which

FORM CALS-2567(02-99) Pravious Viersions Ctisciste Evart i ATIE11 Fackty 10 106450 i sortinuation sheet Page 3 of 24
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PREFIX °
TAG

PROVIDERYS PLAN OF CORRECTION
(EACH CORMECTIVE ACTION SHOULD BE :
CROSGREFERENCED TO THE APFROPRIATE )

DEFICIENCY]

.‘ 175)
| COMPLETION
TE

F 278 | Corfinued Erom page 3 Fa7s!

. notad Resident #10 was found on the fioor in
: bathroom. Additionai review revealed
) dﬁoI:emmion of afall, doted 04/24/13 at 4:15

[that Residert #10 was found o the floor in
131

Revlew of the Falls Log, in the MDS binder in the

_ w of Resident #10's Quarterly MDS, dated
| 05/ZB/13, revealed Resident #10 documented as
i only 1 (one) fall during this assessment

_ Accuent, Abnormal Gait, Alzheimers, Dementing
- linegs with Associated Behavior Symptoms, and |
~ Poiioas Child with Left Arm Crippling.

igw of the facility's investigative reports

ad 1o fils revealed Resident #4 had three {3‘
$ince the prior assessment period: on

/13 the resident had a fall when ambuiating, |

. /07/13 the resident had a fall when trying to :
. get opit of bed. and on 03/08/13 the resident :

FORM OMS-2567(112-9F Pravious Yergions Qhsclele Event D ATIEN Fackty W 100480
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(XD SUMMARY STATEMENT OF DEFICIENCIES
{EACH OEFICIENCY MUST BE PRECEDED BY FULL

PREFIX
TAG REGULATORY OR LSC DENTIFYING INFORMATION)

ia} ) FROVIDER'S PLAN OF CORRECTION : (X5
PEREFI {EACH CORRECTIVE ACTION SHOULO BE " CEMPLET
TAG CROSS-REFERENCED TO THE APCROPRIATE
: CEFICIENCY)

DATE

: wag gssessed as not having had any falls since
the prior assessment, Quarterly MDS
ment dated 03/03/13,

- Review of the 04/25/13 Care Area Assesstents
: } revealed Resident #4 triggered for falls

; were unsteady, was unable to stabilize,

: medications daily, history of polic, and was

' Integview, on 0613413 at 11:00 AM, with MDS
binator #1 revealed the falls should have

the MDS was updated it was important to
to review the reason why and revise the

determine § ancther ntervention was

. 1ew with the Director of Nursing {DON), on

- 08/14/13 at 12:08 PM, reveaied her expectation
of arj accurate assessment performed on all

: residents, including the accurate number of fallg,

DON further siated without accurate MDS

ments, the needs of the residents were

Courately documented.

20(d), 483.20(k 1) DEVELOP

MPREHENSIVE CARE PLANS

"to dejelop, review and revisa the resident's
: comgrehensive plan of care.

. dueyto having been assessed as balance and gaft :

_ambulates independently, received antipsychotic :

recorded on the 04/24/13 MDS. She stated .
- know if the resident had fallen because it aliewed

, resident’s care plan with any ardered intervention -

diity must use the resuits of the assessment

F278

Fa27a;

H contiruation shest Page & of 24
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PREFH {EAGH DEFICIENCY MUST BE PRECECEO BY FUiL PREFIX {EACH CORRECTIVE ACTION SHOLILD 58 | coMPLETION
TAG | |REGULATORY OR LSC IDENTIFYING INFORMATION, TAG CROSS-REFERENCED TO THE APPROPRIATE GATE
DEFICIENCYS
F279. Coqtlnued From page 5 F 279
: Thq facility must develop a comprehansive care
. plag for each resident that includes measurabie .
: obégmms and timetables to meet a resident's F279  Care Plans of the two affected residents
_ mediical, nursing, and mental and psychosocial - were up-dated on 6/18/13, by MDS
| neetis that are identified in the comprehensive i Coordmators and LPN Devonne Cowan,
assessment, )
] . MDS and Care Plans for sll residents
" Thelcare plan must describe the services that are were reviewed on 6/14, 6/17, and 6718, by
: 10 be furnished to attain or maintain the resﬁf.!ents ! + MDS Coordinators and LPN Devonne
" highest practicabie physical, mental, and , . Cowan and no additional deficiencies wers
| psythosocial well-being as required under | noted.
- §488.25, and any services that would otherwise :
i be required under §483.25 but are not provided © A new Communication Book has been
" duefto the resident's exercise of righits under - : :
; created and placed on each wing. This
- §483.10, w;)ciudgegaﬂ'xa right to refuse treatment "MDS Communication Book” fugctions asa |
: uncqr §453.10(5)4). i master log that allows nursing staffonthe
] . floor to commumicate to MDS Coordinators |
. This|[REQUIREMENT is not met as evidenced and Care Plan Coordinator unusual and
{ by: : . Isolated ovcurrences. MDS Coorditators
. Baspd on interview, record review and review of | - will review MDS Communication Book
‘ the thaility's forms and policy, # was determined . daily, check and initial to verify, and
_the fheility failed 1o use the resuits of assessment ¢ include occurrences in Care Plans for
. to repise the residents comprehensive care plan . residents,
for {2} out of zeverteen {17) sampled :
: residents (Residents #7 and #10). Both . Monitored weekly in CQI meeting by COL
" Resiflents #7 and #10 sustained falis that were  Cowrmittes,
, not documented on the Minimum Data Set (MDS) F279. Compileted 6/20/13
! Assessments and there was no documented :
. avidance the faciitly rivised the care plans to
s inciudle intervetions for the falls.
The fndings include
| Review of faciity's policy tied, "Residert :
" Assegsment Instrument (RAIYMinimum Data Set : :
[{MDS)", dated 04/12, revealed the purpose was ;
“to cogsistently and accurately gather information :
Previout Versking Obsolate Evant 1D ATIEN Facilty Ity 100480 i1 mtinumioé shwat Page Gof24
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SUNMARY STATEMENT OF DEFIGIENCIES
{EACH CEFICIENCY MUST BE PRECEOEO BY FULL
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XA o
PREFIX
TAG
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PREFIX {EACH CORREC TIVE ACTION SHOULD BE | GOMPLETION
TAG : CROBS-REFERENCED TO THE APPROBIRIATE DATE

: OEFICIENEY)

F 278 Coptinued From page 6
. regarding resident needs and strength, which
" projvided the foundation for an individualized
. Interdisciplinary plan of care.

ecord review revealed the faciity admitted |

jident 7 on 03/22/12 with dlagnoses which

: ded Personal History of Falls, Abnormality of -
Gatt, Lack of Coordination, and Azheimer's :

 disgase. Further record review revealed nurse’s .

