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him/herself into other residents, who were also in
wheelchairs and yelled, “please come and help
me™. CNA#8 moved the resident out of Residant
#7's way and the resident wheeled self into the
hallway.

Observation of Resident #7, on 12/11/2013 at
8:38 AM, revealed the resident was siiting in the
whaeichair in the hallway crying loudly, " want to
go home",

Interview with Resident #7, on 12/12/13 at 10:10
AM, revealed he/she likes fo go 1o hisfher room
when he/she gels done eating to rest. The
resident stated when the siaff told him/her "You
will have to wall, | can't take you right now, you
have to wait until these other residents got done, |
can't pick you up and carry you over them",
hefshe felt irritated and it made him/her fes! bad.

Interview with CMT #1, on 12/14/13 at 1:00 PM,
revealed she had heard CNA #5 state, | can't pick
you up and carry you over them. The CMT stated
she said, "l would love to see you try" in a joking
manner and siated she should not have said that.
The CMT further stated the staff should have
moved the residents out of Resident # 7s way so
the resident could have exited the dining room
when she requested and she should not have
had to wail. The CMT revealed Resident #7 gets
upset very easily,

Interview with CNA #5, on 12/11/13 at 1:07 PM,
revealed she told Resident #7 "I can't plck you up
and carry you over them" when the resident
requested to leave the dining room. The CNA
stated she should not have said that to a resident
and she should have moved the other residents
out of Resident # 7's way when she requested to

designee wilf also ask each interviewable
resident during the MDS process if he/she
has any issuesfconcerns with the staff or
facility as well as question each resident if
he/she has any unresolved problems that
need 1o be addressed. The Social Service
Director will provide a written report to the
QA commitiee addressing all concems
discovered upon MDS interviews and
action taken.

Criterla 4 — The Administrator andfor
designee will ensure that all staff is in-
serviced and that the new systems are put
in place to ensure ongoing compliance.
The seating chart and dining room/seating
chart audit will be reviewed by the QA
committee during the QA regularly
scheduled meeting. During the QA
meeting the Social Service Director will
provide a written report to the QA
committee  addressing all  concems
discovered during the MDS interview
process and action taken to correct those
issues.

Criteria 5 - Target Date;
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leave the dining room, The CNA stated the ‘
resident should not have had {o walt and the 1,
restdent gets upset and agitated easily. Criteria 1 — On 12/10/2013 the shower
rooms were shut down and have
Interview with the Director of Nursing (DON), on remained closed at this time. Residenis
12/11/13 at 1:18 PM, revealed she expected for are receiving bed baths in their private
the staff to treatl alf residents with dignity. She resirooms or residenf room. The
stated the staff should have immediatety moved Maintenance Director has received a bid
this resident from the dining room as soon as the from a plumber to install an instant hot
resident requested. waler heater for the shor hqfl_and long
F 253 | 483.15(h)(2) HOUSEKEEPING & Fa2s3; hal _S!hm;'ef fgomst- 0ﬂ°et 'ﬂstav!}?gd.ba
= MAINTENAMNCE SERVICES consisten water emperature 1 5]
S8=F ‘ disbursed. The instant water heater wili be
- . . installed on 1/29/2014. The Maintenance
Aol Ovect s ecives o i and cccpi
: v 1o ma it to instalf two 7.5 KW electric infine duct
sanitary, ardetly, and comfortable interior, heaters for the short hall and long hall
shower rooms. The inline duct heaters will
) . . be insialled on  1/28/2014. The
;hls REOU!REMENT is nof met as evidenced temperalure in room 201 has been
Y. corrected by the Maintenance Director,
Based on observation, interview, record review The Malntenance Director has installed a
and review of the faclility's policy/procedure, it was locking cover over the ihermostat fo
determined the facility failed to provide prevent staff and visitors from changing
housekeeping and maintenance services the thermostat without the resident's
necessary to maintain a sanitary, ordarly and permission, The Maintenance Director has
comfortable interior for one (1) of ten (10) installed an individual HVAC unit in
sampled residenis (Resident #10}. Malntenance resident room 201. This will ensure the
faited to monitor and ensure water lemperatures resident has complete control over his/er
were between 100-110 degrees Fahrenheit {F) room temperature. Room 204 is equipped
and falled to ensure room temperatures were with an individual HYAC unit and the
between 71 -81 degrees F, Resident #1 was Ies:den!i hast :hlhlzi {'g:‘lt to S?t the
observed after a shower in his/her room shivering Smperatlire at e desireq iemperalure.
and compiaining the water and shower room Criteria 2 - The facility acknowledges that
p pre grd In addit taff failed t all residents have the potential to be
were freezing cold. In addition, sta aited to affected by this deficient practice. The
ensure items were stored off the floor and in the facility immediately closed both shower
appropriale area. rooms on 12/10/2013 to prevent any
The findings Include:
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1. Review of the facility's policy tiled, "Water
Temperature Management, {no date), revealed
the facility would ensure the water temperalures
were at a comfortable level between 100 and 110
degrees throughout the facility. Temperatures
were not to exceed 110 degrees.

Record review revealed the facility admitted
Resident #1 on 09/09/11 with diagnoses which
included Pelvic Pain, Dementia, Alzheimer's,
Hypothyroid, Depression, Emphysema, Blind, and
Anxiely,

Observaticn on 12/10/13 at 4:04 PM revealed
Resident #1 was sitting fn a wheelchair {w/c) in
his/her room just after a shower. The resident's
hair was wet and the resident was shivering and
complained of being very cold. The resident
stated the shower room and water were freezing
cold and he/she had told the Certified Nurse Aide
{CNA) he/she was cold while in the shower.

QObservaltions, on 12/40/13 at 4:12 PM and 4:38
PM; and, on 12/11/13 at 8:50 AM and 10:04 AM
with the Director of Maintenance {DOM), reveated
the shower room air temperatures (temp) on the
fong hall ranged from 63 to 84 degrees F; and,
the heat vent was closed. The water
temperatures ranged from 82 to 98 degrees F.

