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of Correction does not constitute an admis-

A standard health survey was conducted ; i sion or agreement by the provider of the
11/13/12 through 11/15/12 and a Life Safety Code { truth of the facts alleged or conclusjons set
survey was conducted 11/14/12, Deficiencies ;  forthin the Statement of Deficiency. This
were cited with the highest scope and severity of i Plan of Correct_mp is prgpared and executed
i an "F*. The facility had the opportunity to correct I solely becsuse it is required by Federal and
 the deficiencies before remedies would be State law.
recommended for imposition, i : "
F 241 483,15(a) DIGNITY AND RESPECT OF | F2M] Reidan#nisshieto weavedpnby e | 12ng/1s
=€ | INDIVIDUALITY , Assistant Unit Manager. Therapy staff

. ) ! . were instructed by the DON to review and
The facilify must promote care for residents in a ; revise their plan of care for the resident,
manner and in an environment that maintains or The care plan for resident #7 was reviewed
enhances each resident’s dignity and respect in by The Assistant Unit Manager on 11/19/12 |
full recognition of his or her individuality, I © toensure it reflected the appropriate plan
! l for the resident in regards to continence.

JEFFERSCN MANOR
LOUISVILLE, KY 40222
(%) ID SUMMARY STATEMENT OF DEFICIENGIES 1 o] PROVIDER'S PLAN OF CORRECTION i [X5)
EREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL . PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ' TAG ! CROSS-REFERENCED TO THE APPROFRIATE DATE
( 5 DEFICIENGY)
F 000 | INITIAL COMMENTS : FOOD!  «The preparation and execution of this Plan
! i

i

This REQUIREMENT is not met as evidenced ‘ Covers were placed on the catheter bags for
by: : ¢ resident #3 and #17. CNA assignment
Based on observations, interviews, and record : sheets were reviewed 1o ensure the covers
review it was determined the facility failed to ' i Torthe catheter bags were noted.

provide bedpans and privacy covers on catheters | ; "
for three (3) of nineteen (19) residents. Residents * . OnlVIe/NZ the Agmm}zstrator, DON, and
#7, #3 and #17and and fifteen (15) of twenty-nine | Direstor of Soclal Services met to review
(29) residents sitting in the Blue and Graen z i procedures related to the dining rooms an

Dining rooms were observed to not ha\}e the to make a_p.lan to ensure each rc:-,mdt:nt has
same dining experience as the residents in the 3 the best dining experience possible.

e ,

Main Dining room. . : . It is currently the practice of the facility to

The findinas include: ! © puttablecloths on all tables for meals, these
€ tingings include. ; { are typically white except for special occa-

sions as was observed during the survey.
All residents are provided with a napkin but
some residents request use of clothing pro-
tectors, this will continue to be the practice,
Going forward, all food dishes will be

The facility provided no policy for usage of
bedpans, i

Interview, on 11/14/12 at 2:00 PM, with Resident

#7 revealed the resident had frequently asked for | placed on the table and not left on the tray,
a badpan bgec:ause hefshe took a diuretic. He/she ; i and fluids will be offered to residents prior
had be?p.?wen a bed pan on admission, but the . { to meals being served.
2 : ; !
ABORATORY DIRECWNTATNES SIGNATURE T é X6) DATE
: <
< M i f;ﬂc v /< /2 2—4 2
N =

ny deficianty styfemant gnding with an asterisk (*) denotes 2 deficiency which the institution miay be excused from correcting providing it is detgrm#]gd that

ther safeguardg/provide/sufficient protection to the patients. (See instructions.) Except for nursing homas, the findings stated sbove are disclosable 90 days
showing the dalg of syfvey whether or nof a plan of correction is provided. For nursing homas, the sbove findIngs and plans of correction are disclosable 14
gys following th e these documents ame made available fo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
fogram partficipation. : A :
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Continued From page 1 : F 2411 on11/16/12 to review all residents on thera-

bedpan was removed after a contract was ;
initiated with the physical therapy department for
| the resident not to use a bedpan, The resident

| was only to use a bedside commode for
elimination. Because the resident is a two (2)
person assist for transfers there had been delays |
In transferring the resident to the bedside 5
tommode. The delay had lead to the resident
being incontinent. When the resident was talking
about not being able to use a bedpan, he/she
stated to be incontinent was embarrassing. ,'

Review gf the plan of care revealed there are no

! sn.ter‘venttons or goals to ensure Resident #7's

. elimination needs were met, (
i

Review of the contract titled "Do and Don'ts” that
i was initiated with Resident #7 on 10/25/12 and  °
; Interview with the assistant in the physical therapy
| department stated, the resident was toalways .

use a bedside commode for elimination. !

[ Interview with Registered Nurae (RN} #4, on
11715112 at 10:20 AM, revealed Resident #7 had
asked several times for a bedpan order, The
order had been denied due to the Do and Don't
contract, i

Interview with Physical Therapy (PT) assistant, on !
M/15/12 at 11:20 AM, who Initiated the contract |
revealed a contract was initiated with Resident #7
when he/she was admitted, The date on the i
contract was 10125/12. To date, 11/15/12, the |
contract was still in effect and the assistant !
eckonedged the therapy department was not
following the resident fo ses if the contract E
needed revisions or updating. In addition, at the |
E time of the contract the PT assistant stated, she

.
!

py caseload to determine if there wers any
other residents affected by therapy request-
ing no use of the bedpan. No other residents
were

identified. The DON interviewed both

Unit Managers on §1/16/12 to ensure that
there were nd other residents that they were
aware of that had any restrictions in place
to include bedpan use, brief use.

The Assistant Unit Managers checked all
residents identified as baving a catheter to
ensure they all had catheter bag covers, that
they were on and that the CNA assign-
ment sheet noted the use of the catheter bag
covers , This was completed on 12/17/12.

All interviewable residents having their
meals served in the unit dining rooms were
interviewed on 11/30/12 by Director of
Social Services to solicit their input re-
garding how the facility could improve their
dining experience.

The DON and Dircotor of Staff Develop-

- ment Coordinator wii} provided education

to nursing staff on responding to resident
needs, ensuring a residents dignity,
answering call lights, following the care
plan, use of labels when talking about a
resident, use of catheter bag covers, hydra
tion pass and placing water pitchers in resi
dent rooms unless contraindicated as noted
on the care plan. Educatjon will be com-
pleted by 12/28/12.

"
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F 241} Continued From page 2 All newly hired nursing staff will re-

did not research if the resident was on any
medication{s) that would impact Resident #7

: needing to Us a bedpan such as a diuretic/water
i pill.

interview, on 11/16/12 at 1:40 PM, with the
Director of Nursing (DON) revealed she was
unaware of the contract initiated by the therapy
department and that Regident #7 had been
requesting a bedpan.