¢, dated 11/23/12 at 7:00 PM, which noted .

idert #7 was found by staff, sitfing on the

i floof. Another nurse's note, dated 04/23/13 at

1115 AM, revealed Resident #7 was found lying

: 0N e grass outside the facility. Review of

. Resydent #7's care plan, related to being atrisk

! for fhlls, revealed the last intervention in place o !

nt falls was implernented or 03/22/12.

: ecord review revealed the facility admitied

" Resilent #10 on 11/20/12 with diagnoses which
ded Osteoporosis. Further review revealed
e's note, dated 03/20/13 at 6:00 PM, which

: noteg: Resident #10 was found on the floor in

. bathjoom. Additional review revealed

: mentation of 2 fall, dated 04/24M13 at 4:15
. PM, ivhen Resident #10 was found on the floor in -
' the Hedroom. Review of Resident #10's care :
. plan jreiated to being at risk for falls, revealed
“rtenfention implemented on 05/27/13 was the ‘
, Sarng as interventions implemented on 11/20/12,

, intenyiew with the Director of Nursing {DON), on

- 06/14/13 at 12:05 PM, revealed interventions

; were fmplemented 1o prevent further falls of the

. residents but the imerventions were not

: docutnented on the comprehensive care plans.
F 281 i 483 J(k)3)7) SERVICES PROVIDED MEET
$8=0 ' PROFESSIONAL STANDARDS

F 279:

£ o281

FORM CMS-256702-9% Previous Versions Ohsdeie Evant - ATIE11
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: OEFICENCY)
i !
F 281 Cotinved From page 7 F 281
. Thel services provided or arranged by the facility T .
,' must meet mf‘assfma] Smdards of qualfty_ 281 ' R&S'Idc?ts Ordem have bm mv‘lﬁd per
; Physician's Orders to allow residents to
lay down 30 minutes after meals,
: " Al tesidents with GERD precaytions were
- Thid REQUIREMENT is not met as evidenced : reviewed by the Director of Nursing to
; by . verify accuracy of Orders and that Care
Baged on observation. interview, record review, " Plang are accurate, on 6/14, 6/17, and 6/18.
: andjreview of the faciiity’s protocol, it was :
' dete m;?;‘; ﬁ:e ffaci’l‘iﬁt? ;E:gd mf%g:a ;’»érvi‘:&s | CNAs and Nurses have been re-oducated
;P @ fach protesst by Dir f Nursi ing GERD
" stanfards of quality by faling to mplement the : pf@m;m gn ﬁﬁ%f ;g?;;;?g&,z 1. and
- Physician's orders for cne (1) of seventeen {17} 13 : ’ : ?
 sampied residents (Resident #5). Resident #5 _ - :
. had fiagnoses which induded Gastroesophageal | L. . )
' Refitx Disease (GERD) {2 condition in which the - Monitoring fo be provided by Charge nurses
. storffach contents (food or liquid) leak backwards |  ona daily basis and by CQI Comxuittee in
t fromjthe stomach into the esophagus {the tube . weekly meetings.
from|the mouth to the stomach)) aind !
| Orogharyngesl Dysphagia (swaliowing . F281 Completed 7/5/13
, difficplties), Resident #5 Physician’s Orders and ‘
| plan bf care included having the resident siting
_ Up &4 a ninety (90} degree angle with meais and
: for two hours after meals. Observation revealed ;
the resident was not at a ninety degree angle for |
; two Hours after the moming meal on 06/12/13. |
: The §ndings inciude:
- Revigw of the facility's protocol: "GERD
: Precautions”, undated, revealed residents with
- GERD were to be positioned at ninety (50)
| degrees at meals and for two (2) hours after
_meals. :
. Interyjew with the Speech Language Pathologist, |
FORM CME-2587(02-99) Praviows Versions (hsalete Evan K ATEN Faciity ILx 166430 ¥ comtinpuation shest Page 8of24
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{EACH DEFICIENCY MUSY BE PRECEDEOBY FULL
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XD
PREFIX
TALS i

PROVIOERS PLAN OF CORRECTION X5y

{EACH CORRECTIVE ACTION SHOLLD BE
CROSS-REFERENCED TQ THE APPROPRIATE -
OEFICIERCY)

G
PREFIX
TAG

CATE

F 281 Coptinued From page 8
on [35/14/13 at 9:20 AM and 1:10 PM, revealed
: redidents diagnased with GERD could belch up
* stofnach contents and re-swallow which could
; crepte aspiraton issues. She stated treatment
‘wa$ based on diagnostic findings and include
; hfe Ltyle modification and medication treatment.

resident wag admitted by the facility on
_ OB/ 7111 with dnagmas which included

ggificant Change Minimum Data Set {(MDS)

5 te {gmely) degrees at meals and two {2} hours

| revepiled the residerit was on @ mechanically

iew of Resident #5s medical record revealed |

ew of Physician's Orders, dated June 2013,
aled GERD precautions, elevate the resident ;

 afte - meals, monitor fahguewrmmeais mortitor

2 it Purmd dien wruch requured the sohd

{ 8ha further stated strategies included having the

ssment, dated 03/22/13, revealed the factity ; '

3, small $ips of l:qmds and two {(2) swallows
{ each bolus, Continued review of the ordars |

F 281
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oWy D SUMMARY STATEMENT OF GEFICIENCIES
; : (EACH GEFICIENCY MUST BE PRECEDED BY FULL

PREFIX |
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L] : PROVIDER'S PLAN OF CORRECTION . {8
PREFIX {EACH CORRECTIVE ACTION SHOLLG 58 | COMPLETON
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F 281" C:mtznued From page & ;
L chakingfaspiration, initiated 08/31/11, related to a :
; diagnesis of Cropharyngeal Dysphagia which

: ded the intervention to keep the head

" hodrs after meals.,

bac and the bed was elevated at approximately
- afoity-five (45} degree angle.

Intefview, on 06/12/13 at approximately 9:45 AM.
' with|Certifled Nursing Assistant { {CNA} #3
; Fevepled she had assisied Resident #5 with

| much and was just helping with the meal. She )
' the resident was supposed to be sitting up
¢ at a hinety (90} degrees during and after meals.
Ehe further stated after meals she Joft the
ent's bed up at a ninety (90) degree angle for
: apgrxumafeiy thurty {30} mirutes. The ONA ,

. was supposed to be listed on the aide care pian ,
- Afterjreviewing Resident #5's aide care plan, she °
revegled the precautions were not on the care :

. listedjon the care pian, aides may not have been ;
* aware of the precautions when assisting the '
resigent with megs.