Qbservations, on 12/10/13 at 4:40 PM; and, on
12111113 al 7:16 AM, 8:55 AM and 10:08 AM with
the DOM, revealed the shower room air
temperatures on the short hall ranged from 69 to
74 degress F. The water temperalure ranged
from 95 to 108 degrees F.

Qbservation, on 12/11/13 at 5:08 PM, revealed

checking the water
temperatures by the maintenance
depariment. The Administrator did
investigate the issue to determine if it was
an ongoing issue, but there was no
significant evidence to determine if the
issue had been ignored previously.
Immediate action was taken to prevent the
issue from continuing forward,

Criteria 3 — Once the instant hot water
heaters have been installed and the infine
air duct heaters have been instatled, the
shower room will be tested for a period of
twelve hours by the Maintenance Director
andfor designee to ensure consislency.
Once deemed acceptable by the
Maintenance Director and reviewed by the
Administrator and/or designee the shower
rooms will be placed back into operational
status. At the time they are placed into
operational status, the nursing staff will be
in-serviced by the Administrator and/or
designee on checking the water and room
temperatures. Room and water
temperatures will be monitored on each
shii x14 days by nursing staff.
Maintenance staff will also be checking
the room and water temperatures at a
minimum of 1x/day 5 days/week on an
ongoing basis.

Criteria 4 - The Maintenance Director
and/or designee will monitor the project
through completion. The Maintenance
Director will bring water and temperature
logs to the facility Safely Meeting menthly
to be reviewed by the Safely Committee,
Criteria 5 — Target Date:
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the air temperatures in the following resident
rooms were as follows: room 201-66 degrees F,
room 204-68 degrees F, and tha short hall
shower room was 66 degrees F.

Review of the maintenance water temperature
fogs for the last six (6) months revealed the
domestic water temps were checked in different
resident rooms/areas daily and ranged from 107
to 111 degrees F; however, the log did not
indicate temperaiures were being checked in the
shower areas. Furthermore, during the survey, it
was determined by the DOM that the digital
thermometer he was using appeared not to be
working correctly with a variation of tamperatures
depending on where he placed the light beam.

Interviews, on 12/10/13 al 4:12 PM; and, on
12/11/13 at 8:45 AM and 8:49 AM respectively
with CNA#3 and CNA #4, revealed the shower
rooms on both halfs were often cofd and the
shower water would get cold requiring
maintenance to come fix it. The CNAs stated
they would have to stop showers and give bed
baths. In addition, CNA #3 stated the waler on
toth the long hall and shert hall gets cold often so -
the CNAs have to space the showers out {o aliow
the water to warm back up.

interview, on 12/10/13 at 4:38 PM; and, on
12/11/13 at 4:05 PM with the DOM, revealed he
expected the water temperatures fo be between
109-110 degrees F. He stated the cald water and
cold shower room temperatures occur often and
this was not a new issue. The DOM revealed he
had checked tha temperatures but has not taken
any action to address the cald temperafures.

Interview, on 12/11/13 at 3:05 PM, with the Acling
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Director of Nursing {DON) revealed the
temperature in the showar room was often cold,
Sha stated she expected the CNAs to alert
maintenance when there were water temperature
concerns. The Acting DON stated, the CNAs
should finish the resident's shower, dry them off
and wrap them in a blanket and remove the
resident from the cold area.

Interview, on 12/10/13 at 5:00 PM with the
Adminisirator and Assistant Direclor of Nursing
{ADON), revealed they expected the waler
temperatures to be within regulatory guidetines
and the residents should be kept safe. The ADON
stated she was aware the CNAs had volced
concems over the water temperatures in the
showers in the past,

Inferview, on 12/11/13 at 12:38 PM with the DOM,
revaaled a Plumber had visited the facility on this
date and indicated that the water fina system had
been improperly engineered and required
re-routing. Further interview, on 12/1113 at 3:21
P, revealed the cold water issue had been an
ongoing probfem,

2. Obsarvation of the Long Hall Shower Room,
on 12/13/13 at 2:00 PM, revealed there was a
folded blue fali mat, boxes of urinals, two {2} pairs
of shoes, a raised toilet seat, and an upside down
mop bucket, all stored on the floor. Additionally,
there was a shower chalr with a brown, crusty
substance, sitting near the shower.

Observaticn of the Short Hall Shower Room, an
12/13/13 at 2:15 PM, revealed a portable sixteen
(16} drawer plasiic shelving unit, sitting near the
whirlpoo!, that contained various supplies, to

drawer plastic shelving unit has been
relocated to the facility central supply
storage and alt items that were improperly
stored were either discarded or thoroughly
cleaned and stored properly on
12/13/2013 by the Maintenance Director
and nursing staff. The Maintenance
Director andfor designee will construct
elevated storage shelving for
miscellaneous ilems to be stored on to
keep them off the floor and out of the
shower rooms. The clean linen storage
cabinets will continue to remain secured
at all times with lock and key.

Criteria 2 — The facility acknowledges that
all residents have the polentiai to be
affected by this deficient practice, The
Acting DON did a walkthrough on
1213/2013 of all resident rooms and
restdent care areas {o ensure the facility
was within compliance. No concerns were
discovered.

Criteria 3 — The DON and/or designee will
in-service alf nursing staff on January 15,
2014 regarding the proper storage of
personal iterns witlle on duty. The facility
does not allow personal belongings, food
or drink to be stored in the resident care
areas. DON and/or designee will complete
compliance rounds weekly x1 month and
monthly thereafter to ensure ongoing
infection control compliance. Copies of all
compliance rounds will be reviewed in

the  Quality Assurance Commiltee
meetings held quarterly.

Criteria 4 — DON andfor designee will
oversee to ensure ongoing compliance
and presenting findings to the QA
Commitiee. '
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Continued From page 7
include foothbrushes, oral swabs, catheter tubing,
leg bags, efc.

