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F 000 | INITIAL COMMENTS

Arecertification survey was conducted on
01/31/12 through 02/02/12 to determine the
facility's compliance with Federal requirements.
The facility failed to mest minimum requiremenls
for recerification with the highest scope and
severity of an "E."

F 253 | 483.16(h){2) HOUSEKEEPING &

$s=D | MAINTENANCE SERVICES

The facilily must provide housekeeping and
malntenance services necessary lo maintain a
sanltary, orderly, and comfortable Interior,

This REQUIREMENT Is not met as evidenced
by:

Based on observation and interview, it was
determined the facllity failed to ensure services
necessary o maintaln & sanitary and orderly
envireonmenl. On 02/01/12 al 2;00 PM, two
pallets with several cardboard boxes of resldents'
supplles were observed outside by the door. The
supplles remained outside until 02/02/12, after
surveyor Intervention.

The findings include:

A review of the job description for the position of
Central Supply Clerk, dated November 2004,
revealed the supply clerk was to ensure all
bio-medical supplies and equipment were
properly checked and mainlained, In accerdance

Fooo| The statements contained in this
~ | plan of correction are not an
admission and do not constitute
agreement  with  the cited
deficiencies. To remain In
compliance with federal and state
regulations, the center has taken
F 263 the actions set forth in the
following corrections.
F253

1. No resident was directly
impacted by the cited
deficiency. The shipment was
brought indoors and stored
properly.

2. The vendor for all products on
the cited shipment was
contacted and documented
that no harm would have
come to the products in the
environmental conditions in
which they were kept.

3. The central supply clerk has
heen retrained on the proper
storage of supplies delivered
to the center. All staff were
retrained to notify the central
supply clerk or the director of
nursing if supplies are left
outside after hours on

L@T{JHY DIREGT, PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

with Federal and State rules and regulations. 2/28/12.
Additlonally, the clerk was to ensure that work
asslgnment areas were clean and equipment,

TITLE

/4(/ it <’/m.’f?Y“

f} DAYE

An\}daﬂdfancy sla!eme@fld with an aste:lsk (') denotes a deficlency which the Inslitulion may be excused from correcling providing It Is determined that
U

olher safeguards provide

clent protection to the palients. (See Instruclions.,) Excopl for nursing homes, the findings staled above are disclosable 90 days

following the dale of survey whelher or not a plan of correclion Is provided. For nursing homes, the abova findIngs and plans of correction are disclosable 14
days following the date these documents are made available to the facllity. If daficlencies are ciled, an approved plan of correclion Is requisite to conlinued

program participation,
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F 253§ Continusd From page 1 F253| 4, The maintenance supervisor
tools, supplies, stc. were properly slored before and the housekeeping
leaving on breaks or at the end of the work day, supsrvisor will check daily
’ prior to leaving the center to
An observalion, on 02/01/12 at 2:00 PM, revealed ensure supplies are properly

fwo woodan pallels of cardboard boxes
contalning residenls’ supplies were sitting outsida
on tha ground In the back saction of the bullding.

stored. Any variances will be
reported to the dirsctor of

The boxes contalned insulin syringes, Glucema nursing. The Director of

enteral tube feading, enteral plston syiinges, nursing  will report {0 the
washbasins, band slds, sanitation cloth wipes, center quality assurance

gau;e sponé;es, ngi()ul!zermasks and tubing, commiltes monthly for three

sodorant, hol packs, nasai cannulas for oxygen .

therapy, lancels for blood sugar testing, months to ensure continued

anlifungal cream, blood sugar test strips, wound compliance. .

cleanser, shave cream, bed pans humidifier
packs for oxygen therapy, urlnals, urethral
cathelers, medicine cups, specimen cups,
dentuse cups, drink cups and straws,

Further observatlon, on 02/02/12 at 8:00 AM,
revealed the resldents' supplies remained outside
and the cardbeard boxes were damp,

An interviaw with the Ceniral Supply Clark, on
02/02/12 at 8:00 AM, revaaled the residents’
supplies were delivered every two weeks and
supplies had been delivered on 02/01A12. She
stated she usually put the delivered supplies
av/ay as soon as they arrived, but she was busy
until about 6:30 PM on 02/01/12. She usually
stayed over to get everything done and tald the
Director of Nursing (DON) If she nesded hslp.
The Gentral Supply Clerk did not notify the DON
on 02/01/42, "because everyone was already
gone" and the residants' suppiles were left
oulside unsecured overnight,

Aninterview with the DON, on 02/02/12 al 8:50

FORK CHS-2561(02-98) Provious Verstons Obsolete Event1D: GFEJH Facity ID: 100079 if conlinualon sheet Pags 2 of 18



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02f16/2012
FORMAPPROVED
OMB NO, 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERIGLIA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER:

186269

(42 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A BUILDING
B, WNG
02/02/2042

NAME OF PROVIDER OR SUPPLIER

CRITTENDEN COUNTY HEALTH & REHABILITATION GENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
201 WATSON STREET
MARION, KY 42084

[+ Z123) SUMMARY STAYEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
e REGULAYCRY OR LSC IDENTIFYING INFORMATION)

o
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION i)
{(EACH CORREGTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)

F 253 | Conlinued From pags 2

AM, revealed the Central Supply Clerk usually put
the dellvered supplles away before golng home
for the day. On 02/0112, a clerk who worked

one day a week {0 assist was absent on 02/01/12,
The DON stated the boxes of residant supplles
that were left oulside "were not dry.”