F 281!

; eleyated ninety (80} degrees st meals and for iwa

Facilty 10 100480
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F 281 Confinued From page 10 . F 2811
: Physician’s orders to be up at ninety {96) degrees
" durihg meals and two (2) hours after meals _
becpuse the resident was on GERD precautions |
; to pfevent choking and aspirations. She stated
* they had a list of resiklents on GERD précattions
{Regident #5 was on list}, along with the protocols |
: andjthe list was posted at the nurse station, in the |
" aidgjcare plan book with that resident's aide care
. pan, and posted oo the resident's door. She :
i further stated the GERD precautions was also
supposed o be on the aide care plan, After :
. kooking in the aide care plan book and observing i
! the hack of the resident’s door. RN #1 stated ' ,
theyldid not include the GERD precaution list with ; :
; the fesident’s aide care plan or post it behind the |
: regident's door. RN #1 further stated the aide
careiplan did not include GERD precautions, :
; Condinued interview with RN #1 revealed, they did
- not illow the facility's process for alerting staff
thergfore the Physician’s order was rot foliowed, |

: few witt: the Director of Nursing {DON), on
06/18/13 at 1:30 PM, revealed Resident #5 had
: iftion issues due to Dysphagia and would
! cough and had clear nasal drainage when he/she -
 ate which were raditional signs of aspiration. !
. The DON stated the GERD protocot precsution to - i
: keepithe resident at ninety {30} degrees (for ; :
" meals and two (2) hours afer meais) was listed
on thie care plan and should have been on the _
are pian. She stated she did not know why |
| itwag not there to alert staff. She further stated |
the ajde did not normally take care of the
 resident, but should have kept the resident up per |
! the protocal and the Physician's order. : _
F 282 483.20(k){(3Xii) SERVICES BY QUALIFIED . Fes2!
35=0; PERSONS/IPER CARE PLAN i ’
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F 282! Coéﬁnueﬂ From page 11 ] F 282:
, Thy services provided or arranged by the faciity : ‘
: must be provided by qualified persons in ; .
ith each residert’ ; ianof | F282 " Affected residents under GERD
?ggf'mm v s wnen planof - precautions Care Plans and CNA
“Care Plans were reviewed on 6/17
. : and 6/18 by the Director of Nursing to
: - determine accuracy of Orders.
 Thig REQUIREMENT is ot met as evidenced | " Al residents under GERD precautions
by: . t Care Plans and CNA Care Plans were
; Baged on observation, interview and record i . reviewed on 6/17 and 6/18 by the
revibw it was determined the facility failed to . Director of Nursing to determine accuracy
ENspre services were provided by the facility in - of Orders.
i accgrdance with each resident's written Plan of . :
Carg for ons (1) of seventeen (17) sampled : . CNAs were in-serviced on 6/17, and 6/18
. resdents (Residants #5). Resident #5's : : h ; ) :
" Confprehensive Plan of Care in cluded an : t by the Director of Nursing regarding GERD
’ : precautions and how to read and understind

_intervnetion of having the resident sifingupata |
 ninety (90) degree angle with meals and for two ;

after meals. Observation revealed the i . :
ent was not at a ninety (90} degree angie for : * GERD precautions have been posted by the |

§2) howrs after the morming meat on 08/12/13. : Diirector of Nursing on 6/17 and 6/18.

i
: The findings includs: : i To be monitored by Charge Nurses daily and '

- CQI Committee in weekly mestings.

- Care Plan directions pertaining to same.

. 1. Review of Residert #5's madical record :
| revegled the resident was admitted by the faclity .  pagz Completed 6/20/13
“on 08/17/11 with diagnoses which included [
: Oropharyngest Dysphagia, GERD, Carncer, : :
! Progressive Alzheimer's Dementia and was
admited to Hospice on 04/23/13. Review of the : :
 Significant Change Minimum Data Set (MDS) I ;
- Assessment, dated 03/22/13, revealed the facility
. assepsed the resident as being severely
! cognftively impaired. The resident was also :
assepsed as needing totat assistance with meals. |

' Conthusd revigw of the medical record revealed

FORM CHIS-Z567(02-00 Prewvieus Visesons Obsokste Event EATEN Faciity 2 106480 if condipation sheet Page 12 of 24
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F 282 Coptinued From page 12 [ F282

sident #5's Comprehenswe CarePlan mcluded

hnosis of Gmpharyngeal Dys;ahag:a Review .
of the care plan revesled an intervention to keep |
Ihe head elevated ninety (80) de.grees at meals

' and the bed was elevaned at approximately
five (45] degree angle. ;

lnt& iew, ort G8/12/13 at approximately 9:45 AM,
: wi th Cemﬁed Nw&mg}\ssmtant {CNA) #43

and was just hatping with the meal. She

1er stated she left the resident’s bed upata
gty degree angle for approximately thirty (30} |
_mingtes, The CNA stated if the resident was of

g pfan aides, who assisted with meals, may :
. nat have been aware of the precautions. :

: Interview with Registered Nurse (RN)Y #1, on
| 06/1P/13 at 9:50 AM. revealed Resident #5 had

. “ordeys to be up at ninety {90) degrees during
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F 282 Continued From pags 13
 Me#Es and e (2) hours affer meals bacause the ;
" resldent was on GERD precautions to prevent
. choking and aspirations. She further stated the

iew with the Direcior of Nursing (DON), on
. UB/{4/13 at 1:30 PM, revealed the GERD protocol ;

t the protoced and plan of care.

resident must receive and the tacility must
; provjde the necessary care and services to attain i
intain the highest praciicable physical, '

: deteqmined the facitity failed to provide the
' necegsary care and services to attain or maintain |
. the highest practicable physicat well being for one

resident, but should have kapt the residen

. mantal, and psychosocial well-being, in

! acogrdance with the comprehensive assessment |
ang plan of care.

 This REQUIREMENT s not met as evidenced

by

. Based on observation, interview, record review,

" and feview of the faciity's GERD protocol, it was

F 282

F 309;
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F 309 CoRtinued From page 14 F 309"
£ (1) pf seventeen (17) sampled residants :
i . Resid i .
{ orit #5) resident #ﬁ‘had diagnoses of F 309 . Residents under GERD) precantions were
: Gagtrossophageal Reflux Discase {GERD) (s ! reviewed by the Di £ Nursi 6/17
congition in which the stomach contents (food or ' fe"*&":«ed y the Director o Jursing on 6/1 :
i fiquid) leak backwards from the stomach into the ;and 6/18, and GERD precautions were
" esophagus (the tube from the mouth to the  listed on the CNA Care Plans.

on
! the

€ facility's GERD Precautions which included |
niervertion to have the resident up ninety

2es at meals and two (2) hours after meals.
dition. the Resident #5 Physician's Qrder

andiComprehensive Care Plan included this

procedure. However, observation revealed
ident was not at z ninety degree angle for |
urs after the morning meal on U6/12/13,

findings inciude:
ew of the facility’s protocol: "GERD

autions”, undated, reveated residents with a ’
D disgnosis were to be positioned at a ninety -

All residents under GERD precautions Care
i Plans and CNA Care Plans were reviewed )
~on 6/17 and 6/18 by the Director of Nursing
i ter determine accuracy of Orders. GERD
. precautions were fsted on the CNA Care
! Plans at that time for all residents.