Record review of Resident #7's Do's and Don't
contract revealed after he/she was admitted, an
assistant in the physical therapy department
approached him/her about a contract. The
contract stated the resident was to: (1) always

use the bedside commode, (2) up in a wheelchair

for all meals, (3) use a walker to transfer, (4)
transfer counterclockwise, (5) fracture boot for
transfers, (6) Sarah lift for transfars to shower
chair, (7) no bedpan use, and (8) set up for oral
care,

Observations, on 11/15/12 at 4:10 PM, revealed
Resident #7 pushed hisfher call light to request
assistance for the bedside commode. A Dietary
Aide told Resident #7's nurse he/she needed
assistance to go to the bathroom. The nurse

1

1

continued talking and he called for two(2) aides to |
assist the resident. It was six minutes before one ;

(1) staff member came. She had to get another
alde (resident was a two (2) person fift) to help
her. It was another six to seven minutes befora
two (2) aides assisted the resident to the badside
commode.

Interview with the DON, 11/25/12 at 4:20 PM,
revealed all nursing staff were responsible to

{
Fzmlf
]

ceive this education during orientation
by the Director of Staff Development.

It is curvently the practice of the facility
to put tablecloths on all tables for
meals, these are typically white except
for special occasions as was observed
during the survey. All residents are
provided with a napkin but some resi-
dents request use of clothing protec-
tors, this will continue to be the prac-
tice. Going forward, all food dishes
will be placed on the table and not left
on the tray, and fluids will be offered to
residents prior to meals being served.
Restdents requiring individual-
ized dining interventions will have a
care plan to address these needs. Nurs-
ing will be instructed on the facility
practice by 12/28/12 by the DON or the
Diractor of Staff Development.

Unit Managers/Nurse Manager to
make rounds daily for 2 weeks then
weekly to ensure that all residents with |
catheters have catheter bag covers on.
All non-compliance will be addressed
at the time it is noted. Non-compliance
will be reported to the DON who will
report on compliance no less than quar-
terly to the facility QA Committee,
DON, Diractor of Staff Development,
and Administrative Nursing Staff will
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i E observe dining service in the unit din-
F 241 Continved me.l page 3 o Fad ing roomns daily for 2 weeks then no
respond to i,a" lights.. This mcgded. the less than 3 times per week for 2 weeks
R:: dg gterrg_? d :,rsfsi' L'ﬁin?}?d tsrac’ucal Nurses : Then weekly for one month to ensure
; &na Lertitied Rursing Assistants. | compliance with the facility practice.

’ Non-compliance will be addressed as
5 it s noted. Findings will be recorded
on an audit sheet and brought to the
Quality Assurance Committes Meet-
ing not. less than quarterly.

Observation of the main dining room and the
Green and Blue dining reoms on 11/13/12 at 5:30
PM, 11/14/12 at 12:00 Noon, and on 11/15/12 at '
8:30 AM revealed there were an average number , :
of thirty-two (32) residents in the main dining ‘ i
reom, an average of fifteen (16) residents in the I
the: Blue dining room and an average of fourteen ;
(14) residents in the Green dining room over the :
three (3) mealtimes observed. The Blue and :’
Green dining rooms were located at each of two
(2) nursing units. Specifically, the main dining
roon was decorated with colorful tablecloths : ;
cloth napkins, and lowered lighting whereas the |
i Blue and Green dining rooms had bright lighting, , ;
plain white tablecloths and no cloth napkins (the .

residents in the Blue and Green dining rooms
wore clothing protectors and the residents in the
main dining room did not. The residents in the
main dining room had drinks provided to them i
while waiting for their meal and the residents in | ;
the Blue and Green dining rooms had no drinks - :
or attention given to them for the thirty (30) to i i
forty (40) minute wait for their meal. jn addition,
the residents in the main dining room had their
food dishes placed directly on the fables while the :
residents in the Blue and Green dining rooms had | '
their food dishes served on trays placed on their
tables. i |
I ! ]
! Interview with Registered Nurse (RN} #3, on ? ;
1114112 at 9:00 AM, revealed it was her
understanding the residents needing assistant

3
i
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F 241 | Continued From page 4 i F 241

she forgot,

!
j

with their meals and moaitoring for choking risk
were required to eat in either the Blue or Green
dining rooms for the facility to meet their needs.
However, she also stated there were not enough
CNA staff at meal time to be in the main dining
room prior to meal service as they were busy :
getting residents ready {o go to the diing rooms.
She stated she could understand it would be a
comfort to the residents to be offered fluids and
there was other nursing staff available at
meaitime to assist the residents with their
meals/fluids. RN #3 stated she was in the facility
at the two (2) mealtimes and also in the facility
were the DON, another unit manager and a
Minimum Data Set (MDS) nurse and all of them
could assist at mealtime but usually did not.

Interview with the Dietary Director, on. 11/14/12 at
2:30 PM, revealed she confirmed with the DON
justa couple of months ago the rule for residents
who could eat in the main dining room was the
residents eating there had to be dressed in street 1
ciothes and had to be able to eat without
assistance. She staled the residents in the main
dining room had their fluids served prior to their
meals because they did not present as a choking
risk and the facility wanted them to have g
restaurant style dining experience. She further
stated the CNA's could take the dishes off of the

Inferview with CNA#4, on 11/14/12 at 12:80 PM, -
revealed she called the residents in the Green
dining room “feeders” out loud and iy the
presence of ten (10) residents. When questioned
about using the term "feaders" to refer to the
residents, CNA#4 stated she was aware it was
wrong to refer to the residents as "feeders” but

i
|
t
i
i

P

i

]
i
|
;
i
1
i
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trays for the residents in the Biue and Green
dining rooms and she did not know why they
didn't do so.

Interview with the Director of Nursing (DON), on ;
11714112 at 2:45 PM, revealed any resident could "
eat in the main dining room if he/she was dressed ;
in street clothes and could feed his or herself, |
She stated there was no policy or anything in the ¢
admission packet to signify this but it was a
facility rule. The DON explained the reason for
this practice was the residents who needed i
assistanca with their meals needed to be on the
nursing units for the staff to assist with their
mesals. She further stated the facility used it's
Certified Nursing Assistants (CNA's) to assist
residents with their meals and there was no

| reason the CNA's could not walk to the main
dining.room except it was convenlient for the
CNA's fo stay on the upits as they were busy with
other tasks. She stated the residents in the Blue | _
and Green dining rooms could not have fluids §
prior to their meals because some of them were i )
on thickened liquids and would have to be !

monitored by nursing for possible choking.