F 273 ] 483.20{b)(2){) COMPREHENSIVE

$5=D | ASSESSMENT 14 DAYS AFTER ADMIT

A faclilty must conduct a comprehensive
assassment of a resident within 14 calendar days
after admisslon, excluding readmissions In which
there Is no significant changs in the reslident's
physical or mental condltion. (For purposes of
this section, "readmisslon® means a relurn to tha
facllity followlng a temporary absence for
hospitalization or for therapautic leave.)

This REQUIREMENT Is not met as evidencad
by:

Based on record review and staff Interview, it
was delerminad the facilily falled to complete a
comprehensive admlssion assessment within
fourteen (14} days of admisslon for one resident
(#10), In the selacled sample of fiflesn resldents.

The findings Include:

A record review revealad Resident #10 was
admilted to the facllity on 12/30/11 with diagnoses
{o include Preumonta, Sepsis, Systemic

Sclerosis and Hyponatremia. He/she was sent to
the hospital, on 01/06712, prior to completion of
the comprehensive admisslon Minimum Data Sst
(MDS) assessment, Hefshe refurnad lo the
facllity on 0110112, A comprehensive admisslon
MDS should be campleted within fourtean (14)

F 263

F 273

F273

1. Resident #10's
comprehenslve  assessment
was completed 1/30/12.

2. An audit of all comprehensive
admission assessments due
in the past 90 days has been
completed and no other
assessments were found to
be out of compliance.

3. The MDS coordinator has
been re-inserviced on the
requirement to complete a
comprehensive  assessment
within 14 days of admission or
readmisslon on 2/28/12, The
interdisciplinary  team  will
discuss all new admissions
for the prior day in the
morning mesting and on
Monday for weekend
admissions to ensure the
assessment is added to the
calendar and completed per
regutations,
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F 273 | Continued From page 3 F273] 4. The director of nursing will
days from re-admission; however, there was no audit all comprehensive
evidence a comprehensive admisslon MDS was assessments due weekly
completed. times four weeks then every
two weeks for four weeks
An inferview with the MDS Goordinator, on
02/02/12 at 10:15 AM, revaaled she had not then monthly as necessary to
completed & comprehensive admisston MDS for ensure  compliance.  The
Resident #10. She stated "some sections have director of nursing will report
been completed, but not in Its entirely. 1t should findings to the center quality
have been done within 14 days from 01/1012." assurance team  monthly
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F279)  {imes 3 months for review and
§8=D1 COMPREHENSIVE CARE PLANS recommendation
A facllity must uss the resulls of {he assessment 319712
to develop, review and reviss the residant’s
comprehensive plan of care. F279
The facllity must develop a comprehensive care 1. A comprehensive care plan
plan for each resldent that Includes measurable related to use of psychoactive
objectives and imetables to meel a resident's :
medical, nursing, and mental and psychosocial ;nedlc?éionts# 5was 9 ﬁ}(;?;p leted
needs that are identified in the comprehensive or resident #5 on '
assessment. 2. Al other rasidents on
psychoactive medications
The care plan must describe the services thal are have been reviewed and care
to be furnished to altain or mainlaln the residents plans were found in place for
highast practicable physical, menlal, and those residents
psychosoclal well-being as required under )
§483.26; and any services thal would otherwise 3. The MPS coordlr;wator was
be required under §483.26 bul are not provided reinserviced on the center
due to the resldent’s exerelse of rights under policy for care plans rqlated to
§483.10, Including the right to refuse treatment psychoactive medications on
under §483.10(b){(4). 2128112, The director - of
nursing and/or unit managers
will review all medications
This REQUIREMENT Is nof met as evidenced dally five days per week and
by: alert the Interdisciplinary team
FORM GMS-2667{62-99) Previous Vetslons Obsolele Event ID; GFEHE Facitity 10: 100078 If conlinualion sheef Page 4 of 18




PRINTED: 02/16/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ABPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0836-0351
STATEMENT OF DEFICIENCIES &X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
8. WNG
186249 02/0212012
HAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY. STATE, ZIP CODE
GRITTENDEN COUNTY HEALTH & REHABILITATION CENTER #01 WATSON STREEY
MARION, KY 42084
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLENON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
. DEFIGIENGY)
F 278 | Continued From page 4 F 279 to the need for a psychoactive

care plan.