- CNAs were in-serviced on 6/17 and 6/18 by |
; the Ditector of Nursing regarding GERD
* precavtions and how o read snd understand
! Care Plan directions pertaining 1o same.

. GERD precmrtions have been posted by the :
, Director of Nursing on 6/17 and 6/18.

: {90)|degrees at meals and for two (2) hours after | - ;
‘meds. ~ . To be manitored by Charge Nurses daily and
: ! CQI Committes in weekly meetings. 5
 Interview with the Speech Language Pathaologist ;,
. (SLR), on 06/14A13, 2t 9:20 AM and 1:10 PM, F300'! Completed 6/10/13
| e residents with GERD ¢sn belch up ; i
st corttents and then re-swatiow which
j COuld create aspiration issues. The SLP stated
treatients were based on diagnostic findings and
s inclute festyle modification and medication
| treatinent. The SLP further stated strategies
el having the resident up at ninety (90)
: degripes during and after meals. She stated the
facilily's protocol was to have residenis upright for :
 two {2) hours after meals,
. i :
Eveny i3 ATIE1? Fauitty I0: 106486 H continuation sheet Page 15 of 24
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view of the medical chart revealed Resident #
5 admitted by the faciity on 08/ 17/11 with i
es which included Qropharyngesl :

s Dvs hagla, GERD, Cancezr ngresswe

d to Hospice on 04/23113. Review of the
bficant Change Minimum Data Set (MDS)

fA essment, dated 0322113, revealed ﬁ*;efacﬂlay 5
: assgssed the resident as being severely ~

cog fively mpaired. The resudem was also

' Review of Physician's Orders, dated June 2013,

revehled the following orders: GERD pmcaumns i

: elovate the resident to (ninety) degress at meals
tand wo (2} hours after meats, monitor fatigue

with neals, monitor for signs/sympioms of :
ifation, reduce bolus size of solids and liquids, *

alterpate sofids with lquids, small sips of liquids,
" and

Ry {2) swallows sfter each boius, Further ;
iegv of the orders revealed the resident was on

© @ mejchanically shtered diet, Pureed dist, which

edf the solid food to be pudding like in ,

' consstency.

' for at rigk for choking/aspiration, initiated

. OB/31/11, refated to a diagnosis of Oropharyngeal
 Dysp

" meat and for two hours after meais. '

agia. The plan included the irtervertion to .
he head elevated ninety (90) degrees at |

| with isher meal, by Ceriified Nursing Assist
; ({ONA
| 1o approximately ninety {(90) degrees,

#3, and the head of the bed was elevated |
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Facility I 190486

If contineation sheet Page 16 of 24




GTAOT /2013 1522

#5436 P.G23/023

PRINTED: 06/27:2013
FORM APPROVED
OMB NO_ 09380391

(A1) PROVIDERISLUPPLIER/CLIA,
IDENTIFICATION NUMBER:

188285

{X23 MULTIPLE CONSTRUCTION
A BUILDING

B OWING

{X3) DATE ShiRvey
COMPLETED

96(14/2013

NAME: OF PIROV] OR BUPPLIER

DOVER MANOR

SYREET ADORESS, CITY. STATE, ZIP CODE
112 DOVER DRIVE
GEORGETOWN, KY 40324

SUMMARY STATENMENT OF DEFIGIENOTES
(EACH DEFICIENCY MUST BE PREGEDED By FuLl,
REGULATORY ORLSC IDENTIYING INFORMAT ION)

X4
PREFIX |
TAG

0 PROVIDER'S PLAN OF CORRECTIOR ’ X5

PREFIX

TAG
REFICIENCY)

(EACH CORRECTIVE ACT KN SHOLLD 8L
CROSS-REFERENCED TO THE APPROPRIATE

| COMPELETION
: DATE

F 309 Cortinued From page 18

Further cbservation, on 08/12/13 at 8:20 AM,

: revgated Resident #5 was in hissther bed and the
bedwas elevated only at approximately a

; forty-five (45) degree angle and not at the ninety

' (90} degree angle required for two (2) hours after i
megs.

_Intejview, on $6/12/13 at approximately 9:45 AM,

: WithiCNA #3 revealed she had assisted Resident
| #5 with breakfast, but did not take care of the '
: resigent much and was just helping with the mea.
#3 stated she was aware the resident was
; supfosed to be sitting up at a ninety (90) degrees |
' during and after meals. CNA #3 stated after '
35, she lefl the resident’s bed up &t a ninety

pe angle for approximately thiry (30)

minjtes. CNA#3 stated if the resident was on

on the side care plan. She stated, after reviewing |
care plan, GERD precautions were not listed
ident #5's care plan, but shoukd have :
. been. Further interview, with CNA #3, revesled §
' the grecautions were not isted on the care plan,

. dide¢ may not have been aware of the

HUtions when assisting the residernt with

: iew with Registered Nurse (RN) #1, on
CQBA12/13 2 9:50 AM, revesled Resident 45 had

- ordefs to be up at ninety (90) degrees duting :
" meals and two (2) hows after mesals because the )
; residprit was on GERD precautions to preverit |
* choking and aspirations. RN #1 stated they had |
; a Bstiof residents on GERD precautions (Resident!
{45 whs on list), along with the protocols posted at
. the nlirse station, in with the resident’s aide care
I plan, jand posted on the resident's door. RN #1

F 309
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F 308 Cdntinued From page 17

ted GERD precautions were supposed 1o be
fd on the aide care plan. After looking in the
& Gare pian book and observing the back of

resident’s door, RN #1 stated GERD

it care pian and the list of residents on GERD
cautions was not with the aide care plan or
- pogted behind the Resident #5°s door. Continued

. intdrview with RN #1 revealed, they did not follow
“theffacility's process for alerting staff.