Interview with the Green Unit Manager ; ,
Registered Nurse (RN #2), on 11/15/12 at 8:35 |
AM, revealad she called the residents "feeders” |
twice during the course of her conversation with :
the surveyor and within hearing of several |
residents. She stated she recognized itwasa ¢ '_
mistake to call the residents “feeders” and :
especially not within their hearing as it was a ;

demeaning term. RN #2 stated she thought fluids | 3
should be offered to the residents in the nursing ! 3
unit dining rooms while they were waiting for their i
meals to serve three purposes. 1) encourage fluid | i
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F 241 | Continued Fror page 6 }

intake, 2) build activities of daily living skills, and
3) be involved in a more homelike dining
experience. She stated she thought the reason
the residents in the Green Unit dining rcom did
not get fluids prior fo their meals was because
there was not enough staff to help the residents

any nursing personnel could assist with meals
and monitor residents for choking.

[ Interview with the DON, on 11/15/12 at 1:00 PM,
revealed she had taught the nursing staff it was
no longer appropriate to refer to resldents as
“feeders”; however, sometimes they would
forget. She stated she knew it was a demeaning
and undignified way to refer to a resident in the
facllity.

Interview with the Administrator, on 11/15/12 at
3:60 PM, revealed the facility had nothing in
writing regarding which residents could go to the
main dining room to eai. However, some

! regidents could not eat in the main dining room

| due to their needs of meal assistance and
 choking risk. He also stated those residents
needing assistance with their meals could not go
to the main dining room due to staff needing to
stay on the nursing units to do their work.

F 280 1 483.20(d)(3), 483.10(k)(2) RIGHT TO

$8=D | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

! Acomprehensive care plan must be developed
i

prior to the meal delivery. However, she did state :

i
i

i

Fodq:

i
:

; The Care Plan for Resident #7 was

| reviewed and revised ag indicated by 12/28/12
,' an Interdisciplinary Team on

; 12/17/12. The dietician re-

: viewed the chart on 11/19/12 &

' 12/3/12. The physician was consulted
on 11/14/12 by the Assistant Unit
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F 280 | Continued From page 7 . F 280§ Manager. The plan for the resident was
within 7 days after the completion of the : i changed on 11/14/12 fo p.mwde the
comprehensive assessment, prepared by an i {  resident with double portions and then

changed on 11/20/12 (pex the resi-

interdisciplinary team, that inciudes the attending
dents request) to 1 ¥ portions.

physician, a registered nurse with responsibility
for the resident, and other appropriate staff in :
disciplines as determined by the resident's needs, ; © The Assist Unit Mangers, DON and
and, to the extent practicable, the participafion of Dietary Manger will review care plans
the resident, the resident's family or the resident's for all residents by 12/28/12 to ensure
legal representative; and periodically reviewed that the care plans wers accurate and
and revised by a team of qualified persons after reflected the current needs of the resi-
each assessment. dents, with emphasis on the nutritional
needs of each resident. Revisions were
made if indicated.

i Corporate Consultant to provide re-
education on care planning and care

This REQUIREMENT is not met as evidenced t plan revisions to Care Plan

by: ; + Team on 12/21/12. The DON or Direc-
Based on observations, interviews, and record . tor of Staff Development will provide
review it was determined, the facility fatled to ! re~education to licensed staff on

review and revise the care plan to meet the I ypdating care plan interventions by

nutritional needs of one (1) of seventeen (17) : . 12/28/12. Care Plans are to be re- '
residents, Resident #7. o i i viewed with any change in physicians

orders, change in functional status of
resident, and updated as indicated to
continuonsly reflect the current needs of
each resident.

The findings inciude;

Ohbservations of Resident #7's dietary tray slip on 5
11/14/12 at 11:50 PM, revealed he/she was on a | ;
' !

| dietetic diet. . Assistant Unit Mangers, DON and MDS

Review of the diet orders for Resident #4 : Coordinators to review 25 % of resident
; care plans weekly for 4 weeks then

revealed the diet order was changed to a double i
portion regular diet by RN #4. ! : 25% monthly for 4 months fo ensure

Review of the physician orders for Resident #4 1
| revealed a dietitian consult was written on : ;
09/15/12 and an order was written for a djetitian i
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Continued From page 8
consult again on 11/13/12. To date 11/15/12 the

resident had dietitian intervention on the care plan

or assessment note in the medical record.

Interview with Resident #7, on 11/14/12 at 2:00
PM, revealed hefshe had notified the nurse
practitioner and the unit assistant manager of
being hungry after meals.

Interview with Licensed Practical Nurse (LPN) #3,
on 11114 at 2:20 PM, revealed Resident #7 had

said hefshe was still hungry after receiving histher

meals to LPN #3, She stated, the information had
been reported to the nurse practitioner.

Interview with the Director of Nursing (DON), on
11/16/12 at 1:40 PM, revealed Resident #7 had
asked for a soup bowl! of peanut butter for an
evening snack, and she was not aware the
resident said he/she was still hungry after meals.

Interview with Registered Nurse (RN) #4, on
11/15/12 at 10:20 AM, revealed she had not
adjusted the residents diet because Resident #7
is dizbetic and cbese,

483.20(k)(3)(il) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
gecordance with each resident's written plan of
care,

This REQUIREMENT is not met as evidenced
by:

H
H

i
H
i

i
:
!
1

1

¢

i

|
F 280i

care plans reflect the cument needs of
the resident and that the interventions
are reflective of the care being provid-
ed. Dietary Manager to review the nu-
tritional care plans of 25% of all resi-
dents weekly for 4 weeks then 253%
monthly for 4 months to ensure the
nutritional needs of each resident ig
identified and interventions are in place
to address the nutyitional needs of each
resident, Results of these reviews will
be reported to the facility QA Commit
tee for review,

A water pitcher with ice and water was
placed In the room for Resident #4 on
11/15/12 by CNA #2. CNA.

#2 assigned to Resident #4 was re-
educated on following the residents
individual plan of care by The Unit
Manager on 11/15/12. The Assistant
Unit Mangers and DON reviewed all
RA Care Plans on 12/17/12 to identify
al] residents with an intervention to
encourage
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Based on observation, interview, record review,
and review of the facility's policy, it was ‘
determined the facility falled to follow the nursing |
care plan for one (1) of nineteen (19) sampled |
residents. The facility did not follow the Resident
Assistant Care Plan for Resident #4 as related fo .
encouraging fluids between meals for Resident
#4.

Review of the facility's policy for Resident ;
Assistant (RA) Responsibilities stated RA |
. asslgnment sheets were to be read over !
thoroughly prior to providing care for the resident.
RA's were to fill water pitchers with fresh ice
water each shift. RA's was to make note of such
things specified for the resident’s care such as
when the resident was {o be toileted, what and
when enablers were to be used, what kind of diet |
they were on and if they nead assist with meals,
atc.

