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A standard hélth survey was conduasted 1/4/12
through 1/6/12 and a Life Safety Code stifvey
was conducted on 1/4/12. Deflclencles werg
clted with the highest scope and severlty of an "F"
with the facliity having the opportunity to comect
the daficiencles before remedias would be
recommended for imposition.
F 253 | 483.16(h)(2) HOUSEKEEPING &. F.263
§S=E }MAINTENANCE SERVICES On 1/6/12 the floor around and undac the .
The facillty must provide-housekeeplng and | refrigerator in the Biue Unit storage room
e fac -
majntanance services necessary to maintain a Wes cleaned by the flocr tech. The entry
sanitary, orderly, and comfortable Interior, lounge ceiling is sch?duled to be repaired by
the Maintenance Assistant by 2/6/12. The
baseboards In the Greeh Unit Lounge were
cleansd on 1/13/12 by the floar tech. The
; tiles in the Green Unit shower room were
Idenced )
I;ls REQUIREMENT 6 nl mef 5 eviien replaced on 1/18/12. The wheelchalr brake
Based-on observation, Interview, and racord for Resident #11 was replaced by the Main-
F‘*"ISW.l it Wals det9rm'|ﬂed the lfaclllly fat“t?d to tsnance assistant on 1/6/12, The seal on the
maintain a clean, sanltary environment for e
tesldents, statf, and visitors. The floor around the “ﬁlge':"“ ']“Ig;g':’ :i’\“i;,‘["}"‘y ’°°mx’”
rafrgerator In the Blue Unit Utifity room was found répiaced on y the Maitenance As-
soiled as well as the refrigarator was solled and . | sistant.
the seal was lvose and dragging the fleor. The
anity lounge celiing was stalned, cracked and On 1/6/12 the Director of Housekeaping in-
ﬁoee"ng- The baabO:TIdE‘ib'l" “’1‘5 Greansl;nll spected all storage areas to ehsute floors
unge were covered In black areas, Shower wore clean. By 2/6/12 the Maintenance Di-
:;g&ﬁ ;,’gc},h {,’,f_’ reen nlthad cracked and rector and Assistant will complete an inspec-
_ tion of'all celling areas to datermine if any
The findings include: , other aress are cracked, stained or peeling,
Review of the faclllty’s poflcy for the Any repairs necessary will bo made. All
aview o! cliity’s polle )
Housekeeplng Dapartment's function {no date) bmb‘rrds,wm Inspected by the Director of
revealed the policy to atate ... to contribute to the Houaskeeping on 1/6/12 to identify any oth
ar -
(AHORATORY DIREDTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TmLe . aT OATR
2 W% Apon A Halj—

Any deficlen Ji : lenl ending with an astorak (*) denates 2 deficisncy which the Insillulien may be excvzed from cotrecing providing I Is dotemnined that
other safegudylis provide sufficlant proiection to thu patlanis. (See Insiructions,) Except for nuralng homes, \he findinge stated sbove ars dlaclocable 90 daye
foliowing Lhe dale of survay whether of ot a plan of correction ie provided. For nurelng homss, tha abova find ngs.and-plqnmmdbwedlsdofble 14

daya following the date thase documents are made availuble ta the facilty. (f defiolendias are aitad, an approv W IE T cortinued
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All tiled areas will be inspected by 2/6/12
F 253 | Continued From page 1 F253| by the Maintenance Director and Assis-
good health of our patients by providing a clean, © tant to identify any other broken tiles.
safe and sanitary environment. . These will be replaced if found.
Eh Oglsen{?tiltt)n.u(’)n 01I05”2hatcl&4g AM, rt;-‘;llealed The unit secretagies will check all wheel-
- the Blue Unit storage room had a brown staln on - -
the fioor next to the refrigerator. The stain was :’ham for broken brake levers, missing
also opserved on 01/06/12 at 1:56 PM and at egs, etc. by 1/27/12. The Maintenance
2:45 PM. Director will inspect all refrigerators by
2/6/12 to ensure that all seals are intact.
interview, on 01/06/12 at 1:56 PM, with
';eQ‘ngF??R":\l;fzg (R-N-)lé#g ;nd I?ae'SIdentth ] The staff will be re-educated by the Staff
ssistan revealed, the stain on the floor . :
had been there for a couple of weeks and had Bevgo}’z‘e;t/ﬁ;:’;dmmr .o f ?:emr of
been reported to the unit manager. Housekeeping ursing by 2/10/12 regarding the proce-
was responsible for cleaning the floor, dure for reporting work orders for the
Housekeeping and Maintenance Depart-
Interview with Housekeeper #4, on 01/06/12 at ments. The Housekeeping Director has
2:26 PM, revealed housekeeping was responsible .
for mopping the fioor. If there was something that d; veloped a schedule fo;the routine
needed cleaning the nurse aides reported it to the cleaning of the floors and has Included
housekeeping staff on the floor. instruction on moving and cleaning under
| on 0146/ M. with th refrigerators. Wheelchairs are on a
nterview, on 01/16/12 at 2:45 PM, e weekly cleaning sched leted b
Director of Housekeeping/Laundry revealed there the 11?;&3:;15 :)ON :2;'] cozﬂ:c:te y
was a cllpboard on each unit for issues which the 5 re
Housekeeplng Director checked dally. staff on reporting any needed repairs to
' maintenance.
2. Observation, on 01/05/12 at 8:50 AM, revealed |
the entry lounge ceiling had a yeliow stain, The. Director of Housekeeping will per-
cracked, and peellng paint. form a monthly audit to ensure that the
Interview with the Director of Maintenance, on floors are without stains or spills for 3
01/06/12 at 2:45 PM, revealed moisture from the
attic and collecting condensation caused the
ceiling to yellow and crack, with peeling paint. He
had known about It for one to two weeks, and
was last repaired in 2010. He stated potential
probiems could include drywall falling, water and
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molsture could harbor bacterla the residents months if no deficient practice is noted
could breathe. audits will be performed on a quarterly
3. Observation of the baseboards In the Green basis.
Unit Lounge, on 01/05/12 at 9:20 AM, revealed - . .
biack marks along the entire back wall Findings will be reported to the Quality
Assurance Committee
Interview, on 01/06/12 at 3:05 PM, with the
Director of Housekeaping and the Maintenance
Director revealed the baseboards did not look .
clean but looked like wax buildup. The Director of The facility uses a computer program
Housekeeping stated there was someone who (TELS) to help schedul i
comes In to clean the floors. She also stated the g: d the) b:aintepnan:e ;::::: :l::;h e::s o
floors are stripped once every three months and : > vill add a | == 5.
were last stripped In September or October. The quarterly audit of ceilings and tiled areas
Director of Maintenance scraped a black mark off to the TELS program. These audits will
the floor, and stated the fioor iooked cleaner. . be reported to the Quality Assurance
; ' C ittee.
Interviéw, on 01/08/12 at 4:30 PM, with ommittee
Housekeeper #6 revealed the floor machine
sprays everywhere when the floor Is stripped and
the stripper mix is black, He stated he had not
reported the black marks to anyone and they
were from the last time he had stripped the floor.
4. Observation of the Green Unit Shower Room
2, on 01/06/12 at 9:13 AM, revealed cracked floor
tile at the wall.
Interview with the Director of Maintenance and
the Director of Housekesping, on 01/06/12 at
3:50 PM, revealed they were unaware of the
cracked fioor tile. The Director of Housekeeping
stated evaryone was responsible to report
maintenance issues and the cracked tile had the
potential for germs. The Director of Maintenance
stated there was a potential for a resident to cut
themseives..
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5, Observation, on 01/04/12 at 10:30 AM and.
12:50 PM, and continued observation on 01/05/12
at 8:30 AM, and 11:10 AM, revealed Resident
#11's wheelchair brace lever was not covered
with a rubber cap, exposing a sharp edge.

During interview, on 01/05/12 at 8:30 AM,
Resident #11 voiced that the sharp edge on the
wheelchair brake could cause a resident to have
a scrape. The resident was concerned he/she
might bump into it or someone eise might bump
into the sharp edge. The resident said he/she
had agked for it to be repaired several days ago
but nothing had been done so far. The resident
was uncertain who hefshe had talked to.

interview with LPN #4, on 01/06/12 at 11:10 AM,
during a skin assessment observation revealed
the LPN stated the brake lever definitely needed
to be fixed. Aresident could be scraped by it.

'Interview, on 01/06/12 at 8:00 AM, with the

Maintenance Director revealed he was unaware
of the need for the protective cover on Resident
#11's wheelcehair brake lever. The Maintenance
Director said the nurses had not informed him of
the need for this repair. The Maintance Director
sald he does not rountinely check the
wheelchairs. He follows up on repairs when a
work order was on the unit clipboard or someone
called and left 8 message. The Mainkance
Director said the nursing staff was suppose to fili
out a work order when a repair was needed and

‘e checked the clipboard daily,

interview, on 01/06/11 at 9:30 AM, with the Green

F 263
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Unit Manager revealed & resident could be
injured by the exposed brake lever.

6. Observation of the refrigerator in the utility
room of the Biue Unit, on 01/05/12 at 8:44 AM,
revealed the rubber seal on the bottom of the
refrigerator door cracked, broken into two pieces
and dragging the floor. The seal contalned a
brown, crusty substance along the entire strip.

Interview, on 01/06/12 at 1:56 PM, with RN #5
and RA #7 revealed the third shift (11:00 PM fo
7:00 AM) RA was responsibie for checking and
cleaning the refrigerator. The 11-7, RA Check Off
List, Biue Unit form was completed nightly and
had Ciean and Stralghten Frig/Freezer Discard
Items Over 24 hrs as an assigned task. Although
it was the RA responsibliity to ¢lean the
refrigerator, the third shift nurse was responsibie
for checking the refrigerator temperature and
checking that the RA had cleaned it. RA#7 stated
the cracked and broken seal had the potential to
not keep food cold.

interview with RN #5, on 01/06/12 at 2:06 PM,
revealed the unit had a phone call list to call
maintenance as well as a form to complete which
someone from the maintenance department
checks every moming. She also stated she knew
about the refrigerator seal for & couple of weeks
and did not notify maintenance,

interview with Blue Unit Manager, on 01/06/12 at -
2:15 PM, revealed staff and families use the
refrigerator. The Unit Manager was nhot aware of
the broken seal. She stated the 11.00 PM to 7.00
AM aldes are responsibie for cleaning and the
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11:00 PM to 7:00 AM nurse was responsible for
monitoring the refrigerator had been cieaned.
There was a board for maintenance issues at the
nurse's station. The Unit Manager stated she did
spot checks but had not checked the refrigerator
in a couple of waeks. A potential problem with the
broken seal could be food hot maintained at
proper température.

Interview, on 01/16/12 at 2:45 PM, with the
Director of Housekeeping/Laundry revealed
nursing was respohsible for cleaning the
refrigerator. The Director of Maintenance stated
he was unaware of the broken seal on the
refrigerator until this survey. There'was a form at
each nurse's station for maintenance issues that
was checked daily. He stated a potential problem
with a broken seal could be the refrigerator loses
its coldness. ;i

On 01/06/12 at 4:40 PM, interview with the
Director of Nursing (DON) revealed the 11:00 PM
to 7.00 AM shift unit staff was responsible for
cleaning the refrigerator and no auditing was
being done. She stated patient food was stored in
the refrigerator and there was a potential for
infection.