Observation of the Short Hall Clean Linen Room,
on 12/13/13 at 2:25 PM, reveaied five {5) cases
of briefs, one (1) box of geri-sleeves, seven (7}
boxes of gloves, all stored on the floor and empty
drinking cups, soda cans and paper plates,,
slored on the shelf, over the clean finen ‘supplies.

Interviews with Certified Nurse Aides (CNAs) #1,
#2 and #3, on 12/13/13 from 2:40 PM unti} 2:50
PM, revealed they were aware of the need for
praducts not to be stored on the floor and stated
{he sixteen (16) drawer storage unit had been in
the shower room for approximately ong month.
Further inferview revealed none of the staff
members knew anything about the paper cups,
plates and soda cans on the shelf,

Interview with the Maintenance Director, on
12/13/13 at 2:30 PM, revealed he had spoken
with staff members several times about storing
producis an the flocr.

Interview with the Administrator, on 12/13/13 at
3:00 PM, revealed he had made rounds to look at
the shower rooms and storage room, on
12412113, and did not ideniify any concerns at that
time. He stated the staff had been trained on
these issues and he would have expected
compliance.

483,15(h)(B) COMFORTABLE & SAFE
TEMPERATURE LEVELS

The facility must provide comfortable and safe
temperature levels. Facilities initially certified
after Oclober 1, 1990 must maintain a

F 253

F 257

Criteria 5 — Target Date:

1312014
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temperature rangs of 71 - 81°F

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, and record
review it was determined the facility failed to
maintain a comfortable and safe room
temperatures of 71-81 degrees Fahrenheit (F) for
one (1) of ten {10) sampled residents {Resident
#1). Resident#1 was observed shivering after a
shower and observatiens revealed the shower
room temperatures and some resident rooms
temperatures ranged between 63-B4 degrees
Fahrenheit (F).

The findings include:

1. Record review revealed the facility admiited
Resident #1 on 09/09/11 with diagnoses which
included Pelvic Pain, Dementia, Alzheimers,
Dapressian, Emphysema, Blind, and Anxiety.

Observalion on 12/10/13 at 4:04 PM revealed
Resident #1 was sitling In a wheelchair {w/c) in
hisfher room just after a shower. The resident's
halr was wet and resident was shivering and
complained of being very cold. The resident
slated the shower room was freezing cold. The
resident stated he/she fold the Certified Nurse
Alde (CNA) hefshe was cold whife In the shower.

Observation, on 12/10/13 at 4:12 PM and 4:38
PM; and, on 12/11/13 at 8:50 AM and 10:04 AM,
with the Director of Maintenance {DOM) revealed
the shower room temperature {temp) on the Long
Hall ranged from 63 to 84 degrees F. Further
Interview revealed the heat vent was closed.

F 257

Criteria 1 — On 12/10/2013 the shower
rooms were shut down and have
remained closed at this fime. Residents
are receiving bed baths in their private
restrooms or resident room. The
Maintenance Director has received a bid
and accepted it to install iwo 7.5 KW
electric inline duct heaters for the short
hall and long hall shower rooms. The
temperature in room 201 has been
corrected by the Maintenance Director.
The Maintenance Director has installed a
locking cover over the thermostat to
prevent staff and visitors from changing
the thermostat without the resident's
permission. The Maintenance Director is
going to get a quote from a HVAC
technician te install an individual HVAC
unif in the room to ensure the resident has
complete controf over histher room
temperature. Room 204 is equipped with
an individual HYAC unit and the resident
has the right {o set the temperature at the
desired temperature.

Criteria 2 - The facility acknowledges
that all residents have the potential to be
affected by this deficient practice. The
facility immediately closed both shower
rooms on 12/10/2013 to prevent any
residents from utilizing the shower rooms.
The facility immediately initiated bed baths

and continued checking the water
temperatures by the maintenance
department. The Administrator did

investigate the issue to determine if it was
an congoing issue, but thera was no
significant evidence to determine if the
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Observation on 12/10/13 at 4:40 PM; and, on
12111413 at 7:16 AM, 8:55 AM and 10:08 AM with
the DOM, revealed the shower room
temperatures on the Short Hall ranged from 69 10
74 degrees F.

Observation on 12/11/13 at 5:08 PM revealed the
air temperatures in the following resident rooms
were: room 225-70 degrees F, room 201- 66
degrees F, room 204- 68 degrees, and the Short
Hali Shower Room was 66 degrees F.

interview, on 12/11/13 at 8:45 AM and 8:49 AM
respectively with CNA #3 and CNA #4, revealed
the shower rooms an both halls were often cold,

Interview, on 12/11/13 at 4.05 PM with the DOM,
revealed the cold shower room temperature
occurred often and this was not a new issue, He
stated he checked the temperatures but had not
taken any action on the concarns. The DOM
revealed the air temperature was checked daily
and in random lecations throughout the facility;
however, temperatures were not monitored in the

'| shower areas. He stated the thermosiat cantrol

for the shower room was located qutsids the
closed door in the hallway inside a locked metal
Dox.

interview, on 12/11/13 at +:37 PM and 3:05 PM
wilh the Acting ADON, revealed she expected the
CNAs fo not give showers if the water and room
alr temperatures were cold; they were o provide
bed baths. She slated she expected the CNAs to
alert maintenance of temperature concerns, The
ADON stated the CNAs should finish the
resident's shower, dry them off and wrap them in
a blanket and remove the resident from the cold
area,

X4)ID SUMMARY STATEMENT OF DEFICIENCIES 5} PROVIDER'S FLAN OF CORRECTION {45)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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issite had been ignored previously.
F 257 | Continued From page 9 Fo57| Immediate action was taken to prevent the

isste from coniinuing forward.