Review of the clinical record for Resident #4 ;
revealed the facility readmitted Resident#4on
5/12/05 with diagnoses of Dementia with ’
Behavior Disturbances, Anxiety Disorder, |
Generalized Weakness and & history of Brain ;
Bleeding. The facility completed an annual i
Minimum Data Set (MDS) assessrment on 8/01/12 |
that revealed the resident was severely

cagnitively impaired on the Brief Interview for

. Mentai Status (BIMS) assessment.

Record Review of the RA Care Plan fof Resident |
#4 revealed the RAwas to encourage fiuids
before and with meals,

Review of Resident #4's Physician's Routine
Orders for 11/01/12 through 11730712 revealed

amnount of fluids to be offered and how
' often each day. Allrooms were
i checked and if not contraindicated
! (residents on fluid restrictions, thick-
ened liquids, NPO, or with swallowing
problems) water pitchers, glasses and
straws were placed in the room on
11/15/12 by the CNA's.

The DON and Director of Staff Devel-
opment will provide education to nurs-
ing staff on responding to resident

{  needs, ensuring a residents dignity,

| answering call lights, following the

i care plan, use of labels when talking
about a resident, use of catheter bag
covers, hydration pass and placing wa-
¢ ter pitchers in resident rooms unless

. contraindicated as noted on the care

: plan All newly hired nursing staff will
i receive this education during orienta-
tion by the Director of Staff Develop-
P ment

of RA Care Plans/murse aide assign-

ment sheets weekly for 4 weeks then

25% monthly for 4 months to ensure

care plans/assignment sheets reflect the

current needs of the resident and that

| the interventions are reflective of the

i care being provided. Any changes

’ needed will be made to reflect the indi-
vidualized peeds of the residents.

i

' a 3

{  Unit Mangers are to review 25 %
{
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the resident had orders to offer additional fluids
between and with meals,

OCbservation of Resident #4's room, on 11/14/12
at 2:40 PM, revealed the room had no water
carafe, no drinking cup and no straw at the
bedside table.

Observation of Resident #4's room, on 11/14/12 i
: at 4:30 PM, revealed the room had no water :
i carafe and no straw at the bedside table. There
was a smafl plastic cup filled with ice chips on the | i
bedside table. ;

Observation of Resident #4's room, on 11/15/12 §
at 8:10 AM, revealed the room had a small plastic -
cup, half full with room temperature water on the
bedside table. There was no carafe observed in
the room, :

Observation of Resident #4's room, on 11/15/12
at 11:10 AM, revealed the room had a small '
plastic cup, half full with room temperature water |
on the bedside table. There was no carafe ;
observed in the room. -
' Interview with Licensed Practicai Nurse (LPN) #7,
on 11/15/12 at 1:30 PM, revealed Resident #4 |
I should have a water pitcher, with a cup, and f
i straw in the resident’s room because Resident #4
was not on fluid restrictions. LPN #7 sald she was ,
unsure the reason there was not a water pitcher |
in the residents's room and the staff was )
supposed to encourage fluids whenever they
entered the residents' rooms, LPN #7 said there
was not & designated time for water pitchers o be; {
filled, LPN #7 sald we are suppose to check all |
water pitchers whenever they entered a resident's |

STATEMENT OF DEFICIZNCIES {%1) PROVIDER/SUPPLIER/GLIA {(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ARND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B. WING
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i ‘ . .
F 282 | Continued From page 10 i F 282, Results of these reviews will be report-

ed to the facility QA Committes for
review, Unit Managers/Nurse Manag-
er to make rounds daily for 2 weeks
then weekly to ensure that all residents
have a water pitcher, cup and straws
available if not contraindicated . All
non-compliance will be addressed at
the time it is noted. Non-compliance
will be reported to the DON who will
report on compliance no less than quar-
terly to the facility QA Comunittee.
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room. LPN #7 confirmed the staff would bé much
maore likely to encourage fiuids if there was a
water pitcher with & cup and straw in Resident
#4's room.

interview with CNA#5 on 11/15/12 at 1:35 PM

| revealed she was responsible for filiing the water
pitchers on the 300 Hall on 11/15/12. ONARS
stated If the resident had a waler pitcher in their
room, she checked to see if the pitcher needed to
be filled whenever she went in the room. CNA#5
stated she was uncertain why some residents on i
the 300 Hall did not have water pitchers, s ;

Interview with CNA#2, on 11/15/12 at 2200 PM,
stated she had taken care of Resident #4 for the | ‘. )
past week and there had not been a water carafe ; :

in Resident #4's room for the past week during {

the shifts she had worked, CNA#2 said she ‘

' assumed Resident #4 was not suppose o have
! liquids while in bed, because there had not been
a water pitcher in Resident #4's room whenever
she had started her shifts for the past week. CNA |
#2 said she read her Resident Assignment Sheet '
every morning when starting her shift and initialed |
the RA Sheet at the end of every shift she had
worked indicating all task were completed. CNA
#2 confirmed the RA Sheet did say shewas to | |
encourage fluids between and with meals for : i
Resident #4 and she should have read the RA | ;
sheet more carefully and made certain theirwas  ~ i
a water pitcher in the resident's room.

Interview with the Green Unit Manager RN #2, on
1115/12 at 4:00 PM, confirmed that there was | i
not a designated time set for CNA's to check the | :
water pitchers in the residents’ rooms, RN #2 |

confirred that all residents that are not on fluid . 1

i !

i
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{

: This REQUIREMENT is not met as evidenced

Continued From page 12

restrictions should have a water carafe in their
rooms and was unsure the reason some o
residents did not. RN #2 comriented that she i
neaded fo re-enforce with staff the need to keep
water pitchers full and would investigate why |
some residents did not have water carafes in their ;
rooms. RN #2 confirmed that lack of hydration
could cause a resident to become dehydrated or
to get a urinary tract infection (UTI). RN #2 |
confirmed the RA Sheet said to encourage fluids
between and with meals for Resident #4.

Interview with the Director Nursing (DON), on
11115112 at 4:15 PM, revealed the faciity's policy
iwa to pass water and ice on every shiftand the - :
CNA's are suppose to follow the RA sheet for
each resident. The DON stated not having

enough water could cause a resident to become
dehydrated and possibly develop a UTI.

483.25 PROVIDE CARE/SERVICES FOR :
HIGHEST WELL BEING i

Each resident must receive and the facility must |
provide the necessary care and services to attain
or maintain the highest practicable physical, 3
mertal, and psychosocial well-being, in |
accordance with the comprehensive assessment
and plan of care. ;

by: !
Based on observations, interviews, and record
review it was determined the facility fajled to meat
the-needs of one (1) of nineteen (19) sampled
residents and six (6) unsampled residents.