* Intgrview with the Director of Nursing (DON), on
U6/§4/13 at 1:30 PM, revealed Resident #5 had :

' Dygphagia and had aspiration issues. She stated i

. theyesident would sough and had clesr drainags, -

: at tines, when eating, which were faditional

_ signs of aspiration. The DON stated the aide

! shopid have kept the Resident #5 up at ninety ;
{90} degrees for two (2) hours after the meal, per !

i the facility'’s GERD protocot and care plan, due to ;

~ higH nisk of aspiration. The DON further stated !

i the precautions should have been on the aide

* carg plan and they usually putthe GERD

. pregaution protocals in with the residents aide

ers 0 alert staff.

The facility must ensure that the resident

a8 ig possible: and each resident receives
- adequate supervision and agsistance devices to
' prevent accidents.

' carg plan. She stated she did not know why it was |

- enviforment remains as free of accident hazards |

F 309

F 323;
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F 323 Coptinued From page 18 . F 323,

" This REQUIREMENT is not met as evidenced

by

‘ ed on observation, interview, record review
; ang review of the facifity's poficy, it was

* detprmined the facifity failed 10 ensure the

: resgients’ environment remained as free from

' acddent hazards as was possible; and sach

. reskent received adequate supervision and :
- assjstive devices t prevent accidents for one (1) :
. of spventeen (17) sampled residents {Resident
“#2)pnd one (1) unsampied resident (Unsampled |
fdant A). =

dent #2 was assessed and cars planned to

" have an alarm on hig/her wheelchair to hslp

| prevent falls, but on 06/13713 the alarm was
obegrved to have been disconnected. In adcfition,

i the d@tarm had no batteries. Observation, on ;

“08/1/13 at 2:40 PM, of the bathroom In room 47

; (Ungampled Resident A) revealed no towst rack
wasiin place and the grab bar opposite the toilet

s was eoverad with towsis,

i The Findings include:

pview of the facility's poficy and procedurs

di "Dover Manor Alarms Policy and :
: Procedure”, updated 10/04/11, revealed it was the:
policy of the facility fo perform 2l risk ;
| assebsments on each resident and provide :
Blarrgs as necessary to decrease the risk of falls. |
i The glarms may consist of personal aiarms, :
. presgure olarms, setrelesse seat belt alarms, or
: & corpbination of these (or other alarms that may ;
. comd available) for safety of the resident.
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DEFICIENCY)
F 323

F 323; {Copttinued From page 18

tew of the medical record for Resident #2
ealed the facility admitted the resident on

ormity, Right Ankle Fractusre, Dementia and
e Weakness.

_ having past fall history with one (1) fall and no

. The Brief Interview for Mental Status

¢ i
. (BIMS) score was welve (12) of of fifteen {15)
L indieating the resident had moderate impairment

 in cpgnition.

e of a fall assessment for Residarnt #2,
¢ 04/14/13 revealed the resident was getting
nassisted to use the restroom and fell. .

of the Physician orders revealed orders
gd 04/15/13 for Sensatech Alarm to bed
bndary to decreased safety awareness and an ;

order dated 04/21/13 for a Magnetic alarm to
: whepichair to alert staff of unassisted fransfers.

| Review of medication orders dated 08/01/13,
. revepled resident received antianxiety Remeron
, 82105,

13, Zanax 01/02/13, and antidepressant
f112/24112. Review of Comprehensive Care
B, dated 05/15/13 revealed to observe !

. Resiflent #2 for electrolyte imbalance, dizzy,
 incolerent, disoriented and drowsy.

! Revibw of Physician telephone order dated -
. 06/04/13, D/C magnetic alarm to wheelchair and ,
- ordefed clarification, Sensatec Alarm to bad and
; chai

i Revigw of the Alarm tracking form dated

5/06 with diagrioses which included Forearm

F 323 | The resident’s alarm was immediately
restored to firll finetioning on 6/13/13,

: The towel rack was immediately replaced
‘on 6/13/13.

All resident alars were inspected on 6/14,
! by LPN Devonne Cowan and found tobe in. ©

, order,

- all towel racks were inspected on 6/17/13,
. by the Housekeeping Supervisor and any

¢ found to be In need of attention were

: replaced.

© The alarm checklist was revised on 6/17/13,
. by the Director of Nursing to include: !
* 1) Alarm Type; 2) Presence of batteries;

i 3) Alarm function; 4) Date, time, and nurse

© checking initials.

,- Towel racks will be monitored by House-
keeping Supervisor during weekly environ-
; memal inspections.

i Monitoted by Charge Nurse.

' Bach shift monitors 50% of alarm, and each |
: Subsequent shift monitors 50% of those not
_ Inspected by the preceding shift each day.

F323 Completed 6/18/13

FORM CAMS-2567(02.68) Previous Versions Obisolete
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY EULL
REGUUATORY OR LSC IDENTIFYING INCCIRMATION)

XAV
PREFIX
TAG

1D
PREFIX

Tads
DEFICIENG Y}

PROVIDER'S PLAN OF CORRECTION
(EACH CORREGTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

i X3
b COMPLETION
H DATE

F 323 : Cortinued From page 20
06/12/13, reveatad an alarm check for Resident
. #2, first shift occurred at 10:10 AM and revealed
* no ather checks prior to 06/13/13 9410 AM had
beaett conducted.

Intefview, on 06/13/13 at 912 AM, Certified
: Nurging Assistant #1 (CNA) reveled the resident
i waslio have bed and chair alarms.

~Ob
- 74
" aft

rvation, on 08/13413 at 315 AM, Resident
& sitting in her wheel chair with alarm

ed 10 the chair.

" Obsprvation, on 081313 at 917 AM, revesled
CN

; and
and Hiscovered there was no batteries in the
whaelchair alarm.

Irtendew, on BBMEM3 at 917 AM, CNA#2
revesied the alarms were not plugoed into the
bed pr to e wheelchalr ard the alarm on the
whedlchalr needed batteries.