483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facllity must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial

F 253

F27¢

On 1/25/12 communication was added to| 5/1/19
the comprehensive care plan for resident
#] by the Green Unit Assistant Manager.
The problem and interventions for falls
on Resident #4 has been on the care plan
since 7/21/11. On 1/25/]2 the care plan
on Resident # 12 was updated by the
Green Unit Assistant Manager to include

FORM CMS-2567(02-99) Previous Verstons.Obsolele . Event ID:FVUB1{

Facility ID: 100633 If continuation sheet Page 6 of 25

po

= D—t

PR WY Bl 1. 1

OFFIC= OF INSPECTOR GENERAL
V0N OF ~EAL ™ TARE SACLITES AND SERVICES)|




Feb. 24. 2012 3:01PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

JEFFERSON MANOR 502 426 7041

No. 0215

PRINTED:

P. 8

01/23/2012

FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

needs that are identified In the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicabie physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by
Based on Observations, interview, and record
review, It was determined the facllity failed to use
the resuilts of the Resident assessment to
deveiop a comprehensive pian of care for four (4)
of nineteen (19) residents, #1, 4, 8, and 12.

The findings include:

Review of facility policy on CAA Process and
Care Planning revealed facilities were responsible
for assessing and addressing afl care'issues that
were relevant to individual residents, regardless
of whether or not they were covered by the
Resident Assessment Instrument (RAI).

Review of Resident #1's Minimal Data Set (MDS)
revealed Resident #1 was a right sided Cardlo
Vascular Accident (CVA) and had Dysphagia.
The CAA's on 06/14/11 Identified a care plan
should have included interventions to maintain
communication. Communication was not

. reviewed the corporate presentation on carg
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the monitoring for side effects related to
antipsychotic vse. The comprehensive care
plan was revised by the Green Unit Assis-
tant Manager on 1/6/12 for resident #8 to
include the colostomy.

All comprehensive care plans to be re-
viewed by [DT by 2/10/12 to ensure that al
needs are addressed and that all care plans
are current and applicable to the resident.
Any updates or revisions will be completed,
as indicated.

Nursing staff including IDT will be re-
educated on the use of the care plan to di-
rect care and the need to include special
procedures on the individual care plan, Thig
will be completed by the DON or Staff De-
velopment Coordinator by 2/10/12 . IDT |

planning on 2/2/12 this was confirmed by
the DON.

The DON will review 25% of cate plans
each week for 8 weeks to ensure al] care
plans are reviewed a second time within 'thﬁ
quarter to ensure that they are accurate and
individualized for each resident. The DON
will then review a minimum of 25% of carq
plans each month to ensure our procedure
for development and review of care plans i3
Implemented. The DON will report any
issues she finds to the facility QA commit-
tee for follow-up.
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developed on the care plan.

Review of Resident #4's MDS revealed Resident
#4 was at a risk for falls. The CAA's on 01/28/11
Identified the care pian should have had
interventions to prevent & Resident from failing.

Review of Resident #12's MDS revealed the
resident was ordered psychotropic medications.
The CAA's on 07/6/11 identified the care plan
should have included interventions to monitor for
medication side effects.

Interview, on 01/06/12 at 4:00 PM, with LPN #1
revealed the care plan for Resident #1 should
have included communication,

Interview with Nurse #2, on 01/16/12 at 8:35 AM,
reveaied Nurse #2 confirmed communication
should have been Included In the care plan.
Nurse #2 also, confirmed Resident #4 shouid
have had fall interventions and Resident #12
should have been care planned for psychotropic
medications.

Review of the medical record for Resident #8
revealed the facility admitted the resident on
03/04/11 with diagnoses of Hypertension, Toxic
Gastroenteritis, Intestinal Obstruction and
Paralytic lleus and s/p Colostomy.

Observation, on 01/05/12 at 8:30 AM, revealed
Resident #8 had a colostomy. Resident #8
referred to the colostomy as "that thing"-and
would not look at or touch the colostomy.

Revlew of the care plan for Resident #8 revealed

F 278

e
A subcommittee of QA members and
other staff as needed will meet no less
than monthly to track compliance with th
POC and the effectiveness of the POC. If
the plan is not effective the sub-committe
will recommend changes to the full QA
Comunittee which will continue to meet nd
less than quarterly
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F 279 Continued From page 8 F 279
there was no mention of resident's colostomy.
Interview with Assistant Unit Manager, on
01/06/12 at 11:50 AM, revealed care plans for
new admissions were initiated the day after
admission at morning meeting. She stated
colostomy care should have been care planned
for Resident #8. She also stated the care plan
should have addressed adjustment concerns by
the resident related to the colostomy. '
Interview with Director of Nursing (DON), on
01/06/12 at 4:20 PM, revesled there was a
meeting every morning to discuss what had
happened in the last twenty four hours. At that
time care plans wete initiated on all new
admissions. She stated colostomy care should

‘| be on & care plan of any resident admitted with a

colostomy. .

F 280 | 483.20(ct)(3), 483.10(k)(2) RIGHT TO F 280 )

8§=D. PARTIéIP(ATE PLAN(le(slzG CARE-REVISE CP The care plan for resident #4 had the tube 21112

feeding highlighted but did not include
The residentl has ;‘he I'Ilght,f unl%s:. abderdge(j the date the feeding tube was discontin-
incompetent or otherwise founa to )
incapacitated under the laws of the State, to :e:i. d?n.llzlsgz ﬂ;: ca:: pl:}:n wabs ufi q
participate in planning care and treatment or ated to Include a datc that the fube feed-
changes in care and treatment. ing was discontinued by the Green Unit -
Assistant Manager. On 1/25/12 the care
A'colmprehensive care plan must be developed plan on Resident #12 was updated by the
within 7 days after the completion of the Green Unit Assistant Manager to include
comprehensive assessment, prepared by an L )
Interdisciplinary team, that Includes the attending the monitoring for side effects related to
physician, a registered nurse with responsibility antipsychotic use.
for the resident, and other appropriate staff in
discipiines as determined by the resident's needs, Ali comprehensive care plans to be re-
and, to the extent practicable, the participation of viewed by IDT by 2/10/12 to ensure that
the resident, the resident's family or the resident's all needs art addressed and that all care
legal representative; and periodically reviewed
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F 280 | Continued From page 9

and revised by a team of qualified persons after
each assessment.

This REQUIREMENT Is not met as evidenced
by:

Based on record review and interviews it was
determined, the facility failed to update/revisg the
care plan for two (2) of nineteen (19) sampled
residents, Resident # 4 and Resident #12.
Resident #4 had an intervention that had been
discontinued. Resident #12's care plan was not
revised to reflect the discontinuation of a Gtube.

The findings include:

Record review revealed, the facility admitted
Resident #4 on 07/21/11 with diagnoses of CVA,
Increased Lipids, Dysphagia, Arthritls, L
Hemiplegia, Abnormal Galt, and Diabetes.

Review of the care plan initiated on 07/21/11
revealed a care plan for a gastric tube due to
dysphagia. The gastric tube was discentinued in
September 2011, This intervention was still on the
care plan 01/05/12.

Record review revealed the faciiity admitted
Resident #12 on 05/26/11 with diaghoses of Brain
Cancer, Right Hemiplegia, Subdural Hemorrhage,
Deep Venous Thrombosis, Reflux, Depression,
Abnormal Gait, Fractures of T12 anT13,
Seizures, Steroid Diabetes, and a Colostomy.

Review of the care plan for Resident #12
revealed there were no intervention to monitor for

F 280| plans are current and applicable to the
resident. Any updates or revisions will be
completed as indicated.

Nursing staff including IDT re-educated
on the use of the care plan to direct care
and the need to include specia] procedures
on the individual care plan. This will be
completed by the DON or Staff Develop-
ment Coordinator by 2/10/10. 1IDT re-
viewed the corporate presentation on care
planning on 2/2/12, this was confirmed by
the DON.

The DON will review 25% of care plans
each week for 8 weeks to ensure al] care
plans are reviewed a second time within
the quarter to ensure that they are accurate
and individualized for each resident. The
DON will then review a minimum of 25%
of care plans each month to ensure our
procedure for development and review of
care plans is implemented. DON will re-
port any issues she finds to the facility
QA committee for follow-up. A subcom-
mittee of QA members and other staff as
needed will meet no less than monthly to
track compliance with the POC and the
effectiveness of the POC. If the plan is
not effective the sub-committee will rec-
ommend changes to the full QA Commit-
tee which will continue to meet no less
than quarterly,
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- | Each resident must recelve and the facility must

Continued From page 10

side effects from psychotropic medications which
was friggered from the Minimum Data Se
Assessment. '

Interview, on 04/06/12 at 8:36 AM, with LPN #1
revealed, the care pian of Resident #4 shouid
have had the gastric tube discontinued off the
care plan and Resident #12 should have had
monitor for the side effects of psychotropic
medications added,

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, In
accordance with the comprehensive assessment
and pian of care,

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined the facility faiied to
follow physician orders regarding no side ralls for
one (1) of nineteen (18) sampled residents,
Resident #5,

The findings include:

The facility did not provide a policy on physician
orders.

Record review for Resident #5 revealed the
facllity admitted the resident on 10/26/11 with
diagnoses of Acute Left Sided Stroke, Diabetes

F 280

F 309

The side rails were removed from the bed
of resident # 5 on 1/6/12 by the Director
of Nursing and Nursing Supervisor.

21112

All other residents’ charts were reviewed
on 1/6/12 by the Unit Manager and As-
sistant Managers to determine which
residents had side rai)s ordered. The Side
Rail Assessment was reviewed on ali
residents with side rails ordered to ensure
safety in the use of the side rails. All side
rails were removed from the residents
bed if side rails were not ordered, this
was completed by 1/9/12 by the Director
of Maintenance and Maintenance Assis-
tant

The Director of Nursing or Staff Devel-
opment Coordinator will re-educate all
licensed staff on the facility’s assess-
ments for side rails and what measures to
take if a resident is not to utilize side
rails. This will be completed by 2/10/12.
Al CNA's will be re-educated by the
Director of Nursing or the Staff DeveJop-
ment Coordinator on
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F 309 | Continued From page 11 F 309
Mellitus Type I, and on 10/28/11 Seizures. The following each residents plan of care.
Fall Risk Screen form completed on 10/26/11 and This will be completed by 2/10/12.
11/08/11 under Section D. g.:ognil:ion. noted :
periods of confusion. A Side Rall Screen was The Unit Manage istant Unit
aiso completed on 10/26/11 which the faciity Mooy Menager o Assistant Uni
assessed Resident #5 for no side rail use related Eer Wil audit the charts of all new
to cognition. The resident's Initial Care Plan dated admissions quarterly for 4 quarters to
10/26/11 had NONE noted for side rails. The RA ensure that side rails are assessed and
Care Plal; for Jfaguairg 20:#25 nolt-zdi NCIJ for Séde used as indicated and ordered. The Unit
rails. Review of Resident #5's clinical recor er or Assi i
revealed the current physician order, upon the M'Bnag kr or Assistant Unit Manager
Resident's admission to the facility, dated will make rounds weekly for 4 weeks
10/26/11 for no side ralls. then monthly for 3 months then quar-
terly to audit for use of side rails Find-
Observation of Resident #5, on 01/05/12 at 10:05 ings will be reported to the Qua]ity As-
AM, revealed one quarter side rails on each side surance Committee
were up while the resident was In bed. '
Additionally, the one guarter side rails were up on
each side of the bed when observed on 01/05/12
at 11:25 AM and 4:25 PM, and on 01/06/12 at
8:05 AM, 9:38 AM and 10:05 AM.
Interview with Resident Assistant (RA) #8, on
01/06/12 at 11:10 AM, revealed the side rails
should not be up, as noted on the RA Care Plan.
RA#8 also stated Resldent #5 had a history of
‘seizures and the resident could possibly hurt
him/herself with the side rails up.
Interview with Registered Nurse, RN #5, on
D1/06/12 et 11:15 AM, revealed the side rails
should not be up. Upon admission, the resident
was assessed as confused and could not use the
side rails properly. On 01/06/12 at 11:30 AM, RN
#5 revealed when the nurses do treatments they
also check for side raiis evety shift, and had not
done it today, RN #6 stated she believed the side
rails were probably raised during a treatment so
FORM CMS-2867(02-90) Previous Versions Obsoiste Event |0; ¥VUB11 Fadlity ID; 100533 If continuation sheet Page 12 of 25