Criteria 3 -~ Once the infine air duct
heaters have been installed, the shower
rcom temperaiure will he tested for a
petfod of twelve hours by the Maintenance
Director andfor designee to ensure
consistency. Once deemed acceptabte by
the Maintenance Director and reviewed by
the Administrator andfor designee the
shower rooms will be placed back info
operaiional status. At the time they are
placed into operational status, the nursing
staff will be in-serviced by the
Administrator  andfor  designee  on
checking the room temperatures. Room
temperatures will be monitored on each
shift x14 days by nursing staff.
Maintenance staff will also be checking
the room and water temperatures at a
minimum of 1x/day 5 daysiweek on an
angoing basis.

Criteria 4 - The Maintenance Director
and/or designee will monitor the project
through completion. The Maintenance
Director will bring temperature logs to the
Safety Meeting monthly to be reviewed by
the Safety Committee to ensure ongoing
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facifity was to provide skin assessments, as
indicaled by the physician orders, for the
residents. This was o be documented on the
form, designated for that purpose”,

Record review revealed the facility admilled
Resident #2 on 10/16/12, with diagnoses which
included Insulin Dependent Diabetes, Peripheral
Neuropathy, Congestive Hearl Failure and
Chronic Obstructive Pulmonary Disease. Review
of the Significani Change Minimum Data Set
(MDS) assessment, dated 05/06/13, revealed the
facility assessed Resident #2's cognition as
moderately impaired, totally dependent an two {2)
staff members' assistance for alf aspects of
his/her aclivities of daily living and he/she had
acquired a Stage 11l pressure sare,

Review of the Comprehensive Care Plan for skin
breakdown and pressure ulcer develcpment,
dated 11/08/12, revealed Resident #2's skin
assessments were to be performed, as per
physician erders. Review of the physician orders,
dated 11/27/13, revealed an order for weekly skin
assessments and an order to apply skin prep to
bilaieral heels, untit healed.

Review of the Weekly Skin Assessments,
revealed an assessment was completed on
11128713, that documented "no new areas and an
open area {o the coceyx, with a dressing in
place.” The next skin assessment was
completed on 12/10/13, that documented dry skin
ia the bilateral auxiliary areas and a Stage |V to
the coccyx area with a dressing.

Observation of a skin assessment for Resident
#2 performed by the Assistant Director of Nursing
{ABON}, on 12/11/13 at 10:50 AM, revealed one
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#2 slated the areas "bather me when [ iry to
sleep”,

revealed the areas appeared to be scabbed
like they had been present for several days,

treatment.

12/11/13 at 11:15 AM, revealed she had

and appeared as though they had been there
soveral days,

F 371 483.35(i) FOOD PROCURE,

$5=F | STORE/PREPARE/SERVE - SANITARY

The facility must -
{1) Procure food from sources approved or

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

{1) open area on the lateral aspect of the left foot
which measured 0.7 centimeters {cm) x 0.7 cm.
and was scabbed in appearance, one (1) area to
the teft mid foot which measured 0.8 cm. x 0.8
cm. and was scabbed in appearance, and one {1}
area to the right small toe which measured 0.4
cm x 0.5 cm. and was scabbed in appearance.

Interview with Resident #2, on 12/11/13 at 11:04

AM, revealed hefshe had reported the areas fo a
staff member but was unsure of who. Resident

Interview with ADON, on 12/11/13 at 11:09 AM,
areas from possible blisters and stated she falt

although they had not been identified or received

Interview with the Director of Nursing (DON), on
completed the skin assessment on 12/10/13 and

falled to Identify the areas on the fest. She stated
the areas appeared as blisters that had ruptured

considered satisfactory by Federal, State or local

F 309

F 371
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Assurance Commitiee. All dietary staff will
F 371 Continuad From page 14 Fa37q] receive in-service training on January 15,
fce, covering the floor from the back of the freezer %?;t:i'ia 4 — The Dietary Manager andior
fo near the doorway. Observation of the same designee will be responsible for ensuring
areas revealed condensation and dripping water the issue Is resolved and no longer an
from the ceiling. angaing concern. The Dietary Manager
will present dietary compliance rounds to
Interview with the Dietary Manager, on 12/10/13 the Quality Assurance Committee.
at 11:50 AM revealed she was aware of the Criteria 5 - Target Date: 172012014
freezing cendensation and this had gone on "for '
years" and indicated the floor had to be scraped 3
for ice, "at laast twice a week." Criteria 1 — The Dietary Manager in-
serviced the dietary staff on 12/18/2013
2. Observation of the kitchen, on 12/13/13 at regarding safe food storage and
9:45 AM, revealed spices: Chipole-Cinnamaon administered a competency test.
Rub, dated 07/13/12; Lemon Pepper, dated Criteria 2 ~ The facility acknowledges that
06/01/12; and Cream of Tarter, dated 04/24/09, all residents have the potential to be
affected by this deficient practice,
Interview with the Dietary Manager, on 12/13/13 S;;tie"aea ;ﬂﬂhecgrf*?e?e Maa"agaef; a’}g"’é
at 10: 35 AM, revealed the spices were out of stors‘g: audit andp will turn in tﬁe
date if they were more than one year old. completed audi! to the Quality Assurance
. . . Committee. The audit consists of checking
3. Observation of the walk-in refrigerator, ¢n appropriate storage temperatures, proper
12/13/13 at 10:45 AM, reveated two (2) cartons of storage locations, stock rotation, labeling,
eggs, slored on the second of four shelves, etc. On a daily basis, the moming cook is
above prepared individual salad plates. One of assigned to check the storage to ensure
the egg carlons had a broken egg inside the averything is stored safely.
carion, Criteria 4 — The Dietary Manager andfor
designee will be responsible for ensuring !
Interview with the Dietary Manager, on 12/13/13 the issue is resolved and no longer an
at 10:50 AM, revealed the eggs were from ongoing concern. The Deitary Manager
another department and the staff had stored the will present completed audits to the
eggs in the refigerator. The Dietary Manager Quality Assurance Commiitee.
stated the eggs should not have been stored Criteria 5 - Target Date: 142002014
above other foods,
F 431 483.60(b). (d}, {(e) DRUG RECORDS, F 43%
ss8=n | LABEL/STORE DRUGS & BIOLOGICALS
The facility must employ or obtain the services of
a licensed pharmacist whe establishes a system
FORM CH5-2567({02-59) Previcus Versions Obsalste Event !D; EBOP 1Y Facility iD; 100686 If continuation sheet Page 15 of 22
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expired under Hospice Care. The residents’
controfled medications were not stored under
double lock and counted on the narcotic count
sheets, in the Medication Room.