! Interbiew, on 06/14/13 at 910 AM, Licensed
_ Pracjical Nurse (LPN) &3 revealed a percentage
. of repident alarms were checked each shift ang

. werel recorded and tumed inte the Director of
: Nursing (DON).

tew, on 06/14/13 at 1:30 PM, with CMNA#
she did not know the batipries were
on 081313,

ealed she usually worked on A wing and
she did not find any batteries in the

#2 checked bedside and wheelchar atarms
he getached the alarm from the wheelchair

' recofded. The residents alarms tracked sach sh%fzf

ew by phone, on U814/13 at 2210 PM, CNA |

F 323,

FORM CMS-2667(012-983 Pravious Versions Ohvscints
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA IX2) LR TIPLE CONSTRUCTION IX3} DATE SURVEY
AND PLAN OF C@RRECTION IDENTIFICATION NUBBER: A BULDING COMPLETED

185285 B. WING 06/14/2013

NABME OF PROVIDER OR SUPPLIER ) BTREET ADDRESSE, CITY. STATE. 2 GODE
. 112 DOVER DRIVE

VER MANOR
Do GEORGETOWN, KY 40324

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERT PLAN OF CORRECTION x5
{FACH CORRECTIVE ACTION SHOULD BE  COMPLETION

X431 ;

f{’RE;tx ) {EACH CEFICIENCY MUST BE PRECEDRED BY F141 . PREEIX

TAG G REGULATORY OR LSC DENTIFYING NEORMATION) Povam CROSS REFERENCED TO THE APPROPRIATK  °  DAE
' OEFICIENGY)

F 323 Coftinued From page 21 P32
" alagm whan she took the alarm back o the ; ;
TBes' station and unscrewed tw back and

 re qaced the batteries. She further revealed she

drd ot kriow who took the batteries out,

lew, on 06/14/13 at 2:25 PM Registerad
(RN) #1 revealed that the alarm rot having
fes was a safely issue and did not know

{ the batteries would not be in the alarm

she reoe:ved the resxdent alarm tr*ackfng form for ;
i &ach shiff. The DON revealed it was a safety :
" issup and the documented resident aiarm
ing form needed to include staff testing the
! residents’ alarms. The DON further revealed it

eview of Unsampled Resident A's miedical i
! recobd revealed the resident was admitted by the
facti o G8/10/12 with diagneses which :nciudeef
griension, Osteoporosis, Ostevarthrosis -
pacified, and Alzheimer's Disease, The :
. Quagterly Minimurm Data Set (MDS) Assessment, |

| dategi 05/20/13, m-zvewed the resident was ;

Bsidont was assessed as needing extensive E
tance of two {2} staff with transfers and todel :

. use, IThe MDS also indicated the resident was |
gady moving from a seated t¢ standing '
itlon and when transferred from one surface

FORM CMS-2567107-69 Pravious Virions Obsalels ‘ Even] IATIEN Farslily 10 100480 If ;ontinuation sheet Page 22 of 24
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185205 B WING — 06/14/2013

JDER OR SUPFLIER STREET ADDRESE, CITY, STATE, ZIP CODE
112 DOVER DRIVE
R
DOVER MANO GEORGETOWN, KY 40324

(Xa) i SURBARY STATEMENT OF DEFICIENCIES o ‘ FROVIDER'S PLAN OF CORRECTION )
PREFEX | (EACH DEFICIENCY MUST BE PRECEDED BY FLLL . PREFIX LEACH CORPECTIVE ACTION SHOULD BE , COMPLETION
TAG REGURATORY GR LSC DERTEFYING IRFORMATION) : TAG : CROSSREFEREMGED 10 THE APPRODPRIATE LIATE

: : : DEFRSIENGTYY :

NAME OF PROV

F 323! Coptinued From page 22 F323
Comprehensive Care Plan for being at risk for
 falip, last review 05/22/13, reveated the resident
' way care planned for fallg related to unsteady
balprce during transition, required staff
: asgstance with bed mobillty, transfers, and toilet

iew of the Aide Care Plan for Unsampled
fident A revealed the resident was to be
sted fo the toiet

Bampled Resident A's room}, on 06/11/13 at _
: 2248 PM, with Maintenance Director revealed the
" bathroom had no towel rack in place and towels |

47 had no towed rack and that he was
rare the fowed rack had come off. Me further |
the grab bar was covered with towels and |

' resident could not hold onto the grab bar securely
if nepded. The CAN stated there usedtobea -
f rack in the bathroom, but it nad been down |

tile. !

id not have been on the grab bar because

FORM Cr8-2557(02-89) Previous Varsions Ghacleie Evant ExATIE Faoity j: 100480 If continuation shaet Page 23 of 24
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FORM APPROVED
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STATEME NT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185285 B. WING 06/14/2013
NAME OF PROVIDER OR SUPPLIER STREET ABDRESS, CITY, STATE. ZIP CODE
112 DOVER DRIVE
BOVER MANOR
GEORGETOWN, KY 40324
(X410 SUMMARY STATEMENT OF DEFICIENGIES 1o} PROVIDER'S PLAN OF CORRECTION X5
PREFIX | {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 323 ' Continued From page 23 F 323

: the resident would have nothing to grip onto if

. they had lost their balance. She stated it would

. be a fall risk for the resident, who used his/her
walker and required staff assistance to ambulate

into the bathroom to use the toilet. She further
stated the resident did not routinely use the grab
bar, but if needed hefshe had needed to use the
towels were a hazard. The LPN stated she did
not know why there was no towel rack in the _
bathroom and the aides should have reported this .
to the nurse so maintenance could have been

: notified.

Interview, on 06/14/13 at 1:30 PM, with the
Director of Nursing (DON) revealed they were

aware the towel rack was down it room 47 and it
had been put on the maintenance log to fix. She
provided a copy of the Room Inspection

Checklist, dated 05/28/13 which noted towel rack .
needed repair. She further stated the resident in
room 47 was unsteady and required assistance to

. the bathroom. The DON further stated she was

- unaware towels were placed on the grab bar and
| it was a safety risk to use the grab bar with towels
- on it because you coutd not grip the bar properly.

FORM CMS-2567{02-59) Previous Versions Obsolele

Even! ID:ATIET

Facility ID- 100480

If continualion sheet Page 24 of 24



OTSOTL2013 16018 #3438 P oo2/n24

DEPARTMENT OF HEALTH AND HUMAN SERVICES T FORM ApT2013

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO_ 0938 03g1
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185295 B WING S 06/1172013
NAME OF PROVIDER OR SUPPLIER STREET ADERESS, CITY, STATE. 2IP CODE
HZ DOVER DRIVE
DOVER MANOR
GEORGETOWN, KY 40324
XAy SUMMARY STATEMENT OF DEFICIENGIES : i ;o PROVIDER'S PLAN OF CORRECTION : | X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ©OPREFEX (EACH CORRECTWE ACTION SHOULL BE . COMPLETION
TAG REGULATORY O LEC IDENTIE VG INFORIATION) \ TAG CROSS-REFERENCED TO THE APPROPISATE e
‘ : i DEFICIENCY) ’
K 000 : INTTIAL COMMENTS K 000;

i CHR: 42 CFR 483.70(a)
| BURDING: 01

i PLAN APPROVAL QB8MS/TT

SURVEY UNDER: NFPA 101 2000 Existing

| FAQILITY TYPE: SNE/NE

| mﬂa OF STRUCTURE: One {1) story Type v

PKE COMPARTMENTS: Six {8} smoke
Dartments

;%M%%mvm‘ 3

' FIRE ALARM: Complete fire atarm system with
i Sioke and heat detectors

s g}?