H
i

On 11/15/1212 staff were instructed
that Resident #7 is able to use a bed-
pan, and a bedpan was placed in the
room by the Assistant Unit Manager.
All vooms were checked and if not
contraindicated (residents on fluid re-
strictions, thickened liquids, NPO, or
with swallowing problems) water
pitchers, glasses and straws were
placed in the room on 11/15/12 by
CNA’s, The DON met with the thera-
py department on 11/16/12 to review
all residents on therapy caseload to
determine if there were any other resi-

dents affected by therapy requesting no

use of the bedpan.

)
:

12/28012
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Resident# 7 had incontinent episodes from not

on the Green Unit were observed to have either
no water in the water pitcher or no water pitcher.

The findings are:

" Interview, on 11/14/12 at 2:00 PM, with Resident
( #7 revealed he/she had requested the facility

not provide the requested bedpan.

Observation of the residents living areg, on
P11/14/12 at 2:20 PM, revealed the resident had
! an oversized bedside commode next to hisfher
bed. The resident did not have a bedpan.

Imterview with Registered Nurse (RN) #4, on
11/15/12 at 10:20 AM, revealed the resident had
requested a bedpan because of the two (2)
person iransfer. The ARNP denied the request
because of a Physical Therapy department
cordract.

Interview with the Occupationaf Therapist (OT),
Pon 111512 &t 11:20 AM, revealed the resident

! had signed a contract with this Physical Therapy
! (PT) department staff member to not use a

* bedpan, but to use a bedside cormmode, The

; contract was signed on 10/25/12. The PT

any medication that could cause urinary
persaon transfer and after the signing of the
contract th PT depariment did not follow the
resident.

Review of the contract revesled the contract

having a requested bedpan. The six (6) residents :

provide him/her with 2 bedpan and the facility did

i

1

department did not identify if the resident was on

incontinence. tn addition, the resident is a two (2) f

DON interviewed both Unit Managers on
11/16/12 to ensure that there wete no other
residents that they were aware of that had
any restrictions in place rejated to bedpan
use or brief use. All rooms were checked
and if not contraindicated (yesidents on
fluid resirictions, thickened liquids, NFO,
or with swallowing problems) water pitch-
ers, glasses and straws were placed in the
room on 11/15/12 by the CNA’s,

The DON and Director of Staff Develop-
ment will provide education to nursing staff
on responding to resident needs, ensuring a
residents dignity,

answering call lights, following the care
plan, use of labels when talking about e
resident, use of catheter bag covers, hydra-
tion pass and placing water pitchers in resi-
dent rooms unless contraindicated as noted
on the care plan. This education will be
completed by 12/28/12. All newly hired
nursing staff will receive this sducation
during orientation by the Director of Staff
Development.

Unit Managers/Nurse Managet 10 imake
rounds daily for 2 weeks then weekly to
ensure that all residents have a water pitch-
er, cup and straws available if not contiain-
dicated . All non-sompliance will be ad-
dressed at the time it is noted. Non-
complianice will be reported to the DON .
Findings will be recorded on an audit sheet
and brought to the QA Committee no less
than quarterly.
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|
H
]
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stated the resident was to always use a bedside
commode for toileting. Review of the physician
orders revealed, the resident was on a routine
diuretic, Lasix,

Interview, on 11/15/12 at 1:40 PN, with RN #1
revealed she was not aware Resident #7 had :
contracted with the PT departrent. i

Interview with Liscensed Practical Nurse (LPN) 'I
#3, on 11/15/12 at 5:30 PM, revealed she had
signed the contract,

: Observation of the three hundred (300) hall, on ,,
11/14/12 at 8:30 AM and 11:00 AM, revealed :
Room 301 had no water carafe, no drinking cup
and no straw af the bedside, Room 306 Bed B |
had a water carafe but no drinkingcup and no !
straw and the water carafe (without water) was i:
not at the resident’s bedside, Room 307 Bed A :
had a water carafe without water and no drinking

cup or straw and Room 310 A had no carafe, no ¢ '
drinking cup and no straw at the resident's : ; |
bedside. Further observation of those rooms, on | ;
11/14/12 at 11:00 AM, revealed all were the same :
in regards to water carafes, drinking cups and
straws and the rooms with carafes had no ice
water in them. Observation of those same i
rooms, on 11/15/12 at 8:00 AM, revealed all were |
the same without water carafes, drinking cups, |
slraws or fresh water at the bedside. ;

i
H

Observation of Resident #4's room, on 11/14/12 :
at 2:40 PM, revesled the room had no water !
carafe, no drinking cup and no straw at the i ;
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bedside table. ‘

Observation of Resident #4's room, on 11/14/12 !
at 4:30 PM, revealed the room had no water

carafe and no straw at the bedside table. There
was a small plastic cup filled with ice chips on the ;
bedside table. :
Observation of Resident #4's room, on 11/15/12 |
at 8:10 AM, revealed the room had a small plastic |
cup, half full with room temperature water on the
| bedside table. No carafe for water was observed
Lin the room,

| Observation of Resident #4's room, on 11/15/12

at 11:10 AM, revealed the room had a small |
plastic cup, half full with room temperature water |
on the bedside table. No carafe for water was
observed in the room, ,

Interview with Licensed Practical Nurse (LPN) #7, |
on 11/16/12 at 1:30 PM, revesled the residents
should have a water carafe with a cup and straw
in the each residents's room, unless the resident |
is on fluid restrictions. LPN #7 said she was
unsure the reason there was not a water pitcher

in Resident #4's room and the staff was. !
supposed to encourage fluids whenever they ,

i

was not a designated time for water pitchers to be i
filled. LPN #7 said we are suppose to check

water pitchers whenever we enter a resident's
room, LPN #7 confirmed the staff would be much |
more likely to encourage fuids if there was a ;
water pitcher with a cup and straw in each !
resident's room.

Hinterview with Certified Nursing Assistant (CNA)
{

entered Resident #4's room. LPN #7 said there '
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#5, on 11/15/12 at 1.35 PM, revealed she was
responsible for filling the water pilchers on the '
300 Hall on 11/15/12. CNA#S5 stated if the
resident had a water pitcher in their roomn, she
checked to see if the pitcher needed to be filled
whenever she went in the room. CNA #5 stated
she was uncertain why some residents on the
300 Hall did not have watar pitchers.

interview with CNA#2, on 11/15/12 at 2:00 PM, |
stated she had taken care of Resident #4 for the |
past week and there had not been a water carafe |
in Resldent #4's room for the past week during |
the shifts she had worked. CNA#2 sald she ;
assumed Resident #4 was not suppose to have
liguids while in bed, because there had not beent
a water pitcher in Resident #4's room whenever
she had started her shifis for the past week. CNA i
#2 stated she checked the water pitchers inthe
residents’ room for ice and water if there was a
pitcher in the room.

interview with the Green Unit Manager RN #2, on |
11/15/12 at 4.00 PM, confirmed there was nota |
designated time set for CNA's 1o check the water |
pitchers in the residents’ rooms. RN #2 confirmed :
all residents, that are ot on fluid restrictions, '
should have a water carafe in their rooms and
was unsure the reason some residents did not.
RN #2 confirmed that lack of hydration could
cause a resident to bacormne dehydrated or to get
a urinary tract infection (UT1). RN #2 confirmed
the RA Sheet for Resident #4 said to encourage
fluids between and with meals.