JED




Feb

.24, 2012 3:02PM

DEPARTMENT OF HEALTHAND HUMAN SERVICES

JEFFERSON MANOR 502 426 7041

No. 0215

PRINTED:

P. 14

01/23/2012

FORM APPROVED
OMB NO. 0938-0391

_CENTERS FOR MEDICARE & MEDICAID SERVICES -
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING c
185169 B. WING 01/06/2012
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
1801 LYNN WAY
JEFFERSON MANOR ' | LOUISVILLE, KY 40222
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (Xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY)
F 308 [ Continued From page 12 F 309
the resident could help roll to each side, and ’
someone forgot to lower the side rails afterward.
Interview with the Blue Unit Manager, 01/06/12 at
11:50 AM, revealed Resident #5 was confused
and would not be able to free himv/herself if they
became wedged in between the side rail and the
mattress and if there was a history of seizures
then additionally, would not use side rails. She
stated the resident did not have safety awareness
and could harm him/herself if he/she became
wedged and unable to free him/herself.
Monitoring was on the Treatment Administration
Record (TAR) which staff nurses signed every
shift. Every three months residents are
re-assessed for side ralls on the 3:00 PM to 11:00
PM shift
Interview with the Director of Nursing (DON),
01/06/12 at 5:20 PM, revealed Resident #5 was
unable to use side rails propery and the side rails
had now been removed. She stated side rails are
assessed every quarter and with a significant
change. The resident could potentially get caught
In the side rails or it could become a restraint.
F 441 483.65 INFECTION CONTROL, PREVENT F441| The Employes who entered theroom . |  /19/12
$S=F | SPREAD, LINENS without PPE was re-educated immediately
The facility must establish and maintain an on th? Tequirement to wear PP.E ‘,”hen
Infection Control Program deslgned to provide a entering a room where transmission base
safe, sanitary and comfortable environment and precautions are being followed by the Uni
to help prevent the development and transmission] . Manager and DON. On 1/5/12 the bar of
of disease and infection. 502p was removed and discarded by the
(a) Infection Control Program Groen Uit Secretary. The staff mermber
The facility must establish an Infection Control who used improper hand washing tech-
Program under which it - niques during the skin assessment was re-
(1) Investigates, controls, and prevents infections educated on hand washing by the DON.
Event ID: FVUBT1 Faclity ID: 100533 If continuiation sheet Page 13 of 25
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in the facility;

(2) Decides what procedures, such as isolation,
shouid be applied to an Individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections. i

{b)-Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the faciiity must
Isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from dirgct contact with residents or their food, if
direct contact will transmit the disease.

(8) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice,

(¢) Linens

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

I1)‘his REQUIREMENT Is not met as evidenced
y:

Based on observation, Interview, record review,
and review of the faciiity's handout titied Infection
Contral Precautions, Treatment Skills Checklist,
In-service records on Infection Contral, review of
the Center for Disease Cantrol (CDC) Guideline
for Hand Hyglene in Health-Gare Settings, and
Lippincott's Nursing Procedures &th edition, it was
-~ determined the facliity failed to have an effective

F 441
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F 441 Continued From page 13 The Staff Development Coordinator of

DON will re-educate staff members on
Infection Control Practices during dyess-
ing changes by 2/10/12. Resident g # 3,
5, and 13 have been monitored by Nurs-
ing Supervisor to ensure that the noted
Practice did not present any complica-
tions for the resident. (infectjon, deterio-
ration in wound, etc) ' :

On 2/2/12 all residents who wish to use
bar soap were given a soap container
labeled with the residents’ name. The
DON will review lab reports and the
wound round reports for past 45 days to
ensure that there are no new infections in
residents with wounds that may be relat-
ed to infection control practices. This
will be completed by 2/10/12.

The Director of Nursing or Staff Devel-
opment Coordjnator will re-aducate all
staff on the Infection Control Policy in-
cluding the use of PPE when entering a
residents room where transmission based
precautions are being observed, hand-
washing, and dressing changes. The
Lippincott Manual for Nursing Proce-
dures was used as a reference. This edu-
cation will be repeated monthly for 3
months then quarterly. .
All licensed and non-licensed nursing
staff must attend in-servicing on Infec-
tion Control Practices a minimum of 4
times within the next year. All newly
hired employees will receive their initial
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£ education during orientation. All licensed
441 C;Jn;it? ued F';O"I‘ page 1': The faciity failed to FAM| st providing direct care to residents
infection control program. e [acl e ' . . . .
follow infection control guldelines during a will Pe o Semcefi with return demon
dressing change for three (3) of the nineteen (19) strations on dressing changes, hand
sampled residents (Residents #3, #5, and #13). washing and glove changes. This will be
Abar of soap was found in one (1) of the two (2) completed by 2/19/12. Any licensed staff
Sh%wﬁgg‘;ov’v"i o:;rt’?olglg?lve:du dndt;ingm:?e?ﬁ:g that is on vacation, on a leave of absence
guide ere
for one (1) of the nineteen (18) sampled residents or PRN will not be allowed to return to
(Resident #15), Staff used improper hand work until they have been in-serviced
washing techniques during a skin assessment on |- with return demonstration on dressing
one (1) or nineteen (18) sampled residents changes, hand washing and glove chang-
(Resident #7). In addition a staff member was es.
observed entering an isolation reom without
adhering to isolation precautions. Infection . -
control is a repeat deficiency for the previous The Assistant Unit Manager will perform
three (3) years. audits weekly for 8 weeks on staff mem-
bers that enter a room whete transmission
The findings include: based precautions are being observed.
, To ensure ongoi asis -
Review of the CDC Guldelines for Hand Hygiene rooriate t:ctf:im:eef?f : ds i on the ap
in Health-Care Setings, dated 10/25/02, revealed Prop q ressing
the following indications for handwashing and change, the Nursing Supervisor or Staff
hand antisepsls: Decontamlinate hands before Development Coordinator will observe
having direct contact with patients; each nurse performing direct care to resi-
Decontaminate hands after contact with body dents perform a dressing change and skin
fluids or excretions, mucous membranes, assessment within the net 6 week
nonintact skin, and wound dressings; Change essment within the next 5 weeks or
gloves during patient care if moving from a until all nurses have been observed a
contaminated body site to a clean body site; inimum of two additional times. The
Decontaminate hands after removing gloves. Nutsing Supervisor and Staff Develop-
Revlew of the facility's handout titled Infection “‘f""tﬂ?ﬁd‘“”’ will provide evidence
Control Precautions revealed hand hygiene must of return demonstrations to DON for re-
always be performed after removing gloves. porting to the facility QA Committee.
Further review revealed if a resident requests to
use their personal bar soap, it must be rinsed off
before and after use. Do hot leave bar soap in
the shower or whitipool rooms and never share
FORM CMS-2567(02-89) Previous Varsions Obsalete Event ID: FVUBT Facilily ID: 100533 If continuation sheet Page 15 of 25
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bar soap.

Review of the facllity's reference book Lippincott's
Nursing Procedures, 2009, revealed the
reference did not contain information on clean
dressing change technique.

interview with the Nursing Supervisor, on
01/12/12 at 1:50 PM, revealed the Lippincott's
Nursing Procedures was the only resource
avallable to staff for dressing change techniques
and guldellines.

1. Observation of Hall tray pass during meal
service, on 01/04/12 at 12:00 PM, revealed
Resident Assistant (RA) #4 delivered the junch
tray to Resident #13 in a room labeled as contact
isolation. Signage posted outside the room on
the doorframe listed the following information:
wear gowns when entering the room-and
providing direct care; wear gloves while having
direct contact, when toileting; wash hands with
soap and water before and after direct care and
when leaving the room; use Isolation barrels for
all inens end trash. The RAwas observed '
entering the room without washing her hands and
donning Personal Protective Equipment. The RA
was observed setting up the Residents tray,
repositioning the Resident and the Resident's
piliow then exiting the room without washing
hands.

interview with RA#4, on 01/06/12 at 10:35 AM,
revealed she did not know the resident was in
isolation and did not notice the signage posted
outside the room. The RA revealed she did not
realize what she had done till other staff members
informed her of the contact precautions that were

The 3-11 Charge Nurse ot each unit will
perform audits of the shower rooms to
ensure the bar soap is not left in the show-
er room. Audits will be performed on a
weekly basis for 3 months, with finding
reported to the facility QA Committee.

The facility designated a QA subcommit-
tee to meet no less than monthly to review
all activities refated to the POC. They
will review audits and education offerings
completed each month and will determine
from reviewing these if there is a need for
additional education, demonstration, disci-
plinary action or additional audits to en-
sure sustained compliance, The subcom-
mittee wil) direct those additional activi-
ties needed and will report on their actions
1o less than quarterly to the facility Quali-
ty Assurance Committee.
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not followed during the meal service, The RA
revealed there was a potential to pass on the
infection the resident has to others.

Observation of Resident #13's dressing change,
on 01/06/12 at 9:40 AM, revealed Licensed
Practical Nurse (LPN) #6 donning PPE outside of
the resident's room. The LPN entered the room
without washing or disinfecting the hands prior to
donning gloves, entering the Resident's room,
and beginning dressing change techniques.

Interview with LPN #8, on 01/06/11 at 10:10 AM,
revealed she was not aware of the CDC guideline
for hand hygiene and revealed she just forgot to
wash hands prior to initiating the dressing change
and entering the room. The LPN revealed a
potential for infection control by not foliowing
hand hygiene and isolation precautions. -

Observation of the skin assessment and wound
care to Resident #3, on 01/05/12 at 10 AM,
revealed LPN #6 did not wash or sanitize hahds
with glove change. The LPN did not wash hands
when exiting the room to access the medication
cart and upon reentry twice during wound care.

Interview with LPN #6, on 01/06/12 at 10:50 AM,
revealed she did remember leaving the room and
forgot to wash hands upon reentry, The LPN
stated a potential for infection spread to other
residents.