The findings include:

A interview with the Director of Nurses {DON,) on
12/13/13 at 4:20 PM revealed there was no policy
on the storage or disposal of Hospice
Medications.

Observation of the Medication Room, on 12/13/13
al 2:35 PM, revealed three (3) unsealed hoxes,
labeled as "Comfort Packs,” that were stacked
near the medication refrigerator, on a counter.

Interview with Registered Nurse (RN) #1, on
12/13/13 at 2:35 PM, ravealed the Comfort Packs
belonged to two (2} Hospice Residents. Resident
#11 had expired three {3} wesks ago and
Resldent #12 expired approximately two (2)
months ago. The RN stated the facifity had cafled
Hospice and had been waiting for them to come
and dispose of the medications, The Comfort
Packs contained Haldol (antipsychotic), Atropine,
Morphine {pain narcetic), Ativan {anxiety narcotic)
and other medications, some of which had been
opened. However, there was no record of how
much medication had been used and none of the
medications were counted at shift change, with
the other narcotics.

Inteeview with Cerlified Medication Technician
{CMT) #1, on 12/13/13 al 2:40 PM, revealed
discharged residents’ medications were usually
sent back fo the pharmacy, and the pharmacy
technician usually visited the facility on a daily
basis. The discharged residents’ narcotics wers
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placed in a slot inlo a large wooden locked hox,
until they were destroyed by the DON. Howaver,
the medications in quesiion were the Hospica's
properly, but should have been under deuble
lock.

Interview with Director of Nursing {DON), on
12/13/13 at 4:20 PM, revealed she was not aware
of the opened cartons of Hospice residenis’
medications being stored in the medication room
and she stated she had made calls to Hospice to
determine what to do with them and stated they
shauld not have been left in the medication room,
F 441 483.65 INFECTION CONTROL, PREVENT F 441
88=F | SPREAD, LINENS

The facility must esiablish and maintain an
Infection Control Program designed 1o provide a
safe, sanitary and comforiable environment and
1o help prevent the development and transmission
of disease and infection.

(a) infectian Control Program

The facllity must establish an Infection Contrel
Program under which it -

{1} Invesiigates, controls, and prevents infections
in the facility;

(2) Decides whal procedures, such as isolation,
should be applied to an individual resident; and
(3} Maintains a record of incidents and corrective
actiops related to infections.

{b) Preventing Spread of Infection

{1) When the Infection Contral Pragram
determines thal a resident needs isclation fo
prevent the spread of infection, the facility must
isolate the resident, '

(2) The facifity must prohibit employees with a
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direct contact wifl transmit the disease.

(3) The facllity must require staff fo wash their
hands afier each direct resident contact for which
hand washing is Indicaied hy accepted
profassianal practide.

{¢) Linens

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
the facility's policy/procedure, it was determined
the facility failed to properly clean the glucamster,
used to take blood samples and determine the
blood sugar level for eleven (11} Diabetic
residents. In addition, the facility failed to ensure
bedpans, bath hasins and urinals were lahels and
stored in a protective covering.

The findings include:

Review of the facllity's policy for "Glucometer
Decontamination,” dated 2012, revealed the
glucometer shall be decontaminated, with the
facility approved wipes, following use an each
resident. After perfarming the glucometer testing,
the nurse shall perform hand hygiens, don gloves
and use the disinfectant wipe to clean all external
parts of the glucometer.

The findings include:

Criteria 1 — All glucometers in ihe facility
were immediately cleaned by the ADON
with disinfectant wipes on 12/13/2013.
Registered Nurse #1 had previously been
in-serviced by the facility to properly clean
all resident care equipment in between
uses. Registered Nurse #1 failed to follow
facility protocol. Registered Nurse #1
received corrective action and in-service
education on 12/13/2013.

Criteria 2 ~ The facility acknowledges that
all residenis have the polential to be
affocted by this deficient praciice. All
glucometers in  the facilily were
immediately cleaned by the ADON with
disinfectant wipes on 12/13/2013.

Criteria 3 — All licensed staff will be in-
serviced on the facility policy titled
“Glucometer Decontamination Policy” by
the DON andlor designee on January 15,
2014. Compliance rounds wilt be
completed monthly by the DON and/or
designee to ensure ongoing compliance
by the licensed staff. Resulls will be
presented to the Quality Assurance
Committee,

Criteria 4 — DON and/or designee will be
responsible for ensuring the issue is
resolved and no fonger an ongoing
concem.

Criteria § — Target Date:

2,
Criteria 1 — Nursing staff (CNAs and
nurses) removed alf old bath basins,
urinals, etc. from resident . rooms on
12/13/2013. New items were issued and
were marked with a permanent marker.
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. ) ) . . F 441
communicable disease or infected skin lesions
from direct contact with residents or their food, if 1

1/20/2014
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underneath the sink with no {abet or protective
covering.

Rm 205 bathroom- two (2} urinals sitling on the
back of the toilet with no label and no protective
covering, one bed pan hanging on the hand ralf
with no label, and a bath basin on the floor
undermneath the sink with no label or protective
covering.,

Rm 206 bathraom- one bed pan hanging from the
hand rail with no label and a usinal on the back of
a commode with no labe! or protective covering.

Rm 207 bathroom- one bed pan with a brown

substance noted on the wall next to where the
bed pan was hanging on the hand rafl, the bed
pan was not in a protective covering.