Interview with the Director Nursing (DON), on
1 11716112 at 4:15 PM, revealed the facility's policy
i stated the nursing staff was to pass water and ice |

F 309
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on aevery shift, The DON stated not having

enough water could cause a resident fo becoma
dehydrated and possibly develop a UTL
F 371 | 483.35(i) FOOD PROCURE, F 371 CNA#1 was re-educated on 11/15/12
s5=p | STORE/PREPARE/SERVE - SANITARY | by the Unit Manager on proper hand 12/28012
hygiene between resident contact and
The facility must - when removing gloves. Unit Mangers
(1) Procure foord from sources approved or And DON observed dining service
considered satisfactory by Federal, State or local | 12/13/12, 12/16/12 and again on
authorities; and ‘ 12/17/12 to observe for any other staff
(2) Store, prepare, distribute and serve food not following proper hand hygiene
under sanitary conditions procedures. Any non-compliance was
! addressed when identified and re-
i education provided.
DON and Divector of Staff Develop-
ment 1o re- train and have nursing

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, and review of
the facility's infection contrel precaution _
i in-service, it was determined the facifity failed to i
prepare and distribute food in a sanitary manner, i
in the Green Unit Dining room, as it related to :
staff fouching food with gloved hands.

staff provide return demonstration

! related to hand hygiene during dining
! service. This will begin on 12/16/12

: and will be completed by 12/28/12

, Staff will also complete education on
| Infection Contro] and Hand Washing
no less than annually with return
demonstrations documented. All
newly hired nursing staff will receive
this education during orientation and

The Findings inciude;

Review of the facility's Infection Control

Precautions, Protect against possible infection at i will perform a return demonstration to
ail times, revealed always perform hand hyglene show competency.

before passing trays and between each tray

unless spap and water was required. DON, Director of Staff Development

Obsarvation of the Green Unit Dining room, on ax;d (?haragi,e Nurse fgr e;c?humt :"cﬁl
11/15/12 at 8:34 AM, revealed Certified Nursing observe Izlmg s&r\:q; ¢ In e it din-
Assistant (CNA) #1 touched a banana with gloved ing rooms daily for 2 weeks then no

' hands. Obsetvation of the Green Unit Dining less than 3 times per week for 2 weeks
s i then weekly to ensure compliance.
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room, on 11/15/12 at 8:47 AM, revealed CNA#1
touiched another banana and donut with the same
gloved hands. CNA #1 was observed touching a
resident's napkin and then proceeded to retrieve
a new food tray for another resident, CNA #1 was
observed to not remove her gloves at this time.
Observation of the Green Unit Dining room, on
11/15/12 at 8:50 AM, revealed CNA#1 touching a
resident's back and asking them if they needed
anything for their meal. CNA #1 then proceeded
to cut the residents banana and donut with the
same gloved hands. All three observations
revealed the use of the same glove.

Interview with CNA#1, on 11/15/12 at 8:59 AM,
revealed no one had educated her on touching
food with hands and she had aiways known to
wear gloves when passing trays, CNA#1 stated
she had never looked at the use of gloves from
an infection controf stand point. CNA#1 further
stated what would be the use of wearing gloves
and going person fo person, you would still pass
germs from person to person.

Interview with CNA#2, on 11/15/12 at 9:05 AM,
revealed during orientation staff was taught to
wear gloves and remove them after each tray
delivery. CNA#2 further stated the Staff
Development Coordinator was the one who was
responsible to educate staff on infection control.

Interview with the Staff Development Coordinator,
on 1171512 at 8:09 AM, revealed she educated |
staff to sanitize hands between each tray delivery, |
The Staff Development Coordinator stated when |
in the dining room, staff could serve the trays !
without gloves, but if they were to handle food, |
they would need fo wear gloves. Once the staff |

: |
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3 ! Non-compliance will be addressed as it
F 371 Continued From page 18 :  F371  isnoted and re-education provided.

Committee.

|

DON to report on staff compliance no
less than quarterly to the facility QA

ORM (MS-2567(02-99) Frevious Versions Obsolete

Event 1D: PJS411

Facility ID: 100533

if continuation sheet Page 19 of 28




Vec

ar

FACR AR VAR

JOPPDROUN MANUR DU/ 4/0 704

No. DYOU

PRINTED: 12/03/2012

oo 247350

. DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A, BUILDING
185169 B. WING 1111512012

NAME OF PROVIDER OR SUPPLIER

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

i
1
1

!

JEFFERSON MANOR LOUISVILLE, KY 40222
04 1D SUMMARY SYATEMENT OF DEFICIENCIES D - PROVIDER'S FLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C {DENTIFYING INFORMAT|ON) TAG CROSS-REFERENCED T THE APFROPRIATE DaTe
DEFICIENCY)
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member handled the food, they were to take their
gloves off and wash their hands and start the
process over again for the next resident. The
Staff Development Coordinator further stated
every staff member had been in-serviced on
infection control.
Review of the Infection Control in-service, dated
11/0712 through 11/09/12, revealed CNA#1's
name was not on the list for having received the
in-service.
“Vinterview with the Director of Nursing {(DON), on | |
MMEM2 at 3.23 PM, revealed
CNA's have to make sure they washed their
hands and used hand sanitizer between
residents. The DON stated it was not their ;
practice to telf staff to wear gloves, only if staff
were going to touch food, The DON stated they
try to educats the department geared to their
tasks and monitor meal pass on the unit. The
DON further stated they wash their hands to
- 431 i@";&‘?éﬁi{”@?"o"é &"éegggbms | Fagq| OB LV1S/12 all mulidose contain- | 12128/12
. 1 AV : ers were checked and if no date was
$8=F | LABEL/STORE DRUGS & BIOLOGICALS found the container was discarded and
The facility must employ or obtain the services of reordered lﬁ- fﬁ ;hegg anna;{y. I;hls
a licensed pharmacist who establishes a system was compieted by Lharge Nurses.
of records of receipt and disposition of all ;
controlled drugs in sufficient detail to enable an The DON and Director of Staff De-
accurate reconciliation; and determines that drug : velopment w111,re-educate all licensed
records are in order and that an accountofall | staff and CMT’s on the procedure to
controlled drugs is maintained and periodically date and initial all multi-dose contain-
reconciled. ers by 12/28/12.
Drugs and biologicals used in the facility must be Unit Mangers have been assigned the
jabeled .in acco_rdance with currently accepted task of ensuring there is a monthly
professional principles, and inciude the audit of all multi dose containers to
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F 431 Continued From page 20 F 431 ensure they are dated and initialed

appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In aceordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compariments under proper femparature
controls, and permit only authorized personnel fo
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs fisted in Schedule 1] of the
Comprehensive Drug Abuse Prevention and
Control Act of 1878 and other drugs subject fo
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by: ‘
Based on observation, interview, review of the
facility's record Muiti-dose Container Check Off,
and the facility's policy for Specific Procedures
For All Medications, it was determined the facility
failed fo ensure all medications were labeled in
accordance with currently accepted professional
principles. Four (4} of Four (4) medication carts
were found to have multi-dose medication
containers without the open date.