Interview with Blue Unit Manager, on 01/06/11 at
11:35 AM, revealed handwashing on entry and
exiting rooms and between dressing changes are
Imperative, The Unit Manager revealed a
potential for contamination to themselves and
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others, as well as risking wounds not healing or
becoming worse, especialiy with isolation. The
Unit manager revealed she has not monitored the
nursing steff for hand hygiene during skin
assessments and wound care. Inregardsto
isoiation precautions, the Unit Manager reveaied
she witnessed the RA enter the room and not
adhere to isolation precautions. The Unit
Manager revealed precautions are listed on the
RA assignment sheets and posted outslde the
room, She revealed she did correct the staff if
she noticed a problem.

Interview with the Staff Development Coordinator
(SDC), on 01/08/12 at 11:65 AM, revealed the
Isolation policy had been revamped since the last
survey and the facility staff had been reeducated
twice. The SDC revealed the new Infection
control policy was attached to the in-service
provided 11/16/10 and 8/23/11. The SDC
revealed all new employees are checked off on
dressing change techniques. She revealed
isolation related infection control audits are
audited by spot checking staff on procedures and
monitoring them entering and exiting rooms. The
reports were reported to the DON,

Review of the in-service records revealed the
attached "policy” was the handout titled Infection
Control Precautions.

Review of the Treatment Skills Check List
revealed Handwashing was to be done prior to
and after treatment,

Interview with the Director of Nursing (DON), on
01/06/12 at 4:20 PM, revealed she had not been
made aware of any concems regarding hand
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hyglene and dressing changes. The DON
revealed there was not a competency check-off
for the nursing staff. In regards to isolation
precautions, the DON revealed audits were
performed and had decreased to monthly audits,
untll Resident #13 arrived. The DON reveaied
audits were increased to dally related to the
number of people entering the room without
adhering to isolation procedures and precautions.
The DON revealed the potential for spreading
Infection by not following proper infection control
guidelines

2, Observation of a skin assessment on Resident
#7, on 01/04H12 at 11:40 AM, revealed LPN #9
did not wash her harids after removing gloves.
During the skin assessment on Resident #7, LPN
#9 removed the resident's brief, examined the
peri-rectal area, changed gloves and completed
the skin assessment, LPN #9 did not wash her
hands between glove changes. After completing
the skin assessment on Resldent #7, LEN #0
removed her gloves, left the room, completed the
skin assessment paperwork, touched another
resident, all without washing her hands.

Interview with the Director of Nursing (DON), on
01/06/12 at 4:30 PM, revealed numerous
in-services on handwashing were conducted at
the facility since last year's survey, She stated
hurses are taught to wash their hands after
removing gloves and by not following the proper
hand washing technigues infections could spread
throughout the building to both residents and
staff.

3. Observation of Reskdent #15's indwelling
urinary catheter (urinary drainage) care, on

F 441
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01/09/12 at 11:45 AM, revealed RA #3 did not
wash or santize her hands with the glove change
after cleansing the resident's perineal area. After
cleansing the perineum the RA removed the
soiled gloves and donned clean gloves. The RA
then proceeded to tie the soiled linen bags shut
and then applied a medicated powder to the
resident's perineum. The RA pulled up the
resident's trousers and then tranferred the
resident to the wheelchair, wearing the same
gloves she had wom to administer the medicated
powder to the perineum,

Interview with RA#3, on 01/06/12 at 12:00 PM,
revealed she was aware she should have washed
her hands and appiied clean gloves when moving
from dirty to clean but had forgotten to do so.
She revealed her actions were a potential to pass
on infection to others who came Into the
resident's room. The RA said she could not
remember when she last attended an insarvice
on indwelling catheter care,

Interview with The Green Unlt Assistant Manager,
on 01/06/12 at 4:30 PM, revealed the RA's
should always change gloves when going from a
dirty area to a clean area and should aiways wash
thelr hands between glove changes, They are
trained in handwashing Inservices. Not washing
hands and changing gioves after applying cream
to the peri-area could spread germs and bacteria,

Interview with the Green Unit Manager, on
01/06/12 at 2:30 PM, our policy Is to wash hands
between glove changes and to aiways change
gloves when going from dlrty to clean.
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4. Observation, on 01/06/12 at 9:13 AM, revealed
a used bar of Dove soap In the open box on the
sink in the Green Unit Shower Room 2. The soap
did not have a name on it. At 1:05 PM the bar
soap In the box had been moved from the sink
onto a shelf with washcloths, tollet paper, and
paper towels. The soap was again observed on
the shelf In the shower room at 3:50 PM.

interview with RA#6, on 01/05/12 at 3:50 PM,
revealed the facility did not use bar soap and if it.
belonged to a resident it should have a name.on
it. She stated: showers on the Green Unit are

. -assigned to RAs and after being used it should
have been taken outof the shower. She stated a
potential problem could be the spread of disease
if someone else were to use i,

Interview with LPN #7, on 01/06/12 at 4:00 PM,
revealed an aide was assigned every shift to look
for items |eft in the shower room and everyone
was supposed to check behind themseives. She
stated the bar soap should have a resident name
or be thrown away. She stated a potential
probiem couid be another resident used the soap
and do not know what they may have on their
skin.

On D1/05/12 at 4:10 PM, an Interview with the
Unit Secretary revealed there was not to be bar
soap left in the shower room. If a resident used
bar soap it was to be taken out of the shower
room, She stated an aide was assigned to check
the shower room and every aide was respansible
to clean up after themselves. She was not aware
of any audits being done, A potential problem
could be cross contamination if another resident
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used the bar soap.

Interview, on 01/05/12 at 4:25 PM, with the Green
Unit Assistant Manager and Unit Manager
revealied ohgoing audits on the unlt for bar soap
twice a week were completed and was last
checked on Monday 01/02/12. The Assistant Unit
Manager stated the use of bar soap was
discussed in the morning huddie and the monthly
RA meetings.

On 01/05/12 at 4:30 PM, an interview with the
Staff Development Coordinator revealed ah aide
was assigned every shift to check the shower
room that everything was taken out. She stated a
potential problem could be the spread of
Infection.

Interview, on 01/06/12 at 4:40 PM, with the
Director of Nursing (DON) revealed the facility
discouraged the use of bar soap and the Green
Unit had been audited twice a week for bar soap
by the Assistant Unit Manager. She stated the
facllity specifically discussed the use of bar soap
in training, A potential problem was the spread of
Infection.

5. Observation of a dressing change for Resident
#5, on 01/05/12 at 10:05 AM, revealed RN #8 did

hot wash hands between glove changes. The RN
changed her gioves six times, ' '

Interview with RN #8, op 01/06/12 at 1:15 PM,
revealed gioves are to be changed before and
after completion of the dressing change and
gloves are sufficient as long as they are changed
during the dressing change. She stated the
facillty's policy was to wash hands prior to and at
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the end of treatment. She stated she had
inservice training at the facility and were
monitoring each other.

Interview, on 01/06/12 at 4:40 PM, with the
Director of Nursing (DON) revealed infection
control and hand washing were discussed in
Inservices. She stated the wound nurse observed
a dressing change if a new dressing was started
and the unit nurse had not done It before. The
wound nurse had not reported any Issues with
dressing changes,

Revlew of the Inservice Training record revealed
RN #8 attended trainings for infection confrol an
08/23/11 and 11716/11.
» F 520 483.75(0)(1) QAA

" §5-E | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance committee cansisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facllity'’s staff.

The quallty. assessment and assurance
committee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary’ and
develops and implements appropriate plans of
action to correct identified quality deficlencies,

AState or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
complisnce of such commitiee with the

F 441

F 620 ;
On 1/25/12 commupication was added to the 2/11/12

comprehensive care plan for resident #1 by
the Green Unit Assistant Manager. The prob-
lem and interventions for falls on Resident #4
has been on the care plan since 7/21/11, On
1/25/12 the care plan on Resident # 12 was
updated by the Green Unit Assistant Manageri
to include the monitoring for side effeots
related to antipsychotic use, The comprehen-
sive care plan was revised by the Green Unit
Assistant Manager on 1/6/12 for resident #8
to include the colostomy.

The care plan for resident #4 had the tube
feeding highlighted but did not include the
date the feeding tube was discontinued.
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On 1/25/12 the care plan was updated to
F 520 | Continued From page 23 F520| include a date that the tubs feeding was
requirements of this section. - discontinued by the Green Unit Assistant
Manager.
Good faith attempts by the committee to identify &
and correct quality deficiencies will not be used as .
a basis for sanctions. On 1/25/12 the care plan on Resident #
12 was updated by the Green Unit Assis-
tant Manager to include the monitoring
This REQUIREMENT is not met as evidenced for side effects related to antipsychotic
by: - use.
' Based on interview and record review, it was
determined the facility failed to .have an effective The Bmployee who entered the room
Quality Assurance (QA) Committee that was without PPR was re~educated immediate-
structured to ensure the plan of correction 1y on the . tt PPE wh
developed for previous deficlent practices Y on 8 requirement to wear PPE when
Identified during the survey dated 10/14/10 in the enteriog 2 room whete isolation precau-
areas of F-279, F-280, F-371 and F-441 were tions are being followed by the DON.
m%ntained. The facility deemed compliance on Ou 1/5/12 the bar of soap was removed
11/26/10 for these deficiencles. The facility was
found to be non-compliant in the same areas .;;d dit:;farded :y Gr;en Ul:iit. Secretary.
during the Standard Health Survey concluded on © Statl member who used improper
01/06/12, hand washing techniques duting the skin
. ; assessment was re-educated on hand
The findings Include: washing by the DON. The $taff Devel-
Interview with the Director of Nursing (DON), on opment Coordinator or DON wilk re-
01/06/12 at 4:20 PM, revealed they had been educate staff members on Infection Con-
dOing numerous audits to follow up on . trol Practices dm‘mg d.ressmg Chmges by
deficlencies from iast year. She reported that 2/10/12, Resident s # 3,5, and 13 have
recent’audits had revealed no concems. She been monitored by Nursing S isor
5 : ! g sSupervisor to
expressed both surprise and disappointment that ' .o
concerns had been Identified by surveyors. onsure that the notled l?racuce did not.
present any complications for the resident
Interview with the Administrator, on 01/06/12 at (infection, deterioration in wound, etc.).
2:15 PM, revealed the department directors had .
been conducting audits on areas of deficiencies All comprehensive care plans to be re-
from last years survey. He stated they bring -viewed by IDT by 2/10/12 to ensure that
those audit resuits to each Quallty Assurance all needs are addressed and that al] care
meeting. He stated the current system must mot
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exist,

be working since the identified deficiencies stiil

F 620

“will have the responsibility to review

PEas are current and appiicatle W the
resident. Ay updates or revisions will
be completed as indicated.

On 2/2/12 all residents who wish to use
bar sosp were given a soap container
labeled with the residents’ name. The
DON will review lab reports and the
wound round reports for past 45 days
to ensure that there are no new infee-
tions in residents with wounds that
may be related to infection control
practices. This will be completed by
2/10712,

QA Committee will meet by 2/8/12 to
review the current Statement of Defi-
ciencies and Plan of Correction, Spe-
cific sub-committee members will be
assigned to monitor and ensure the
POC is implemented timely and com-
pletely. A subcommittee of QA mern-
bers and other staff as needed will meet
10 less than monthly to track compli-
ance with the POC and the effective-
ness of the POC. If the plan is not ef-
fective the sub-committee will recom-
mend changes to the full QA Commit-
tee which will continue to meet no less

than quarterly.