Rm 208 bathroom- one bath basin on the floor
with a bed pan sitting in the bath basin, neither
was labeled or in a protective covering.

Rm 209 bathroom- one bath basin sitting on a
clear plastic stacking drawer with no label or
protective covering. '

Rm 210 bathroom- one bath basin on the fioor
undemeath the sink, with no {abel or protective
covering noted.

Rm 211 bathrcom- one bed pan hanging on the
hand rall with no label or proteclive covering.

Rm 212 bathroom- one bath basin on the floor
underneath the sink with no label and no
protective covering and one urinal with no label or
protective covering.
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Rm 213 bathroom- one bath basin underneath
the sink with no protective covering and no label.

Rm 214 bathroom- one bed pan hanging from the
hand rail, with no fabel and one bath basin sitting
on the sink with no fabel or protective covering.

tnterview with the Director of Nursing {DON) and
Assistant DON, on 12/13/13 at 5:10 PM, revealed
lt was the facility's policy to label all bath basins,
urinais and bedpans and to store them in a
proteclive covering.
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K 000! Continued From page 1 Kooo| Disclaimer: Preparation and execution
Fi of this plan of correction does not
re}.

constitute admission or agreement by

Deficiencies were cited with the highest "“? provider of thg truth of the. facts

) A W alleged or conclusions set forth in the

deficiency identified at *F" level. . his bl

01 LIFE SAFETY CODE STANDARD kor| Statement of deficiency. This plan of

KO | NFPA 1 correction is prepared and executed

§8=F solely because it is required by federal

If the building has a common wali with a
nonconforming building, the common walt is a fire
barrter having at least a two-hour fire resistance
rating constructed of materials as required for the
addition, Communicating openings occur only in
corridors and are protected by approved
salf-closing fire doors. 19.1.1.4.1, 19.1.1.4.2

This STANDARD s not met as evidenced by:

Based on observation and interview, it was
determined the facility failed to ensure the fire
walls were in accordance with NFPA standards.
The deficiency had the potential to affect thiee {3)
of three (3) smoke compartments, all residents,
staff and visitors, The facility Is certified for forty
(40} beds with a census of thitty-nine (39} on the
day of the survey. The facility failed to ensure the
fire walls were properly fire rated to protect the
skilled wings from the assisted living facitity and
the dayecare.

The findings inctude:
Observation, on 12/10/13 at 2:14 PM with the

Maintenance Supervisor, revealed the facility did
nat have two {2)-hour fire raled walls dividing the

and state law.

NFPA 101 Life Safety Code Standard
K o011

Criteria 1 — The facility contacted an
architect to review the current design of
the facility and the architect has deemed
that the walls are to code specifications.
The facility has contracted with GBS
Enterprises, Inc. to install 80-minute fire
resistant doors for all three passage ways
dividing the skilled area, the assisted
living area and the daycare area in the
building. GBS Enterprises agreed to
handle the project on January 14, 2014
and responded on January 24, 2014 that
the time frame for delivery will be
approximately six {6) weeks from January
24, 2014,

Criteria 2 — The facility acknowledges that
all residenis have the potential to be
affected by this deficient practice.

Critaria 3 — New doors will be installed at
the passage ways to meet the code
specifications by a licensed contractor,
The facilty has contracted with GBS
Enterprises, Inc, to install 90-minute fire
resistant doors for all three passage ways
dividing the skilled area, the assisted
living area and the daycare area in the
buliding. GBS Enterprises agreed fo
handle the project on January 14, 2014
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skilled area, the assisted living, and the daycare
in the building. Further observation revealed the
facility had instafied doors in the smoke bairiers

that were rated for forty-five {45) minutes.

Interview, on 12/10/13 at 2:14 PM with the
Maintenance Supervisor, revealed he was
unaware the doors were not rated properly for
separation and the walls were not rated properly
for accupancy separation.

Reference: NFPA 101 {2000 edition)

19.1.1.4 Additions, Conversions, Modernization,
Rencvation, and Censiruction Operations.
19.1.1.4.1 Additions.

Additians shall be separated from any existing
structure not conforming fo the provisions within
Chapter 19 by a fire batrier having not less than a
2-hour fire resistance rating and constructed of
malerials as required for the addition. (See 4.6. 11
and 4,6.6.)

19.1.1.4.2

Communicating openings in dividing fire barriers
required by 19.1.1.4.1 shall be permitted enly in
corridors and shall be protected by appraved
self-closing fire doors. {See also Secticn 8.2.)
19.1.1.4.3

Doors in barriers required by 19.1.1.4.1 shalt
nermally be kept closed.

Exception: Doors shall be permitted te be held
open if they maet tha requirements of 19.2.2.2.6.

8.2.3.2 Fire Protection-Rated Opening
Protectives,

8.2.3.21

Decor assemblies in fire barriers shalt be of an

24,2014,

andfor designee will monitor the
through comptetion.
Griteria 5 — Target Date:

the time frame for delivery will be
approximaiely six {6) weeks from January

Criteria 4 — The Maintenance Direcior

_praject

01/24/201

C-3
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K 011 | Continued From page 3 K011| NFPA 101 Life Safety Code Standard
approved type with the appropriate fire protection K025
rating for the location in which they are instalied . .
and shall comply with the following. gr:g;r;a 1de§§ ?;Z Mﬂﬂ;enacn:rfeg'feifé
{(a) * Fire doors shall be instatled in accordance enetrations ig Ihe smoke partition above
wilh NFPA 80, Standard for Fire Doors and Fire rpoom #225 by Janua p10 2014 b
Windows. Fire doors shail be of a design that has atching  the yhoies arynd lIacin ﬁrz
been tested to meet the conditions of acceptance Ifgesistan% caulk in all open pareasg The
gf NFEA 252l;l§tandard Methods of Fire Tests of facility is also going to install access areas
eor Assemblles. fo the smoke bariers focated at room
Exceplion: The requirerent of 8.2.3.2.1{a} shall numbers 227, 236 and next to the human
nat apply where atherwise specified by resources office by the target date.
823.231. , Criteria 2 — The facility acknowledges that
(b} Fire doors shail be self-ciosing or all residents have the potential to be!
automatic-closing in accordance with 7.2.1.8 and, affected by this deficient practice.
where usgd within thle‘means of egress, shall Criteria 3 — As parl of the preventative
comply with the provisions of 7.2.1. maintenance plan, the Maintenance
K 025 NFPA 101 LIFE SAFETY CODE STANDARD K025 Director andfor designee will check all
88=F smoke barriers monthly to ensure that al
Smoke barriers are conslructed to provide at smoke barriers are intact and there are no
p N
least a one half hour fire resistance rating in penetrations, _
accordance with 8.3. Smoke barriers may Criteria 4 — The Maintenance Director
terminate at an atrium wall. Windows are and/or designee .will monitor tr}e pro_ject
protected by fire-rated glazing o by wired glass through  completion. The Maintenance
panels and steel frames. A rrinimum of two Director will present a report of monthly
separate compartments are provided on each findings to the Qualily Assurance
floor. Dampers are not required in duct Committee.
Criteria 5 — Target Date; 01/24/2014

penatrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems.
18.3.7.3, 19.3.7.5, 19.1.6.3, 19.16.4

This STANDARD is not met as evidenced by;
Based on observaiions and intarview, it was
determined the facility failed io maintain smoke
barriers that would resist the passage of smoke
between smoke compariments in accordance
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K 025 +-Continued From page 4 K025

with NFPA standards. The deficiency had the
potential {o affect three {3) of three (3} smoke
comparimenis, alf residents, staff and visitors.
The facility is certified for forly (40} beds with a
census of thirty-nine {39} on the day of the
survey. The facility failed o ensure one (1)
smoke barrier was sealed around pipes and wires
{o resist the passage of smoke and there was
access for staff to check three (3} smoke
barriers.

The findings include:

Observations, on 12/10/13 between 12:00 PM
and 3:00 PM with the Maintenance Supervisor,
revealed the smoke pariition, extending above
the ceifing located at room #225, was penetrated
by pipes and wires. Furlher observation revealed
the smoke barriers focated at rooms #227, 236,
and next to the Human Resources office had no
access to check the integrity of the smoke
barriers.

Interview, on 12/10/13 between 12;00 PM and
3:00 PM with the Mainfenance Supervisor,
revealed they were aware of the penetrations al
room #225 because a contractor had done some
work that was not resealed. Further interview
revealed there was no good way to get to the
noted smoke barriers to check for penetrations.

Reference: NFPA 101 {2000 Edition).

8.3.6.1 Pipes, conduits, bus ducls, cables, wires,
air ducts, pneumatlc tubes and ducts, and similar
building service equipment that pass through
floors and smoke barriers shail be protected as
follows:

FORM CMS-2587(02-99) Pravicus Versions Obsdlets Event I: EBOP2{ Faclity ID: 100668 If continuation sheet Page 5 of 14







PRINTED: 12/27/2013

DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X3) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
_ - S B PP

NAME OF FROVIOER OR SUPPLIER

RIVER'S BEND RETIREMENT COMMUNITY

STREETADDRESS, CiTY, STATE, 24 CODE
300 BEECH ST,
KUTTAWA, KY 42055

of the survey. The facility failed fo ensure that fire
drills were conducted quarterly on the 2nd and
3Jrd shiits.

The findings include:

Fire Drilf review, on 12/10/13 at 10:40 AM with the
Maintenance Supervisor, revealed the fire drills
were nol conducted during the 3rd quarter of
2013 on 2nd shift; and, the 2nd quarter of 2013
on 3rd shift,

interview, on 12/10/13 at 10:40 AM with the
Maintenance Supervisor, revealed he was
unaware the fire drills wers not conducted
quarterly on each shift. Further interview
revealed he had them marked out an his personal
calendar and had wtitlen the different shifts
wrong on the calendar.

X410 SUMMARY STATEMENT OF DEFICIENCIES 1a} PROVIDER'S PLAN OF CORRECTION %5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
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K 050} Gontinued From page 6 K050; NFPA 101 Life Safety Code Standard
that drills are part of establishad routine. K050
Respansibility for planning and conducting drilis is L .
assigned only to competent persons whe are Criteria 1 -lThe facility ha;s tz}evelfopec‘!_ a
quslified to exercise leadership. Where drills are :jo,tl?“ng twelve month calendar for fire
conducted between % PM and 6 AM a coded mis. o
announcement may be Used Instead of audible Ecﬂ['tre;;?dze;t;hg;?;'":z:d;g?ggg:;’eiz thbaet
f . 19.7.1.2 . . :
aanms affected by this deficient practice.
Criteria 3 — As part of the monthly safety
meeting, the Maintenance Director and/or
designee wiil present the fire drill report to
. ) . the Safety Committee. On a quarterly
This STANDARD Is not met as evidenced by: basis, the Quality Assurance Committee
Based on interview and record review, it was will review all fire dills to ensure
determined the facility failed to ensure fire drills compliance.
were conducted quarterly on each shift at randam Criteria 4 — The Risk Manager andfor
times, in accordance with NFPA standards. The designee will ensure that fire drills are
deficiancy had the potential to affect three (3) of completed fo code and are reviewed by
three {3) smoke compariments, all residents, staff the Safety Committee and Quality
and visitors. The facflity is cerlified for forty {409 Assurance Commitiee.
beds with a census of thirty-nine (38) on the day Criteria 5 - Target Date: 11212014
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K 062 | Continued From page 8 K062
must be inspected monthly and quarterly
accordingly to NFPA requirements and the
records for the Inspection made available for the

authority having jurisdiction.