J
i

T GENERATOR: One (1) Type il natural gas
! gensrator. ’

! A stgndard Life Safety Code sutvey was
conducted on 06/11/13. Dover Maner was found

i not tg be In compliance with the requirements for

' gipation in Medicare and Medicaid. The _

Is llcensed for eighty-five (85} beds with a ,
s of eighty-five (85) on the day of the ; :

; The findings that follow demonstrate
. nonchmpliance with Title 42, Code of Federal ;
| Regifations, 483.70(a) ot seq. {Life Safety from |
. Firex)

(ABORATORY DIEEC RS VIDER ESE B SIGNATURE ' HTLE e DA

- Event I ATIER] Faedity 1D; 100480 if confirmation sheet Page 1ofg -
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B WiNG

{X2) MULTIPLE CONSTRUCTION
A BUELDING 01 -MAIN BUILDING o1

(X3} DATE SURVEY
COMPLETED

068/11/2013

NAME OF PROWDER OR SUPPLER
DOVER MANOR

112 DOVER DRIVE

GECRCGETOWN, KY 40328

STREET ADDRESS, CITY. 8TATE. ZIF CODE

(Rayip
PREFIX

FUMBAARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FLAL

TAG | | REGULATORY OR LSC IDENTHFYING INFORMATION)

(I PROVIDER'E M AN OF CORRECTION O am

PREFE{

H {EACH CORRECTIVE ACTION SHOLD BE ¢
TAG CROSS-REFERENCED TO THE APPROFRIATE Doaye
: DEFICIENCY) :

b COMNPLETION

K GO0 : Con

. de

SS=F ;
' 8m

a
ite
. o

s
: Pen

“hesa
i 19.3

: pargets and steel frames. A minimum of ARy

‘ fioof. Dampers are not required in duct

tinued From page 1

Qe{i‘iaciencies were cited with the highest

wrcy identfied at "E” level.

K 625 ° NFPA 101 LIFE SAFETY CODE STANDARD

ke bamiers are constructed to provide at

| least 2 one half hour fire resistance rating in

ance with 8.3. Smoke barriers may
inate at an atrium wall, Windows are
ed by fire-vated glazing or by wired giass

ate compartments are provided on each
lrations of smoke barriers in fully ducted

ing, ventilating, and air corditioning systems. i
A3,19.3.7.5,1916.3 19154 i

Thi

. ge
" ba

: basi

STANDARD is not met as evidenced by: |
on obssarvation and interview, it was .
mingd the facility faifed to ensure smoke
were maintained acconding to Nationat
rotection Association (NFPA)Y standards. :
eficiency had the potential to affect three {3y

¥ {6} smoke compartments, forty {40}

nts, staff and visitors. The facifity is :
for eighty-five (85) beds and the census
ighty-two (82} on the day of the sUrvey. i

ndings inciude:;

ion, on 06/11/13 between 10:00 AM and |
PM, revealed smoke barriars at Chapal, ’
de room #24 and at Lobby had penetrations

. not sealed around conduit piping ard data wires
K z)enerated the walls.

KOOO;

Koz5
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DEPARTMENT OF HEALTH AND HUMAN SERVICES S Praclou
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09386301
STATEMENT OFEEFICIENCIES (X1) PROVIDESISUPPLIER/CLI (X2) MULTIPLE CONSTRUCTIDN R3) DATE SURVEY
185295 B WING 06/11/2013
NAME OF PROVWDER OR SUPPLIER STREET ADURESS, CITY, STATE. 71 CODE
12 DOVER DRIVE
VER MANOR
bo MA GEORGETOWN, KY 40324
XD SUMMARTY STATEMENT OF DEFICIENCIES f i+] PROVIDER'S PLAN OF CORRECTION : 1%
PREFIX : (EACH DEFINENCY MUST BE PRECEDED BY FULL . PREF®Y (EACH GORRECTIVE ACTHIN $HOULD BE COMPLETION
TAG ! REGULATORY (2 LSC IDENTIFYING INFORMATION) : e CROSS-REFERENCED TO THE APEROPRIATE i kAT
CEFICIENCY) :

K 025! Coptirved From pags 2 K 25 )
i © K025 ‘Smoke barriers were repaired with drywall
: tape and mud in all areas found to have

" Intdrview, on 08/11/13 at 12:30 PM. with the : _ *
» Maintenance Director revealed he wag UnawSErs  penetrations. Repairs were conducted by
" maintenance staff on 6/17 and 6/18, 2013,

of the amount of penetrations observed during

! thelsurvey. :
, ' . The remaining smoke barriers in the
“ inteyview, on 06/11/13 at 1:15 PM, with the ' facility were inspected on 6/18/2013, by
: Admiristrator revealed the faciiity contracted with : | Teamtenance staft

a lopal company to correct ail smoke barriers fast | :
 yeay and would make contact with them again to . " Smoke barriers will be re-inspected by
, bring the smoke barriers in compliance. - maintenance staff quarterly and will report
i : . rEs i ions to CQIC ittee.
 Reference: NEPA 101 (2000 edition) a , Tesults of inspections to CQI Comain
‘" 8:2 ‘4?;; Z'Lpgz. conduits, bus ducts, cables, Ko25! Completed 6/18/2013
prematic ubes and ducts, and sjmilar building '

i the 4 ‘
. partfion shall meet one of the fal fowing g
" conditions: )
; @. It shadl be flied with a material that is capable |
i the

- b. it $half be protected by an approved device that,

igned for the specific purpose.
here the peneirating item uses 3 sleeve to .
' penefrate the ' !
Smoke partition, the sleeve shall be solidly set in ; ‘ ;
: Smole partition, and the space between the tem | ;

'

e shall meet one of the following conditions:
Shail be filled with a material that is capabie

FORM czﬁ-ess?(&zxee#; Privious Versions Oltsaisty Evertt [( ATIEZ) Facifity 1D: 100480 H continustion sheat Page Zof 6
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NAME GF PROVIDER OR SUPPLIER §TREET ADDRESS, CITY, STATE, 2IP CODE
112 DOVER DRIVE
VER MANOR
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XMW SUMMARY STATEMENT OF DEFICENCIES o PROVIDER'S PLAN OF CORRECTION e
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY RHEL PREFIX (EALH CORRECTIVE ACTION SHOULD BE D COMPLETION
TAG ! REGULATORY OR LUSC IDENTIFYING INFORMATION) TaG MMFEREME:FEE ;gc%*ﬁ APPROPRIATE DAY
= f
K 025! Coptirued From page 3 K 025;
. Of limiting
- thetransfer of smoke. , _‘
. b. I shall be protected by an approved device that !
is
! degigned Tor the specific purposse.