The Quality Assurance subcommittee

any audits that are completed monthly,
all education offerings and will deter-
mine after reviewing these if there is a
need for additional education, discipli-
naty actions, or audits to ensure
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sustained compliance. They are
charged with reporting their findings to
the Quality Assurance Committee but
have the authority to have additional
education, audits ol reviews completed
to monitor and ensure sustained com-
pliance. The Administrator is to ensure
the subcommittee meets as scheduled
and o review their findings monthly.
The subcommitiee is to meet no less
than monthly beginning the week of
February 20, 2012 (to review imple-
mentation of this POC) for one year and
then the role of the subcommittee with
be re-evaluated.

The VP of Skilled Operations for the
Corporation has instructed the DON
and Administrator and approved the
above procedure for implementation
and monitoring of the POC.,

The Facility's Corporate Consultant will
monitor the progress and compliance of
the sub-committee with the implemen-
tation of the POC, and report to the VP
of Operations any concerns no less than
quarterly.
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K 000 INTIAL COMMENTS K000 “The preparation and execution of this
Plan of Cotrection does not constitute
CFR: 42 CFR 483.70(a) an admission or agreement by the pro-
vider of the truth of the facts alleged or
BUILDING: 01 conclusions set forth in the Statement of
) Deficiency. This Plan of Correction is
PLANAPPROVAL: 1982 prepared and executed solely because jt
SURVEY UNDER: 2000 Existin 9 is required by Federa] and State Jaw.”
FACILITY TYPE: SNE/NF
TYPE OF STRUCTURE: One (1 ) story, Type 11l
(111)
SMOKE COMPARTMENTS: Four (4) smoke
compartments
FIRE ALARM: Complete fire alarm system with
heat and smoke detectors
éPR!NKLEH SYSTEM: Complsts automatic dry
sprinkler system.,
GENERATOR: Type It generator. Fuel source is
Diesel.
A standard Lite Safety Code survey was
conducted on 11/14/12. Jefferson Manor was
found not to be in compliance with the
requirements for participation in Medicare and
Medicaid, The facility has one hundred {100)
certified beds with a census of ninety three (93)
on the day of the survay.
The findings that follow demonstrate
noncompliance with Title 42, Code of Federa
Regulations, 483.70(a) et seq. (Life Safety from
Fire)
)
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Deficiencies were cited with the highest
deficiency identified at F level.
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K025
S5=F . , .
Smoke barriers are constructed to provide at The ? “E"t"”r .gf I\;Il_?_mct!enax:ﬁz ropaired the
[east a one half hour fire resistance rating in 113 ;}To‘/?zons identiied on the survey on 12/28/12
accordance with 8.3. Smoke barriers may
terminale at an atrium wall. Windows are On 12/10/12 the Director of Maintenance
protected by fire-rated glazing or by wired glass inspected all smoke bartier walls and repaired
panels and steal frames. A minimum of two any penetrations noted.
separate compartments are provided on each
floor. Dampers are not required in duct The Director of Maintenance to inspect
penelrations of smoke barriers in fully ducted smoke battier walls when contractors perform
heating, ventitating, and air conditioning systems. work in these areas and will inspect the
19.3.7.3,19.3.7.5, 19.1.6.3, 190.1.6.4 smoke barrier walls no less than quarterly.
These checks will be recorded in the TELs
System.
The Regional Director of Facility Manage-
This STANDARD s not met as evidenced by: meat will re-educate the facility Director of
Based on observations and interview, it was Maintenance, 12/27/12, on NEPA 10] Life
determined the facility failed to maintain smoke Safety Code Standard ID prefix K025 cited
barriers that would resist the passage of smoke during the most recent Life Safety Survey of
between smoke compartments in accordance 11/15/12. The ﬁfg“’“*_‘é Dlge“fmr.f.f FE?”“{
with NFPA standards. The deficiency had the Management will provide the fasility Director
: of Maintenance a copy of NFPA 101 (2000
potential to affect four (4) of four (4) smoke edition) Standards and the Fire Safety Report
compartments, residents, staff and visitors. The 2000 code-Health Care Medicare-Medicaid
facility has one hundred (100) certified beds with by 12/28/12 for future reference.
a census of ninety three (93) on the day of the
survey. The Regional Director of Facility Mainte-
nance will review the TELs documentation
: no less than quartetly and report any missed
The findings include: reviews to the Administrator. The Mainte-
nance Director will report on all TELS review
Observations, on 11/14/12 batween 9:30 AM and no less than quarterly to the facility Quality
2:30 PM, with the Maintenance Director revealed: Assurance committee.
the smaoke partition, extending above the ceiling
FOBM CMS-2567(02-99) Frevious Varsions Otsolsts Event (D: PJS421 Faciitty I0: 100533 If continuation shest Page 2 of 26
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K025

Continued From page 2

located in the A Hall had penetrations of wireg,
Further observation revealed an unsealed
penetration around a sprinkler pipe located in the
C Hall smoke partition. The penetrations were nat
filled with a material rated equal to the partition
and could not resist the passage of smoke

Interview, on 11/14/12 between 9:30 AM and 2:30
PM, with the Maintenance Director revealed he
was not aware of the penetrations in the smoke
partition.

Reference: NFPA 101 (2000 Edition),

8.3.6.1 Pipes, conduits, bus duets, cables, wires,
air ducts, pneumatic tubes and ducts, and similar
building service equipment that pass through
floors and smoke barriers shall be protected as
foliows:

(a) The space between the penetrating item and
the smoke barrier shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved davice designed
for the specific purpose.

(b) Where the penetrating item uses a sleeve to
penetrate the smoke bartier, the sleeve shall be
solidly set in the smoke barrier, and the space
betwesn the item and the sleeve shail

1. Be filled with a material capabie of maintaining
the smoke resistance of the smoke barrier, or

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

(c) Where designs take transmission of vibration

K 025
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One hour fire rated construction (with 3% hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous argas. When
the approved automatic fire extinguishing system
oplion is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottomn of the door are
permitted.  19.3.2.1

This STANDARD s not met as evidenced by:

Based on observation and inferview, it was
determined the facility failed to mest the
requirements of Protection of Hazards in
accordance with NFPA Standards. The
deficiency had the potential fo affect one (1) of
tour (4) smoke compartments, residents, staff
and visitors. The facility is certified for one
hundred (100) beds with a census of ninety three
(93) on the day of the survey. The tacility failed to
provide self-closing devices for doors protecting
hazardous areas.

The findings include:
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K 025 | Continued From page 3 K025
into consideration, any vibration isolation shall
1. Be made on either side of the smoke barrier, or
2. Be made by an approved device designed for
the specific purpose,
K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K029 On12/10/12 The Maintenance Assis-

tant installed a hydraulic door closure 12/28/12
to the door between the clean linen and
laundry room.

The Director of Maintenance inspected
the entire facility on 12/10/12 to ensure
that af doors meet NFPA Standards.
The Maintenance Assistant installed a
hydraulic clesure to the pantry door in
the kitchen on 12/10/12.

The Director of Maintenance to make
rounds 1o less than quarterly to inspect
all doors requiting door closures to
ensure all are on and operational.
These reviews will be recorded in the
TELs System.

The Regiopal Director of Facility Man-
agement will re-educate the facility
Director of Maintenance, 12/27/12, on
NFPA 101 Life Safety Code Standard
1D prefix K029 cited during the most
recent Life Safety Survey of 11/15/12,
The Regional Director of Facility Man-
agement will provide the facility Direc-
tor of Maintenance a copy of NFPA
101 (2000 edition) Standards and the
Fire Safety Report 2000 code-Health
Care Medicare-Medicaid by 12/28/12
for future reference.
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K 029 Cmntmuef:f From page 4 i K029 1y, Regional Director of Facility
Qbsa};vhzﬂa tloat;,r‘on 11&;1 -f}/ 12 betWegp 930 AfM and Maintenance will review the TELs doc-
2:30 PM, with the Maintenance Director o umentation no less than guarterly and

Maintenance revealed the door located between
the Laundry Room and the Clean Linen Room did
not have a self-cloging device.

report any missed reviews to the Admin-
istrator. The Maintenance Director re-
ports on all TELs reviews no less than
quarterly to the facility Quality Assur-

Inferview, on 11/14/12 between 9:30 AM and 2:30 ance Committee.
PM, with the Maintenance Dirsctor revealed they
were not awars The door was required to be
self-closing.

8.4.1.3

Doors in barriers required to have a fire
resistance rating shall have a 3/4-hour fire
protection rating and shall be self-closing or
automatlc-closing in accordance with 7.2.1.8.

Reference:
NFPA 101 (2000 Edition).

18.3.2 Protection from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barrier having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.4.1, The automatic
extinguishing shall be permitted to be in
accordance with 19.3.5.4, Where the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-resisting partitions
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K 029 | Continued From page & K029

and doors. The doors shall be self-closing or
automatic-closing. Hazardous areas shall
include, but shall not be restricted 1o, the
following:
(1) Boiler and tuel-fired heater rooms
(2) Central/buik laundries larger than 100 ft2
(9.3 m2)
(3) Paint shops
(4) Repair shops
(5) Soited linen rooms
(6) Trash callection rooms
(7) Rooms or spacss larger than 50 ft2 (4.6 m2),
including repair shops, used for storage of
combustible supplies
and equipment in quantities deemed hazardous
by the authority having jurisdiction
(8) Laboratories employing flammable or
combustible materials in quantities less than
those that would be consitlered a severe hazard.
Exception: Doors in rated enclosures shall be
permitted to have nonrated, factory or
field-applied
protective plates extending not more than
48 In. (122 em) above the bottom of the door.
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K045|  On 12/14/12 the Maintenance Agsistant 12/28/12
88=0 replaced the light fixture outside the
lumination of means of egress, including exit Therapy exit door with a twin bulb
discharge, is arranged so that failure of any single fixture and installed a twin bulb fixture
lighting fixture (buib) will not leave the area in outside of the main dining room exit
darkness. (This does not refer to emergency door
lighting in accordance with section 7.8) 1928 '

All Exit lighting was inspected by the

Director of Majntenance on 12/14/12
and there were no others identified as

This STANDARD is not met as evidenced by: not meeting this NFPA Standard.
Based on observation and interview, it was
determined the facility failed to ensure exits were

FORM CMS-2567{02-39) Previous Varsions Obsolete Evert ID: PIS421 Fagility 10: 100533 If continuation sheel Page 6 of 26
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equipped with lighting in accordance with NFPA
standards. The deficiency had the potential to
aftect one (1) of four (4) smoke compartments,
patients, staff and visitors. The facility is certified
for one hundred (100) beds with a census of
ninety three (23) on the day of the survey.

The findings include:

Observation, on 11/14/12 between 9:30 AM and
2:30 PM, with the Maintenance Director revealed
the exterior exit focated in the Main Dining Room
and the Therapy Exit only had one light buib
outside 1o light the egress path.

Interview, on 11/14/12 between 9:30 AM and 2:30
PM, with the Maintenance Director revealed they
were not aware the exits did not have the
required llurnination for egress lighting.

Reference: NFPA 101 (2000 Edition)

19.2.8 umination of Means of Egress.
Means of egress shall be illuminated in
accordance with Section 7.8,

7.8 ILLUMINATION OF MEANS OF EGRESS
7.8.1 General.

7.81.1°

Mumination of means of egress shall be provided
in accordance with Section 7.8 for every building
and structure where required in Chapters 11
through 42. For the purposes of this requirement,
exit access shall include only designated stairs,
aisles, corridors, ramps, escalators, and
passageways leading to an exit. For the purposes

The Maintenance Director to make
rounds no less than quarterly to inspect
and ensure that all exit lights are opera-
tional. Thess reviews will be recorded
in the TELs System.