4, The unit managers will audit
care plans on all residents on
psychoactive madications
weekly times 4 weeks then
monthly fimes three months to
ensure all care plans are in

Based on record review snd slaff Inferview, it
was determined the facility falled to develop a
comprehensive care plan ralated to psychoactive
medlcations for onie resident (#5), In the selacted
sample of fifteen residents.

The findings include:

A record review revealed Residant #5 was
admitted to the factlity on 04/03/08 with dlagnoses
to Include Dementta, Psychosls, Deprassion and

place. Director of Nursing will
report findings monthly to the
center quality assurance team

Chronlc Anxlety. for review and

Areview of the annual Minlmum Data Set {(MDS), recommendation.

dated 12/24/11, revealed Resldent #5 had a
Deprassion Severity Score of sixtean (16), which
Indicated moderately severe. The resident was
nonambulatory, required total assistance of two
staff for fransfers and loileting, and extensive
assistance of one stalf for all other aclivities of
dally fiving,

3/9112

Arsvlew of the physiclan's orders, dated 01/01/12
through 01/31/12, revealed "Paxil
{anti-depressant) 20 milligrams (mg) one tablet
via tube dally and Seroquel {anli-psychotic} 100
mg one tablet via tube twice daliy.”

Further review revealed no evidence of a care
plan for psychoactive medications,

An Interview with the MDS Coordinator, on
02/01/112 at 2:25 PM, revealed a resident
Teceiving psychoactive medications should have
a care plan refated to same. After reviewing ali
care plans for Resldent #5, she stated, "the
resident does not have & speclfic care plan
related to psychoactive medicalions. 1don't know

Event ID:GFEIN If continuation shee! Page 6 of 18
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F 279 | Continued From page 5 F278
how that got ovarlooked."
An interview with the Direclor of Nursing (DON),
on 02/02/12 at 9:00 AM, revealed she expectad a
resldent who recelved psychoactive medications
{o have a care plan In place. She stated, "The
facllity does nof have a policy related to care
plans." She furlher stated she expected the
admiiting nurse to inltiate an Initial care plan upon F280
admisslion, and the MDS Coordinator, after 1. A comprehensive care plan
completion of the MDS assessment, to replace was completed for resident
and Implemsnt new care plans af that time. - #10 on 1/30M12
F 280 | 483.20{d){3}, 483.10(k)(2) RIGHT TO F 280 2 Al other resident records
§5=0| PARTICIPATE PLANNING CARE-REVISE CP ' .
wers reviewed and
The resident has the right, untess adjudged comprehensive care plans are
Incompetent or otharwise found to be In place per center policy.
incapacitated under the laws of the State, to 3. The center interdisciplinary
participale In planning care and trealment or team was reinserviced on the
changes in care and treatment timelines and requirements
A comprehensive care plan must be developed for Cog}g’g;gnswﬁ.; are %}]%‘g
within 7 days after the completion of the on ' 8
comprehensive assessmant; preparad by an coordinator will produce a
Interdisciplinary team, that Inchudes the attending calendar of care plan dates
physician, a registered nurse with responsibllity for the team and this calendar
for the residant, and other apprepriate staff in will be revised as necessary
disclplines as determinad by the resident’s neads, teaod
and, to the extent practicable, the parlicipation of ghelq adm[sg’:;:ns' tr?%fe{:;sr
the resident, the resldent’s family or the resident's 18C ?rges ur.
legal seprosontalive; and perlodically reviewed coordinator shall be
and revised by & team of quallfied persons after responsible for ensuring the
each assessment, comprehensive care plan is
completed timely.
4. The Director of nursing will
review the records of all
This REQUIREMENT is not met as evidenced residents with comprehenswe
FORM CMS-2667(02-99) Previous Vers'ons Obsolete Evenl ID: GFEJH Faciity 1D $0007¢ I continuation sheet Page 6 of 18
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F 280

Continued From page 6 .
by:

Based on record review and staff interview, it
was determined the facllily falied to ensure a
comprehensive care plan was complated within
seven (7} days after completion of the
comprehensive admission Minimum Dala Set
(MDS) assessment for one resident {(#10), In the
selacted sample of fifteen.

The findings Include:

A record review revealad Resident #10 was
admitted to the facliily on 12/30/11 with dlagnoses
lo include Pneumonia, Sepsis, Systemic
Sclerosls and Hyponatremia. He/she was senl
out {o the hospltal on 01/05/12, and re-admilted
to the facliify on 01/10/12, Areview of Resident
#10's care plans revealed there were initlal care
plans to cover the first twenly-one {21) days of
admission; however, there was no evidence a
comprehensive care plan was developed.