Interview, on 12/10/13 at 10:55 AM with the
Maintenance Supervisor, revealed he was
unaware the sprinklef system had not been
inspected in the second quarter of 2013, Further
interview revealed the sprinkier company had an
employee that was telling them he was
completing the inspections but not actually doing
the inspections. He revealed he never checked
behind the sprinkler company because there had
'| never been a problem with them before.

Reference: NFPA 25 (1998 Edition),

2-1 General. This chapter provides the minimum
requirements

for the routine inspecticn, testing, and
maintenance of

sprinkler systems. Table 2-1 shall be used fo
determine the

minimum required frequencies for inspestian,
testing, and

maintenance,

Exception: Vaives and fire department
connections shall be inspected,

tested, and maintained in accordance with
Chapter 9.

Table 2-1 Summary of Sprinkier System
inspection, Testing, and Maintenance

Item Activity Frequency Reference

Gauges (dry, preaction deluge systerns)
Inspection Weekiy/monthly 2-2.4,2

Control valves Inspection Weekly/monthiy Table
8-1
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K362 Continued From page 9 K082

Alarm devices Inspection Quaderly 2-2.6
Gauges (wet pipe systems} Inspection Monthly
2-2.4.1

Hydraulic nameplate Inspection Quarteriy 2-2.7
Buildings Inspection Annually {prior to freezing
weather)

2-2.5

Hanger/seismic bracing Inspection Annually 2-2.3
Pipe and fittings Inspection Annually 2-2.2
Sprinklers Inspection Annuatly 2-2.1.1

Spare sprinklers Inspection Annualiy 2-2.1.3

Fire department connections Inspection Table 9-1
Valves (all types) Inspection Table 5-1

Alarm devices Test Quarerly 2-3.3

Main drain Test Annually Tabte 9-1

Antifreeze sofulion Test Annually 2-3.4

Gauges Test 5 years 2-3.2

Sprinkiers - extra-high temp. Test 5 years 2-3.1.1
Exception No. 3

Sprinklers - fast response Test At 20 years and
every 10 years '
thereafter

2-3.1.1 Exception No, 2

Sprinklers Test At 50 years and every 10 years
thereafier

2-3.1.1

Valves (all types} Maintenance Annually or as
neaded Table 9-1

Obstruction investigation Maintenance 5 years or
as needed Chapter 10

Table 9-1 Summary of Valves, Valve
Camponents, and Trim Inspection, Testing, and
Maintenance

Component Activity Frequency Reference
Control Valves

Sealed Inspection Weekly 8.3.3.1

Lacked inspection Manthly 9-3.3. Exception No,
1
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Tamper swilches Inspection Monthly §-3.3.1
Exception No. 1

Alarm Valves

Exterior inspection Monthly 9-4.1.1

Interior Inspection 5 years 9-4.1.2

Strainers, filters, orifices Inspeciion 5 years
9-4.1.2

Check Valves

interior Inspection 5 years 8-4.2.
Preaction/Deluge Valvas

Enciosure (during cold weather) Inspection
Daily/weekly 9-4.3.1

Exterior Inspection Monthly 8-4.3.1.2

Interior inspection Annually/5 years 8-4.3.1.3
Strainers, filters, orifices Inspection 5 years
9-4.3.14

Dry Pipe Valves/Quick-Opening

Devices

Enclesure (during cold weather} inspection
Daityfweekly 9-4.4.1.1

Exterior Inspection Monthly 8-4.4.1.3

Interior Inspection Annually 9-4.4.1.4
Strainers, filters, orifices Inspection 5 years
9-44.1.5

Pressure Reducing and Relief Valves
Sprinkler systems inspaction Quarisrly 9-5.1.1
Hose connections inspection Quartarly 9-5.2.1
Hose racks Inspection Quarteriy 9-5.3.1

Fire purmps

Casing refief valves Inspection Weekly 8-5.5.1,
9-5,5.1.1

Pressure relief valvas Inspection Weekly 9-5.5.2,
9-5.5.2.1

Backflow Prevention Assemblies

Reduced pressure Inspection Weekly/monthly
9-6.1

Reduced pressure detectors Inspection
Weekly/monthly 9-6.1

Fire Depariment Connections Inspection
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K 062 | Continued From page K 0682
Quarterly 9-7.1
Main Drains Test Annualiy 9-2.6, 9-3.4.2

Waterflow Alarms Test Quarterly 9-2.7

Control Valves

Position Test Annually 8-3.4.1

Operation Test Annually 9-3.4.1

Supervisory Test Semiannualiy 9-3.4.3
Preaction/Deluge Valves

Priming water Test Quarterly 9-4.3,2.1

Low air pressure alarms Test Quarterly 9-4.3.2.10
Full flow Test Annuaily 9-4.3.2.2

Dry Pipe Valves/Quick-Opening

Devices

Priming water Test Quarterly 8-4.4.2.1

Low air pressure alamm Tast Quarterly 9-4.4.2.6
Quick-opening devices Test Quarterly 9-4.4.2.4
Trip test Test Annually 9-4.4.2.2

Fult flow trip test Test 3 years 9-4.4.2.2.1
Pressure Raeducing and Relief Valves

Sprinkler systems Test 5 years 9-5.1.2
Circulation refief Test Annually 9-5.5.1.2
Pressure relief valves Test Annually 9-5.5.2.2
Hose connectlans Tes! 5 years 9-5,2,2

Hose racks Test 5 years 9-5.3.2

Backflow Prevention Assembfies Test Annually
9-6,2

Contral Vaives Maintenance Annually 9-3.5
Preaction/Deluge Valves Maintenance Annually
9-43.3.2

Dry Pipe Valves/Quick-Opening

Devices

Maintenance Annually 8-4.4.3.2

K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144
88=F

Generators are inspected weekly and exercised
under foad for 30 minutes per month in
accordance with NFPA 99,  3.44.1,
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provided with battery-powered emergency-
lighting, The emergency

lighting charging system and the normal service
rcom

lighting shall ba supptied from the load side of the
fransfer

switch,
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