The Regional Director of Facility Man-
agement will re-educate the facility
Director of Maintenance, 12/27/12, on
NFPA 101 Life Safety Code Standard
ID prefix K045 cited during the most
recent Life Safety Survey of 11/15/12,
The Regiona] Director of Facility Man-
agement will provide the facility Direc-
tor of Maintenance a copy of NFPA
101 (2000 edition) Standards and the
Fire Safety Report 2000 code-Health
Care Medicare-Medjcaid by 12/28/12
for future reference.

The Regional Director of Facility
Maintenance will review the TELS doc-
umentation no less than quarterly and
report any missed reviews to the Ad-
ministrator, The Maintenance Director
will report on all TELS review s no less
than quarterly to the facility Quality
Assurance committes.
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of this requirement, exit discharge shall include
only designated stairs, aisles, corridors, ramps,
ascalators, walkways, and exit passageways
leading to a public way.

78.1.2

llumination of means of egress shall be
continuious during the time that the conditions of
accupancy require that the means of egress be
available for use. Attificial lighting shall be
employed at such locations and for such periods
of time as required to maintain the illumination to
the minimum criteria values herein specified.
Exception: Automatic, motion sensor-type
lighting switches shall be permitted within the
means of egress, provided that the switch
controllers are equipped for fail-safe operation,
the illumination timers are set for a minimum
15-minute duration, and the motion senser is
activated by any occupant movement in the area
served by the lighting units,

7813

The floors and other walking surfaces within an
exit and within the portions of the exit access and
exlt discharge designated in 7.8.1.1 shall be
iltuminated to values of at least 1 ft-candle (10
lux) measured at the floor.

Exception No. 1: In assembly occupancies, the
illumination of the floors of exit access shall be at
least 0.2 ft-candie (2 lux) during periods of
performances or projections involving directed
light,

Exception No. 2*: This requirement shall not
apply where operations or processes require fow
lighting levels,

7814

Required illumination shall be arranged so that
the failure of any single lighting unit does not
result in an illumination leve! of less than 0.2
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K 045 | Continued From page 8

ft-candle (2 lux) in any designated area.

K 050! NFPA 101 LIFE SAFETY CODE STANDARD
88=F
Fire drills are held at unexpected times under
varying conditions, at least quarterly on each shift.
The staff is familiar with procedures and is aware
that drills are part of established routine.
Responsibility for planning and conducting drills is
assigned only to competent persons who are
qualified to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of audible
alarms.  19.7.1.2

This STANDARD is not met as evidenced by:
Based on interview and fire drill record review, it
was determined the facility failed 1o ensure fire
dritls were conducted quarterly on each shift at
unexpected times, in accordance with NFPA
standards, The deficiency had the potential to
affect four (4) of four (4) smoke compartments,
one hundred (100) residents, staff and visitors.
The facility Is certified for one hundred {100) beds
with & census of ninety three (93) on the day of
the survey. The facility failed to ensure the fire
drills were conducted at unexpected times.

The findings include:

Fire Drill review, on 11/14/12 at 11:00 AM, with
the Maintenance Director revealed the facility
failed to conduct fire drills at unexpected times on
tirst and third shifts,

K 045

K 050
To ensure compliance with this stand-
ard the Director of Maintenance will 12/28/12
conduct fire drills on all shifts at varied
and unexpected times,

The Director of Maintenance will rec-
ord these fire drills in the TELS Sys-
tem.

The Regional Director of Facility Man-
agement will re-educate the facility
Director of Maintenance, 12/27/12, on
NFPA 101 Life Safety Code Standard
ID prefix K050 cited during the most
recent Life Safety Survey of 11/15/12.
The Regional Ditector of Facility Man-
agement will provide the facility Di-
rector of Maintenance a copy of

NFPA 101 (2000 editjon) Standards
and the Fire Safety Report 2000 code-
Health Care Medicare-Medicaid by
12/28/12 for future reference.

To monitor this action the Regional
Director of Facilities Management will
review the TELS documentation no
less than quarterly and report any
missed reviews to the facility Adminis-
trator. The Director of Maintenance
will report on the TELS review no Jess
than quarterly to the facility Quality
Assurance Committee
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Interview, on 11/14/12 at 11:00 AM, with the
Maintenance Director revealed they were not
aware the fire drills were not being conducted as
required,
Reference: NFPA Standard NFPA 101 19.7.1.2.
Fire drills shall be conducted at least quarterly on
each shift and at unexpected times under varied
conditions on all shifts,
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
S8=F
It there is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system is properly maintalned in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenarice of
Water-Based Fire Protection Systems. It is tully Kentuckiana Sprinkler C in-
. . . prinkler Lompany in 2/15/13
supervised, Thereis a reliable, adequate water stalled sprinkler heads in the three sky-
supply for the system. Bequtred sprinkler light atriums, the rear door porch area,
systems are equipped with water flow and tamper the enclosing areas of the kitchen refrig-
switches, which are elecirically connected 1o the € eneio: ¢ £ d the front entrance cano-
building fire alarm system. 19.3.5 BrAOT UNLES and
py on 12/21/12,
The Director of Maintenance and Special
Projects Manager reviewed the facility
This STANDARD is not met as evidenced by: blue prints and performfagi a thorough
Based on observation and interview it was walk through of the facility on 12/12/12
determined the facility failed to ensure the to ensure all sprinkler heads were re-
building had a compiste sprinkler system, viewed. No other sprinkler heads were
installed in accordance with NFPA Standards. identified as needing adjustment,
The deficiency had the potential to affect four {4)
of four (4) smoke compartments, patients, staff
and visitors, The facility is certified for one
hundred (100) beds with a census of ninety three
FORM CMS.2567(02-89) Previcus Verslons Obsolets Event j0:PYS421 Factiity ID: 100533 If continyation sheat Paga 10 of 26
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K 056 | Continued From page 10 K056; The Regional Director of Facility Man-
(83) on the day of the survey. The facility failed to agement will re-ecucate the facility Di-
ensure sprinkler heads were not blocked by light rector of Maintenance, 12/27/12, on
fixtures on the ¢eiling, and the facility had NFPA 101 Life Safety Code Standard
complete sprinkler coverage. 1D prefix K056 cited during the most
Co . recent Life Safety Survey of 11/15/12.
The findings include: ‘ - The Regional Director of Facility Man-
Observations, on 11/14/12 between 9:30 AM and s rovida the facilty Direc-.
2:30 PM with the Maintenance Director revealed or of Viaintenace a copy o I PA
the sprinkler heads located in the front office (2000 edition) Standards and the Fire
area, Green Shower Room, Blue Shower Room, Safety Report 2000 Code-Health Care
and the pantry in the Kitchen were blocked by Medicare-Medicaid by 12/28/12 for fu-
light fixtures, within 1 foot of the sprinkler head, ture reference.
extending below the sprinkler heads. Further
observation revealed the tollowing areas did not The Director of Maintenance and Spe-
have sprinkler coverage: cial Projects Manager have been given
the go ahead to A M Lighting and Ken-
1) Three (3) atrium type ceilings located in the tuckiana Sprinkler Company to install
Main Lobby, and above each Nurse's Station, fixtares that will meet the requirements
2) The canopy over the front drive did not have of this standard. AM lighting Company
sprinklers located in the upper most portion of the was given the go ahead 12/20/12, by the
vault type ceiling, but did have sprinkler coverage Special Projects Managet to order 10
loqe}ted on the lower most part of the vault type light fixtures for the areas identified in
ceiling against lhe beams. the Life Safety Survey of 11/15/12 for
3) htA zam‘h foof extending out greater than forty the areas whef'/e lights can be replaced to
th (48) inches located outside the Kitchen Hall meet this NFPA standard. Delivery for
4) Acovered roof extending out greater than these light fixtures is expected 12/27/12
forty eight (48) inches with compressors for the and .1/ 3. Insta_llatmn will occur upon
Kitchen instalied under located near the Kitchen receipt. Where light fixtures cannot be
Hall exit on the back of the building did not have moved or replaced Kentuckiana Sprin-
sprinkler coverage. kler Company will measure each sprin-
kler head that needs to be adjusted. This
Interview, on 11/14/12 between 9:30 AM and 2:30 work will commence on 12/26/12. After
FM with the Maintenance Director revealed they measuring an order will be placed for
were unaware that sprinkler heads could have no each. It will take two to three (2-3)
obstructions below the deflector within 12 inches weeks to manufacture the sprinkler
of the head. Further interview revealed they were heads. Delivery is expocted the week of
1/21/13. Installation will occur upon
FORM CMS-2567(02-99) Previous Versions Obsoluts Event 1D pJS421 Faclity ID: 100533 If conlinuation sheet Page 11 of 28
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not aware the building did not have complete
sprinkler coverage.

Reference: NFPA 13 (1999 Edition)

5-13 8.1 Actual NFPA Standard: NFPA 101, Table
19.1.6.2 and 19.3.5.1. Existing healthcare
facilities with construction Type V (111) require
complete sprinkler coverage for all parts of a
fagility.

Actual NFFA Standard; NEPA 101 , 19.3.5.1,
Where required by 19.1.6, health care facilities
shall be protected throughout by an approved,
supervised automatic sprinkier system in
accordance with Section 9.7,

Actual NFPA Standard: NFPA 101, 9.7.1.1. Each
autornatic sprinkler system required by another
section of this Code shall be in accordance with
NFPA 13, Standard for the Installation of Sprinkler
Systemns.

Actual NFPA Standard: NEPA 1 3,511, The
requirements for spacing, location, and position
of sprinklers shall be based on the following
principles;

(1) Sprinklers installed throughout the premises
(2) Sprinklers located so as not to exceed
maximum protection area per sptinkler

(3) Sprinklers positioned and located so asto
provide satisfactory performance with respect to
activation time and distribution.

Reference: NFPA 13 (1999 edition)
5-6.3.3 Minimum Distance from Walls. Sprinklers

shall be located a minimum of 4 in, (102 mm)
from a wall,

week, Allowing for any setbacks com-
pletions should be no later than
2/15/13.

The facility Director ¢f maintenance
will be responsible for oversight of the
project and will call the OIG Central
Office in Frankfort, KY if the project
is to exceed the completion date of
2/15/13.

The Director of Maintenance will re-
pott the status of the sprinkler project
{o the QA Committes which will meet
on 1/23/13 and at least quarterly until
the project is completed,

JEFFERSON MANOR
LOUISVILLE, KY 40222
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (48)
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Reference: NFPA 13 (1999 ed.)

5-5.5.2.2 Sprinklers shall be positioned in
accordance with

the minimum distances and special exceptions of
Sections 5-6

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

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

and fixtures.

Table 5-6.5.1.2 Positioning of Sprinklers to Avoid
Obstructions to Discharge (SSL/SSP)

Maximum Allowable Distance
Distance from Sprinklers to of Deflector
above Bottom of

Side of Obstruction (A) Obstruction (in.)
(B

Less than 1 #t 0

1 ftto lesg than 1 ft 6 in, 2172
1ft6in to less than 2 ft 3172
2fttolessthan 2 ft 6 in. 51/2
2fi6intolessthan 3 ft 7172
Jftwolessthan 3ft6in. 91/2
3ft6in tolessthan 4 #t 12

4 ftio lessthan 4 1 6 in. 14

4 ft 6in. toless than § ft 1681/2
5 ft and greater 18

For 8! units, 1in, = 25.4 mm; 1 fi =0,3048 m.
Note: Far (A) and (8), refer to Figure 5-6.5.1 2(a).