Findings include:

1. Review of the facility's policy for Specific
Medication Administration Procedures, dated

'
i

when opened.

The DON to review the monthly

audit sheets monthly to ensure the
andits are completed as directed. Phar-
macy Representative to do an audit
quarterly to check for dates and initials
on multi dose containers. All audit re
views to be presented to facility QA.
Committee for review no less than
quarterly.
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03/01/07, revealed open date should be placed
on all muiti-dose medication containers, to ensure
medications are administered in a safe and
effective manner,

2. Review of the facility's Multi-dose Centainer
Check Off Sheet start date 07/23/12, revealed if
you are werking on the day the medications are to
be checked, staff must complete all multi-dose
containers (insulin vigls, multi-dose viais, eye
drops, liquid medication, nasal sprays, inhalers,
ect.) must be checked to ensure that every
container has a date when it was opened along
withi the nurses initials.

Cbservation, on 1171512, at 3:40 PM, of the
100-200 Green Unit medication cart with
Licensed Practicat Nurse (LPN) #2 revealed open
containers: five (5) liguid Miralax; one (1) liguid
Lactolose, (1) liquid Robitussin; and {1) liguid
Colace with no open date. Continued obsarvation
of the medication cart revealed, one (1)open
bottle of Megace, with no open date.

Observation, on 11/15/12 at 3:50 PM, of the
300-400 Green Unit medication cart with LPN #2
revealed open containers: two (2} liquid Miralax;
two {2) ligquid Mylanta; and one (1) bottle
chewable TUMS. :

Interview, on 11/15/12 at 3:55 PM, with LPN #2 |
revealed staff are trained to place an open date
and nurse initials on all mult-medication
containers. She further stated the facility had a
monthly multi-dose container check off tool to
engure every medication container had an open
date. She stated she was unsure of who was

{ responsible to ensure the accuracy of the

; i 1
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!

medication check off tool. LPN #2 said without
and open date on multi-dose medication
containers the nurse had no way to ensure the
medication expiration date and the resident may
ot get the correct potericy dosage.

Interveiw, on 11/15/12 at 4:00 PM, with Green
Unit Manager Registered Nurse (RN) #2 revealed
staff are trained to place the open date on all
rmulti-dose medication containers. She further
stated the purpose of placing the open date on
the multi-dose medication container was fo
ensure the medication had not expired. She
further stated the monthly multi-dose container
check off tool was used to ensure every container
had a date when it was opened, She continued
to state she did not audit the medication check off
tool and was unaware the month of September
was omitted, She further stated the current
system for multi-dose medications check off toof
was hot effective. '

Review of the Multi-dose Confainer Check Off
sheet for the 100-200 and 300-400 medication
carls revealed on 09/23/12 no check was
preformed.

Observation, on 11/16/12 at 4:10 PM, of the
500-600 Biue Unit medication cart with LPN #4
revealed open multi-doge medigation containars:
one (1) liquid Potassium; one (1) liquid
Metoclopramide; one (1) liquid Benadryl; one (1)
liquid Multivitarnin; one (1) liquid Carafate; one (1) ;
Oral Solution Escitalopram Oxalate, five (5)
Miralax; and one (1) liquid Hzloperidol,

Interview, on 11/15/12 at 4:15PM, with LPN #4
revealed she had been trained O piacgs a label on

|
i
i
3
i
!
!
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mult-dose medications with the open date: She
further stated the purpose was fo ensure the
medication in the multi-dose container had not
expired which could indicate the resident would
net get the effective medication dose.

Observation, on 11/15/12 at 4:10 PM, of the
700-800 Blue Unit medication cart with Assistant
Blue Unit Manager LPN #3 revealed open
multi-dose medication containers: seven (7) liguid
Mirlax; one (1) liquid Robitussin DM; one (1) liquid
Acetaminophen; one (1) liquid Haloperidol, one
(1) container Gas X tablets; and one (1) container
TUMS.

Interview, on 11/15/12 at 4:15 PM, with LPN #3 |
revealed staff are trained to place the open date ¢
on all multi-dose containers, She further stated |
the purpose of placing the open date is to ensure
the correct shelf life and expiration of the
multi-dose medication. She continued io state

, without the open date on mult-dose medication

| the resident could get a non-effective medication
dose. The Assistant Blue Unit Manager stated |
the multi-dose containaer check off tool was used
to check expirgtion dates of medications. She |
further slated she was responsible to ensure the
monthly muiti-dose container check off was
followed. She had no explanation as to why the
month of October was omitted. ‘
Review of the Multi-dose Container Cheék Off |
shee! for the 500-600 and 700-800 medication !
cart revealed, on 10/23/12 no checks were
preformed.,

'

Interview, on 11/16/12 at 2:30 PM, with Director of |
Nursing (DON) revealed staff are trained to place

!
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$5=E | ADMINISTRATION/RESIDENT WELL-BEING

A facility must be administered in a manner that |
enables it to use its resources effectively and
efficiently to attain or maintain the highest :
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by: i

Based on observation and interview, i was ;
determined the facility failed to utilize resources |
of administrafive staff to ensure the needs of the
residents were met during meal time in two (2) of
three (3) dining rooms affecting approximately
thirty (30) residents who received their meals in
the Blue and Green dining rooms,

The findings include:
There was no policy provided by the facility

regarding utilization of resources to meet the
needs of the residents.

Observation of the main dining room and the

i
|
F490i§
|

|
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F 431 Continued From page 24 ; F431,
the open date on all multi-dose medication i
containers. She further stated the monthly ;
multi-dose container check off was not a policy i
but for the purpose of Quality Assurance (QA). : i
She further stated the mult-dose container check ';
off tool had never been audited by heror the QA :
committee. She stated the purpose of labeling an
open date on multi-dose medication was to i :
ensure residents get safe and effective
medications.

F 490 | 483.75 EFEECTIVE On 11/16/12 the Administrator, 1228012

DON, and Director of Social Services
met to review procedures related to the
dining rooms and to make a plan to
ensure each resident has the best dining
experience possible. Going forward, all
food dishes will be placed on the table
and not left on the tray, and fluids will
be offered to residents prior to meals
being served.