' (3) Where designs take transmission of vibrations
s into conslderation, :
vibration isofation shall mest one of the

ng corditions:
@ shall be made on either side of the smoke
' parftions

i b, ifshal -be made by an approved device that is i

" No fprnishings or decorations of highly flammable |
L erare used. 19752 19753 19.7.54

iS{STANDARD is not met as evidenced by:
on observation and interview, it was

ined the facility faifed to ensure that no ;
- compustible decorations were used in the faciiity, |
‘a ing to NFPA standards. The deficiency
! had the poterttial to affect three (3) of six (8)

smore compartmants, forty-eight (48) residents,

| staff] and visitors. The faciiity is certified for
. eighty-five (85) beds with a census of eighty-two |
: {82) pn the day of the survey. The facility faiied to
: decorations brought into the faciity were |
* being propedy fire treated.

'The ndings include:
O fion, on 06/11/13 between 10:00 AM and

 12:34 PM, with the Maintenance Director, g
- revedied wreaths, throughout the faciiity had no

K073 : A6l decorative wreaths were removed from
; resident room doors on 6/14/2013. The
Director of Social Services communicated
+ with families involved and expleined the

Ko73: need to remove the wreaths from the doors.

: Housekecping and Maintenance staff has

. been in-serviced regerding the need to

" continue to keep non-fire-rated decorations
: from being placed on resident room doors,
; and all additional fire-rated doors.

Housekeeping staff will monitor and report
. any new decorative items to Director of

' Social Services, who will remove the items
: and educate famifies.

. Director of Social Services will report _
i continued compliance to CQi Committee in
© weekly meetings,

K073: Completed 6/17/2013
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STATEMENT OF
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IDENTIFICATION NUMBER:

185295

X2) MULTIPLE CONSTRUCTION
A BUILDING 01 -MAIN BUILDING 04
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08/11/2013

NAME OF mw OR SUPPLIER
(OQVER OR

STRELT ADDRESS. CITY, STATE, ZIP CODE
112 DOVER DRIVE
GEORGETOWN, KY 40324

AT ID
PREFIX |
TAG

SUMMARY STATEMENT OF DEFICENCIES
(EACH DEFICIENCY MUST 3 PRECEDED BY PR,
REGULATORY OR LSC iDENT|FviNG INFGRAATION)

3] : FROVIDER'S PLAN OF CORREGTION
. (EACH CORRECTIVE ACTION SHOULD BE
TAG : CROSS-REFERENCED 10 THE APPROPRIATE

! : DEFICIENCY!

: oy
| GOMEETION
DATE

i ik

58=D"

Pwit

| det

! gta

‘sla

. Ad
0o
i decprations down and family members kept
~ bringiing them back.

K147 NF

yeir

K O?3F Centinued From page 4
" degumentation of flame retardant being applied.

: Intgrview, on 06/11/13 at 12:30 PM, with the
: Malntenance Director reveated he was aware

inistrator revealed this was an ongoing

%\ﬁ&\m on&/11/13 at 1:00 Pt with the
lern that the facility kept taking the

 Reference: NFPA 101 (2000 Edition}

£ 19.715 4 Combustible decorations shail be
! proHibited in any heakh care occupancy unless
. theviare flame-retardant

101 LiIFE SAFETY CODE STANDARD

hINFPA 70, Nationat Electrical Code 912

I This STANDARD Is ot met as evidenced by:
! Bag

on observation and Interview, it was
ined the facitity failed to enswre efecirical
was maintained in actordance with NFPA
ndards. The deficiency had the potential to

. affact one (1) of six (6) smoke compartments, _{
one (1) resident, staff and visitars, The faciltty is

i KO73 .;

degorations were required to be treated with a fire :
: retardant spray but the taciiity did not allow the
; arpmable decorations in the facility. He also _
that family repeatedly brought them in ang !

: thelfacility took them dowr.

K 147:

Eledrical wiring and equipment is in accordance

FORM CMS.2567107-08) Previous verskrs Obso
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

185295 B wiNG

STATEMENT OF DEFCIENCIES 1) PROVIDER/SUPPLIER/CLIA XTI MULTIPLE CONSTRUCTION
ANy PLAN OF CORRECTION ENTIFGATION NUMBER: A BUILDING 91 - MAIN BUILDING 01

HAME OF PROVIDER OR SUPPLIES

STREET ADDRESS. CITY, 5TATE, 2IF CODE

¢ certified for eighty-five | 48) beds and the census
- was eighly-two (82) on the day of the survaey. The|

" cords were being used Wopetly, i
' The findings inciude:

' Observations, on 06/11/13 between 10:00 AM

s and 12:30 PM, with the Maintenance Director,
reveated 3 hair dryer and three {3) curfi ng irons

: plugged into & power strip that was alse plugged

 intor another power strip in the beauty shog. The

: appliances were not being used at the time of

| survay nol were any residents present,

' Interview, on 06/11/13 at 12:30 PM. with the i
A ; Maintenance Director, revealed he was unaware
r : Of the power strips being used in the beauty shop.
" interview on 06/11/13 at 1:00 PM. with the
- Administrator revealed that the power slrips

" would be takan care of,

: Reference: NFPA 99 (1999 edition)
“3-32120 :
» Minimum Number of Receptacles. The number of |
receptacles shall be determnined by the intended
: use of the patiert care ares. There shaif b !
+ sufficient receptacies located 50 as to avoid the
: need for extension cords or muitinle outet

' adaplerg,

:
I

)
]

K 147

: Tacility failed! to ensure power strips and extension® K 147 The power strip was removed from the

beanty parlor cart on 6/14/2013.

Two additional wall receptacles were
added to the beamty shop on 6/14/2013/

Tha Beautician was Instructed in the use of

electrical power strips on 6/15/2013 and s
now using the new wall receptacles.

:’Ihe. power strip has not been returned to the

beauty shop.

Completed 6/17/2013

112 DOVER DRIVE
DOVER MANOR
GEORGETOWN, KY 40322
0 2T I SUMMARY STATEMENT GF DEFICENCIES , o PRUVIDER'S PLAN OF CORRECTION O s
PREFIX ! (BACH DEFICIENCY MUST BE PRECEDED BY Rutl : PREFX {EACH CORRECTIVE ACTION SHOULD B P COMPEETION
TAG FEGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROFRIATE | Garg
i BERICIENGY)
K 147 | Continued From page 5 K 147

FORM CMS-2557(C2-99) Previous Versions Otaclale Event IE-ATIE2

E00/E00 d ZZas#

Fackity iTr 100430

if contiruation shabt Page 6 of &

b

g

=1

CLOZ/2L/L0