Reference: NFPA 13 (1999 edition)
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5-13.8.1. Sprinklers shali be installed under
exterior roofs or canopies exceeding 4 ft (1.2 m)
in width,
Exception: Sprinklers are permitted to be omitted
where the canopy or roof is of noncombustible or
limited combustible construction.
K Q64 | NFPA 101 LIFE SAFETY CODE STANDARD KOB4| 1 12/11/12 the Maintenance Assistant
§8=D installed a fire extinguisher in the designat- 12/28/12

Portable fire extinguishers are provided in all
health care occupancies in accordance with
9.741. 19.3.56,NFPA10

This STANDARD is not met as evidenced by:
Based on observation and interview it was
determined the facility failed to ensure that fire
extinguishers were maintalned in accordance with
NFPA standards. The deficiency had the
potential to affect resident smokers, staff, and
visitors. The facility has one hundred {100)
certified beds with a census of ninety three (93)
on the day of the survey,

The findings include:

Observation, on 11/14/12 at 1:07 PM, with the
Maintenance Director revealed there was no fire
extinguisher located in the designated smaking
area.

Interview, on 11/14/12 at 1:07 PM, with the
Director of Maintenance revealed he was not
aware that a fire extinguisher was required to be

ed smoking aress.

On 12/12/12 the Director of Maintenance
completed a review of all areas of the facili-
ty to ensure fire extinguishers were present
in all areas where indicated,

The Director of Maintenance to make
rounds not less than quarter]y o inspect all
areas for fire extinguishers, Our sprinkler
contractor inspects all fire extinguishers
annwally and the Director of Maintenance
inspects them monthly to ensure they are
operational. These reviews are recorded in
the TELs System.

The Regional Director of Facility Manage-
ment will re-educate the facility Director of
Mazintenance, 12/27/12, on NFPA 101 Life
Safety Code Standard ID prefix K064 cited
during the most recent Life Safety Survey
of 11/15/12. The Regional Director of
Facility Management will provide the facil-
ity Director of Maintenance a copy of
NFPA 101 (2000 edition) Standards and the
Fire Safety Report 2000 code-Health Care
Medicare-Medicaid by 12/28/12 for future
reference,

FORM CMS-2567(02-99) Provious Versions Obsolste
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K 0866
58=0D

located in the smoking area.

Reference: NFFA 10 1999

4-3.2" Procedures,

Periodic inspection of fire extinguishers shall
include a check of at least the following items:
(a) Location in designated place

(b) No obstruction to access or visibility

(c) Operating Instructions on nameplate legible
and facing outward

(d)* Safety seals and tamper indicators not
broken or missing

(e) Fullness determined by weighing or "hefting"
(f) Examination for obvious physical damage,
corrosion, leakage, or clogged nozzle

{g) Pressure gauge reading or indicator in the
operable range or position

(h} Condition of tires, wheels, carriage, hose, and
nozzle checked (for wheeled units)

(i) HMIS labe! in place

4-3.3 Corrective Action,

When an inspection of any fire extinguisher
reveals a deficiency in any of the condttions listed
in 4-3.2 (&), (b), (h), and (i), immediate corrective
action shall be taken.

NFPA 101 LIFE SAFETY CODE STANDARD

Smoking regulations are adopted and include no
less than the following provisions:

(1) Smoking is prohibited in any raom, ward, or
compartment where flammable liquids,
combuslible gases, or oxygen is used or stored
and in any other hazardous location, and such
area is posted with signs that read NQ SMOKING

The Regional Director of Facility
Maintenance will review the TELS
documentation no less than quarterly
and report any missed reviews to the
Administtator. The Maintenance Di-
rector will report on all TELS reviews
110 less than quarterly to the facility
Quality Assurance committee.

KOBE 1y Director of Maintenance placed
metal containers with self closing lids 12128112
in the sited areas.

The entire facility was inspected on
11/15/12 during the Life Safety Survey
and no other areas were identified. The
Director of Maintenance and Djrector
of Housekeeping will inspect all smok-
ing areas at least quarterly to ensure

FORM CMB.2567(02-98) Previaus Varsions Obsoleta Event ID: PJS421
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K 066 | Continued From page 15 KOG6|  proper equipment is in place. The au-

or with the international symbol for no smoking.

(2) Smoking by patients classified as not
responsible is prohibited, except when under
direct supetvision.

(3) Ashtrays of noncombustible material and safe
design are provided in all areas where smoking is
permitied,

(4) Metal containers with self-closing cover
devices into which ashtrays can be emptied are
readily available to all areas where smoking is
permitted. 19.7.4

This STANDARD is ot met as evidenced by:

Based on observation and interview, it was
determined the facility failed to ensure the use of
approved ashtrays in the designated smoking
area, in accordance with NFPA standards. The
deficiency had the potential to affect resident
smokers, staff and visitors. The facility has one
hundred (100) certified beds with a censug of
ninety three (93) on the day of the survey.

The findings include;

Observation, on 11/14/12 at 1:07 PM, with the
Maintenance Diraclor revesled the facility failed to
provide a metal container with a seli-closing fid to
dump the ashtrays, located in the designated
smoking area.

Interview, on 11/14/12 at 1:07 PM, with the

dits will be recorded in the TELS Sys-
tem by the Director of Maintenance.

The Regional Director of Facility Man-
agement will re-educate the facility
Director of Maintenance, 12/27/12, on
NFPA 101 Life Safety Code Standard
ID prefix K066 cited during the most
recent Life Safety Survey of 11/15/12.
The Regional Director of Facility Man-
agement will provide the facility Direc-
tor of Maintenance a copy of NFPA
101 (2000 edition) Standards and the
Fire Safety Report 2000 code-Health
Care Medicare-Medicaid by 12/28/12
for future reference.

The Regional Director of Facilities
Management will review the TELS
documentation no less than quarterly
and report any missed reviews to the
facility Administrator. The Director of
Maintenance will report on the TELS
review no less than quartetly to the
facility Quality Assurance Committee.
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K 066 | Continued From page 16 K 066
Maintenance Director revealed they were not
aware of the requirement for metal containers
with a self-closing fid for dumping ashtrays,
Reference; NFPA Standard 101 (2000 Edition).
19.7.4 Smoking (4)
Metal containers with self-closing cover devices
into which ashtrays can be emptied shall be
readily available to all areas whare smoking is
permitted.
K 089 | NFPA 101 LIFE SAFETY CODE STANDARD K 069
88=D
Conling taciities ate protected in accordance On 11/15/12 the Director of Mainte-
e e nance with the Director of Dietary 171712
Services relocated the equipment,
This STANDARD s not met as evidenced by: which had been moved for cleaning
Based on observation and interview, it was purposes, o its position under the ex-
determined the facility failed to ensure cooking haust hood fire suppression system.
facilities were protected in accordance with NFPA
standards. The deficiency had the potential to On 11/15/12 the Director of Distary
affect one (1) of four (4) smoke compartments, Services instructad the distary staff to
patients, staff, and visitors. The facility is certified returt equipment after cleaning to its
for one hundred (100) beds with a census of proper location under the fire hood
ninety three (83) on the day of the survey. suppression syste.
The findings include: The Director of Dietary Services will
ecord i
Observation, on 11/14/12 at 2:05 PM, with the f”e;’élytﬁisiEﬁiﬁeﬁgii";"é@tﬁﬁ” &
Maintenance Director revealed the gas stove, uasterly. The recorded reviews will
while in use, was not fully located under the g r>’: d to the Facility Adrini :
exhaust hood or the hood fire suppression ¢ reported fo the *acility Acministra-
system. tor and to thg facility Quality Assur-
ance Committee.
Interview on 11/14/12 at 2:05 PM, with the
Maintenance Director revealed they must have
not pushed it back all the way after cleaning.
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Reference NFPA 101 (2000 Edition)

19.3.2.6 Cooking Facilities.

Cooklng facilities shall be protected in
accordance with 9.2,3.

Exception*; Where domestic cocking equipment
is used for food-warming or limited cooking,
protection or segregation of food preparation
facilities shall not be required.

9.2.3 Commercial Cooking Equipment,
Commercial cooking equipment shall be in
accordance with NFPA 96, Standard for
Ventilation Control and Fire Protection of
Commercial Cooking Operations, unless existing
installations, which shall be permitted to be
continued in serviee, subject to approval by the
authority having jurisdiction. :

Reference: NFFA 96

11.4 Cleaning of Exhaust Systems.

11.4.1 Upon inspection, if found to be
contaminated with deposits from grease-laden
vapors, the entire exhaust system shall be
cleaned by a properly trained, qualified, and
certified company or person(s) acceptable to the
authority having jurisdiction in accordance with
Section 11.3.

11.4.2" Hoods, grease removal devices, fans,

ducts, and other appurtenances shall be cleaned
to bare metal prior to surfaces becoming heavily
contaminated with grease or oily sludge.

11.4.3 At the start of the cleaning process,
electrical switches that could be activated
accidentally shall be locked out.

K 069
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11.4.4 Components of the fire suppression
system shall not be rendered inoperable during
the cleaning process,

11.4.5 Fire-extinguishing systems shall be
permitted to be rendered inoperable during the
cleaning process where serviced by properly
trained and qualified persons in accordance with
Section 11,3,

11.4.6 Flammable solvents or other flammable
cleaning aids shall not be used.

11.4.7 Cleaning chemicals shall not be applied
on fusible links or other detection devices of the
automatic extinguishing system,

11.4.8 Afier the exhaust system is cleaned to
bare metal, it shall not be coated with powder or
other substance.,

11.4.9 All access panels (doors) and cover plates
shall be replaced,

11,410 Dampers and ditfusers shall be
positioned for proper airflow,

11.4.11 When cleaning procedures are
completed, all electrical switches and system
components shall be returned to an operable
state,

11.4,12 When a vent cleaning service is used, a
certificate showing date of inspection or cleaning
shall be maintained on the premises.

11.4.13 After cleaning is completed, the vent
cleaning contractor shall place or display within
the kilchen area a label indicating the date
cleaned and the name of the servicing company,
and areas not cleaned.

11.4.14 Where required, certificates of inspection
and cleaning shall be submitted to the authority
having jurigdictlon.

Reference NFPA 06
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11.3 Inspection of Exhaust Systems.

The entire exhaust system shall be inspected by
a properly trained, qualified, and certified
company or person(s} acceptable to the authority
having Jurisdiction In accordance with Table 1.3

Table 11.3 Exhaust System Inspection Schedule

Type or Volume of Cooking Frequency
Frequency

Systems serving solid fuel cooking operations
Maonthly

Systems serving high-volume cooking operations

such as 24-hour cooking, charbroiling, or wok

cooking Quarterly

Systems serving moderate-volume cooking

operations  Semiannually

Systems serving low-volume cooking aperations,

such as churches, day camps, seasonal

businesses, or senior centers Annually

Reference: NFPA 96 (1998 edition)

7-5.1 A readily accessible means for manual
activation shall be located between 42 in. and 60
In. (1067 mm and 1524 mm) above the floor,
located in a path of exit or egress, and clearly
Identify the hazard protected. The automatic and
manual means of system activation external to
the control head or releasing device shall be
separate and independent of each ofher so that
failure of one will not impair the operation of the
other.