All interviewable residents having their
meals served in the Unit Dining Rooms
were interviewed on 11/30/12 by the
Director of Social Services to solicit
their input regarding how the facility
could improve their dining experience.
Itis currently the practice of the
facility to put tablecloths on all tables £
or meals, these are typically white ex-
cept for special occasions as was ob
served duwring the survey. All residents
are provided with a napldn but some
residents request use of clothing pro-
tectors, this will continue to be the
practice. Going forward, all food dish-
es will be placed on the table and not
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Green and Blue dining rooms on 11/9 3/12 at 530 |
PM, 11/14/12 at 12:00 Noon, and on 111512 at |
8:30 AM, revealed there were an average number"
of fifteen (15) residents in the the Blue dining

room and an average of fourteen (14) residents | m i
the Green dining room over the three (3)
mealtimes observed. The Blue and Green dining ;
rooms were located at each of two {2) nursing :
units. Specifically, the residents in the Blue and |
Green dining rooms had no drinks or attention
given to them during the thirty (30) o forty (40) ;
minute wait for their meal, In addition, the :
residents in the main dining room had their food
dishes placed directly on the tables while the
residents in the Blue and Green dining rooms had |
their food dishes served on trays placed on their
tables. .

Interview with RN #3, on 11/14/12 at 9:00 AM, |
revealed it was her understanding thesresidents
needing assistance with their meals and :
monitoring for choking risk were required fo eat in .
either the Blue or Green dining rooms. However,
she also stated there were not enough CNA staff |
at meal time to be in the main dining room prior fo ;
meal service as they were busy getting residents Z
ready to go to the dining rooms, She stated she
could understand it would be a comfort to the
residents to be offered fluids and there was other |
nursing staff available at mealtime to assistthe !
residents with their meals/fluids. RN #3 stated |
she was in facility at two (2) mealtimes and also -
in the facility were the DON, another unit

manager and a Minimum Data Set (MDS) nurse
and all of them could assist at mealtime but = |
usually did not. g

i
i

Interview with the Dietery Director, on 11/14/12 at ;

H

ferad to residents prior to meals being
served. Residents requiring individual-
ized dining interventions will have a
care plan to address these needs. MNurs-
ing will be instructed in the facility
practice by the DON or the Director of
Staff Development by 12/28/12.

DON, Staff Development Coordinator,
and Administrative Mursing Staff will
observe dining servics in the unit din-
ing rooms daily for 2 weeks then no
less than 3 times per week for 2 weeks
then weekly for & month to énsure
compliznee with the facility practice.
Non-compliance will be addressed as it
is noted. Findings will be recorded on a
audit sheet and broughtto the QA
Committee no less than quarterly.
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2:30 PM, revealed she confirmed with the DON
just & couple of months ago the rule for residents
who ¢ould ezt in the main dining room was the
residents eafing there had to be dressed in strest ;
clothes and had to be able to eat without
assistance. She stated the residents in the main .
dining room had their fluids served prior to their
meals because they did not present as a choking
rigk and the facility wanted them to have a
restaurant style dining experience. She further
stated the CNA's could take the dishes off of the
trays for the residents in the Blue and Green
dining rooms and she did not know why they
didn't do so.

Interview with the Director of Nursing (DON), on
11/14/12 at 2:45 PM, revealed any resident could |
eat in the main dining room if he/she was dressed ; i
in street clothes and could feed his or hersalf, ‘
She stated there was no palicy or anything in the |
admission packet to signify this, but it was a
facility rule. The DON explained the reason for
this practice was the residents who needed
assistance with their meals needed to be on the
nursing units for the staff to assist with thejr
meals, She further stated the facility used if's
Certified Nursing Assistants (CNA’s) to assist
residents with their meals and there wag no
reason the CNA's could not walk to the main
dining room except it was convenient for the
CNA's to stay on the units as they were busy with -
other tasks. She stated the residents in the Blus -
and Green dining rooms could not have fluids

prier to thelr meals because some of them were
on thickened liquids and would have to be
rmonitored by nursing for possible choking.

Interview with the Green Unit Manager

i
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Registered Nurse (RN #2), on 11/15/12 at 8:35
AM, revealed she thought fluids should be offered
to the residents in the nursing unif dining rooms
while they were waiting for their meals to serve
three purposes: 1) encourage fluid intake, 2) build
activities of dafly living skills, and 3) be invalved in
a more homelike dining experience. She stated
she thought the reason the residents in the Green
Unit dining room did not ge! fluids prior to their

help the residents prior to the mesl delivery.
However, she did state any nursing personnel
could assist with meals and monitor residents for
choking.

|
! Interview with the Administrator, on 11/15/12 at
3.50 PM, ravsaled the facility had nothing in
writing regarding which residents could go {o the
main dining room fo eat. However, some
residents could not eat in the main dining room
due to their needs of meal assistance and
choking risk. He also stated those residents
needing assistance with their meals could not go
to the main dining room due to staff needing to
stay on the nursing ynits to do their work.

meals was because there was not enough staff to .

f]

i
l

;
|
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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)
)
SENTATIVE'S SIGNATURE

X %eﬁsfmﬂw X

1o/21/r—

Any deflcienc
sther safeguards pr
tliowing tha d

mt ending with an astarisk (%) denotes a deficiency which the institution ma

ragram participation,

ide suftlolent protaction to the patients. {See instructlons,) Except for nursi ed-ab
survay whether or mot a plan of correction is provided. For nursing homes, the abova findings and plans of ¢
fays fotlowing the date these documents are made available (o the facfiity, If deticiencies ara cited, an approved plan of correct!

y be excused from corracting providing it is determ
ng homes, the findings siated-above are distlosal

inka that

18 90 da:
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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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&5=D
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
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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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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

FORM CM8-2567(02-99) Previous Varsions Obsolete Event ID:PIS421

Fagillty 1D, 100533 if eontinuation sheet Page 9 of 26




Dec. 21. 2012 4:48PM  JEFFERSON MANOR 5072 426 7041 No. 5947 P 12
' PRINTED: 12/03/2012
DEFPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STAT EMENT OF DEFICIENGIES (%1} PRO\{IDER/SUPPUEF{!%LIA {X2) MULTIFLE CONSTRUGTION X3 gg;r; Ls&ag;v
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; ABULDING 07 - MAIN BUILDING 01
185169 - WiNG 1114/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE
1801 LYNN WAY
JEFFERSON MANOR LOUISVILLE, KY 40222
(%4) 1o SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 050 Continued From page 9 K 050
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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(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
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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,
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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
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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.
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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.

- JEFFERSON MANOR
J LOUISVILLE, KY 40222
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENYIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DERICIENCY)
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