Exception No. 1: The manual means of system
activation shall be permitted to be common with
the automatic means if the manual activation
device is located between the control head or
releasing device and the first fusible link.
Exceptlon No. 2: An automatic sprinkler system.

K 069
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K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072 The Director of Maintenance and Pro- 2/28/12
$8=D . ject manager removed the vending
Means of agress are continuously maintained free machines from the egress corridor by
of ar! obstructions or impediments to full instant the kitchen on 12/14/12.
use i the case of fire or other amergency. No
fu(rtwlshlngs, d?coratnons} or other qug(i:ls ofbstmct On 12/14/12 the Director of Mainte-
5;(1» 51,0 access to, egress from, or visibility of exits. nance checked all egress corridors in
o the facility and no others were identi-
fied as being obstructed.
The vending machines have been re-
This STANDARD is not met as evidenced by: moved to0 a permanent location not in
Based on observatlon and interview, it was a path of egress.
determined the faciiity failed to maintain exit ) ) »
access in accordance with NFPA standards. The The Regional Director of Faeility
deficlency had the potential to affect one (1) of Management will re-educate the facili-
four (4) smoke compartments, residents, staff ty Director of Maintenance, 12/27/12,
and visitors. The facility is certified for one on NFPA 101 Life Safety Code Stand-
hundred (100} beds with a census of ninety three ard ID prefix K072 cited during the
(93) on the day of the survey. The facility falled 1o most recent Life Safety Survey of
ensure the means of egress was free of all 11/15/12. The Regional Director of
ebstructions or impediments. Facility Management will provide the
The findings include. facility Director of Maintenance a
@ findings include: copy of NFPA 101 (2000 edition)
Observation, on 11/14/12 at 1:53 PM, with the gg%%dzroiigga%ﬁ ggf;;&f:g ci,?_’ ort
Maintenance Director revealed the storage of Medicaid by 12/28/12 for fut f
three (3) vending machines located in the egress odicald by Or RUture rerer-
corridor by the Kitchen. enee.
Interview, on 11/14/12 at 1:53 PM, with the The Director of Maintenance to ob-
Maintenance Director revealed the vending serve all means of egress monthly for
machines were permanently stored in this any obstructions. Obstructions will be
corridor. removed as observed. Safety Commit-
tee has added observations of any
Reference: NFPA 101 (2000 Edition) means of egress to their safety rounds
Means of Egress Reliability 7.1.10.1 and will report any problem areas to
Means of egress shall be continuously the facility QA Committee no less than
quarterly.
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K 072 Continued From page 21 K072
maintained free of all obstructions or
impediments to full instant use in the case of fire
or other emergency.
K 130 | NFPA 101 MISCELLANEQUS K130| The Director of Maintenance cleaned
$8=D the dryers on 11/15/12. 12/728/12
OTHER LSC DEFICIENCY NOT ON 2786
The Director of Maintenance will in-
spect the dryers on a weekly basis to
ensure lint does not build up, and rec-
ord in the TELS system.
This STANDARD is not met as evidenced by: . . -
Based on observation and interview, the facility The Regtlm.lﬁl D 1r;ctort Ofga?h.?f tMan-
failed to maintain the hazardous areas in agement will re-educate emry
accordance with NFPA standards. The deficiency Director of Maintenancs, 12/27/12, on
had the potential to affect one (1) of four (4) NEPA 101 Life Safety Code Standard
smoke compartments, residents, staff and ID prefix K130 cited during the most
visitors. The facility is certified for one hundred recent Life Safety Survey of 11/15/12,
(100) certified beds with a census of ninety three The Regjonal Director of Facility Man-
(93) on the day of the survey. agement will provide the facility Direc-
tor of Maintenance a copy of NFPA
101 (2000 edition) Standards and the
o Fire Safety Report 2000 code-Health
The findings include: Care Medicars-Medicaid by 12/28/12
, . for future reference.
Observation, on 11/14/12 at 2:03 PM., with the
N;e:ilntt?netzgc? Dir ‘ﬁ?r rdevea!e'd a th%ayytgmfd— up The Regional Director of Facilities
E . z d'" Hgo&p oithe dryers located in the Management will review the TELS
undry ’ gystem documentation no Jess that
Interview, on 11/14/42 at 2:03 PM, with the L ery sd report any missed re-
Maintenance Director revealed the top of the views to the facility Administrator.
dryers are cleaned every thirty (30) days. Further The Dircotor of Maintenance will re-
interview revealed he was not awara the lint build port on a TELS review no less than
Up was 80 excessive, quarterly to the facility Quality Assur-
ance Committee.
NFFA 101 (2000 Edition) 4.6.12 Maintenance and
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Testing. 4.6.12.1 Whenever or wherever any
device, equipment, system, condition,
arrangement, level of protection, or any other
feature is required for compliance with the
provisions of this Code, such device, equipment,
system, condition, arrangement, lavel of
protection, or other feature shall thergafter be
continuously maintained in accordance with
applicable NFPA requirements or as directed by
the authority having jurisdiction.

K 144 | NFPA 101 LIFE SAFETY CODE STANDARD Ki144| on1q 1/15/12 the Director of Mainte- -
88=F ; ) nance removed the container of Anti- 11
Generators are inspected weekly and exercised freeze and motor oil from the emergen-

under ioad for 30 minutes per month in

accordance with NFPA 99, 3.4.4.1 Ccy generator engine compartmert.

The Director or Maintenance will
check the emergency generator engine
compartment on a weekly basis and
record findings in the TELS system.

The Director of Maintenance will re-
port on a TELS review no less than
quarterly to the facility Quality Assur-
This STANDARD is not met as evidenced by: anes Committee.

Based on observation and interview, it was
determined the facility failed to ensure emergency
generators were maintained in accordance with
NFPA standards. The deficiency had the
potential to affect four (4) of four (4) smoke
compartments, residents, staff and visitors. The
facility is certified for one hundred (100) beds with
a census of ninety three (93) on the day of the
survey.

The findings include:

Observation, on 11/14/12 at 1:43 PM, with the
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K 144 Continued From page 23 K144
Maintenance Director revealed the facility was
equipped with an emergency generator.
Antifreeze and oil were being stored within the
generator enciosure.
Interview, on 11/14/12 at 1:43 PM, with the
Malntenance Director revealed they were not
aware the items could not be stored inside the
generator enclosure,
Reference: NFPA 110 (1999 Edition)
5-2.1 The EPS shall be installed in a separate
room for Level
1 installations. EPSS equipment shall be
permitted to be
installed in this room, The room shall have a
minitmum 2-hour
fire rating or shall be located in an adequate
anclosure located
outside the building capabie of resisting the
entrance of snow
or rain at & maximum wind velocity required by
local buikding
codes. No other equipment, including
architectural appurtenances,
except those that serve this space, shall be
permitted
In this room.
I;;ctg NFPA 101 LIFE SAFETY CODE STANDARD K 147 To ensure compliance with NFA 101 12/12/12
= ) - . - i ) 47,
Electrical wiring and equipment is in accordance Iﬁ% fﬁ?%f;i?ﬁ;ﬁi?d;gm}tmcﬁn
with NFPA 70, National Electrical Code. 9.1.2 removed two power strips, installed a
quadplex receptacle, and plugged the
refrigerator directly into the quadplex
in the Business Office; removed the
two power strips and installed a
This STANDARD is not met as evidenced by: quadplex receptacle in the Green Unit
Nurses’ Office;
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removed a power strip in the Blue
K 147 Cantinued From page 24 K147 Nurses' Office and installed a
Based on observation and interview, it was quadplex receptacle; plugged the lift
determined the facility failed to ensure electrical battery charger directly into a quadplex
wiring was maintained in accordance with NFPA receptacle; and installed a GFCI recep-
standards. The deficiency had the potential to tacle behind the refrigerator in the Blue
affect three (3) of four (4) smoke compartments, Unit Medication Room and plugged
patients, staff, and visitors, The facility is certified the refrigerator directly into that.
for one hundred {100) beds with a census of
ninety th{ee (93) on the day of the survey. The Staff were notified by written memo
facility failed to ensure the proper use of power from the Administrator on 12/17/12
strips. that power strips may not be used inap-
o . propriately. They may be used with
The findings include: personal electronics and cannot be pig-
ked. i ill be distrib-
Obsetvation, on 11/1 {,/12 between 9:30 AM and E;Zacmmmgfg: ;n ;?;t}ﬁlgnd miﬁ r1b
2:30 PM, with the Maintenance Director revealad; information will be included i new
1) Arefrigerator plugged into & power strip that employee orientation.
was plugged into a power strip that was plugged . . ‘
into another power strip located in the Business The Maintenance Director to observe
Office. all office and resident areas monthly
2) Three (3) power strips plugged togather for proper use of power strips and rec-
located in the Green Nurses Dffice, . ord findings in the TELs System.
3) Apawer strip plugged into another power Power strips will be removed if ob-
strip located at the Blue Nurses Station. served being used inappropriately. The
4) Arefrigerator was plugged into a power strip Safety Committee has added observa-
located in the Blue Med Room. ‘ tions for power strips to their safety
5) Lift battery chargers were plugged into a rounds and will report any problem
power strip located in the Blue Med Room, areas to the Director of Majntenance
. no less than quarterly.
Interview, on 11/14/12 betwesn 9:30 AM and 2:30
5, Mr’ W'::];he f‘;ﬁ'gte'r’:"cf Diref;tor I ee"fat’ﬁd ”":5{ The Regional Director of Facility
nc?t z\:arer:: had%egr? i:siil;}edp;:d msisuisedu Maintenance will review the TELs
y : documentation no less than quarterly
and report any missed reviews to the
Reference: NFPA 101 (2000 Edition) Admxnxs(u'ator. The Maintenance D -
rector will report on all TELS review
9.1.2 Electric. no less than quarterly to the facility
Quality Assurance committee.
FORM CME-2267{02.99) Previous Versions Obsofale Bvent ID: PJS421 Faciity 10; 100533 If continuation sheet Page 25 of 26




Dec. 21, 2012 4:51PM  JEFFERSON MANOR 502 426 7041

T

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

No. 5947 P,

26

PRINTED: 12/03/2012
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIRLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING O1
B8, WING
185168 111472012

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
1801 LYNN Way

Electrical wiring and equipment shall be in
accordance with NFPA 70, Nationa! Electrical
Code, unless exlsting installations, which shall be
permitted to be continued in service, subject to
approval by the authority having jurisdiction.

Reference: NFPA 70 400-8

( Extensions Cords) Uses Not Permitted.
Unless specifically permitted in 400.7, flexible
cords and cables shall not be used for the
following:

(1) As a substitute for the fixed wiring of a
siructure

(2) Where run through holes in walls, structural
ceilings, suspended ceilings, dropped ceilings, or
floors

(3) Where run through doorways, windows, or
similar openings

(4) Where attached to building surfaces

Reference: NFPA 99 (1999 edition)

3-3.21.2D

Minimum Number of Receptacles. The number
of receptacies shall be determined by the
intended use of the patient care area. There shall
be sufficient receptacles located so as to avoid
the need for extension cords or mutltiple outlat
adapters.
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