An interview with the MDS Coordinator, on
02i02112 at 10:15 AM, revealed a care plan
meeling was conducted on 02/01/12; howaever, a
care plan mesting should have been conducted
on 0130/12. She stated, “the care plan should
have been compleled twenty-one (21) days
following the resident's admission to the facliity, |
have not had a chance to complets the care
plans."

An Interview ths the Dlrector of Nursing (DON),
on 02/02/12 at 9:00 AM, revealed she expaclad
the admilling nurse to Inltlate an Inftial care plan
upon a resident’'s admission. She further stated
she expecled the MDS Coordinator, after
complelion of the MDS assessment, to replace

F 280

care plans due to ensure
timeliness weekly times four
weeks and monthly times
three months, The director of
nursing will repart findings to
the center Quallty Assurance
committee  monthly times
three months for revisw and
recommendation.

3/9/12
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F 280 | Continued From page 7 Faeo| F281
and Implement now care plans at that time, 1. Resident #4 was discharged
F 281§ 483.20(k)(3)(h SERVICES PROVIDED MEET F 284 from the center on 2f2112
85=D | PROFESSIONAL STANDARDS Resident #8's physician order
_ was clarified on2/1/12 and a
ot mast rofssionststandards of aually licensed nurse perfortmed an
P ards of quatly. assessment of the suprapubic
catheter area with no negative
This REQUIREMENT Is not met as evidenced findings.
by: 2. A skin assessment has been
Based on observation, interview, record review completed on all residents
and revlew of the facllity's policy/procedure, it was and all areas noted have
dstermined the facliily faited to ensure sevices b
gen measured and
providad or arranged by the facility met :
professional standards of quality for two residents monitored per _ center .po!i%y.
(#4 and #8), In the selected sample of fiteen No other residents in the
residents, refated to the failure to accurately center have  suprapubic
assess or monitor bruising, and to ensure cathetlers.
physlclan's orders were followed regarding a 3. All nursing staff were re-
dressing change. inserviced on the center
The findings Include: policy for reporting, {reating
and monitoring skin areas
Areview of the facility's policy/procedure, mClUdfn_Q brulsing on 2/28/12.
“Licensed Nurse Skin/Body Assessments,” daled All nursing staff were also re-
January 2008, revealed the licensad nurse was lo inserviced on the center
assass the residents for any skin Irregularities policy for dressing changes
upon admission or re-admission, when alerted by & care of suprapubic
the Certifled Nurse Assistants (CNAs) when they an&;?;:g on or beforg 3 J%I’l 2
Idantified skin irregtrlarilles while rendering care, ca , )
and when waeekly skin assessments were All  CNA's Werel also re-
performed, The audils were to be documented Inserviced on their scope of
on the "Head {o Toe Skin Body Assessments” and practice as it relates to
reporied fo the skinfiwound commilites. The dressing changes. All
flcensed nurse was to assess the resident for any ess changes Includin
Irregularities fo Include bruising, “whether black g,: os eing for g suprapubig
and blue or fading." At the tima of notification, the
licensed stalf was to notify the resident, physiclan
FORM ChS-2567(02-99) Praviotus Vetsions Obsololo Evenl ID;GFEJE1 Facility 1D: 100079 H ¢conlinyation sheel Page 8 of 18
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F 281} Continusd From page 8 F 281 catheters will be completed by
and the responsible parly and initlate treatment, licensed nurses,
assure the skin Irregularity Is measured, staged . Skin assessments will he
and documented in the medlcal record, completed on all residents
1. Arecord review reveated Resldent #4 was &I;eei:l‘me %ieweﬁrgmgf fog;
admitted to the facility on 08/42/08 with diagnoses "y lidate 25% of
to Include Chronlc Obstructive Pulmonary Nursing will validate 25% o
Dissase (COPD), Alzheimer's Dementia, the skin assessments to
Dageneralive Arthritls and Chronic Atrlal ensure all skin areas are
Fibritlation with Anficoagulant Therapy, and a being reported and
Histery of Deep Veln Thrambosls (DVT). documented  appropriately.
A roview of the "At Risk for Skin Breakdown The Umtt Ma?g ger wﬂ‘ Tozlll)?cr
Related to Decreased Mobllity" Care Plan, dated care 10 1ne suprap
07/20110, revealed the restdent required woekly catheter five days per week
skin assessments and all the staff members were times one week then weekly
1o raport any signs of skin breakdown, Resident thereafter., The director of
14 required a Bariatric Maltress with bed bolsters nursing will report findings to
to define the bed borders and to decrease the the center quality assurance
{ngﬁg?:;spﬁ%:;;fjm"g as he/sho was belng team monthly for review and
) recommengdation.
A revisw of the quarterly Minimum Dala Set
(MDS,} dated 11/26/14, revealed tha resident was 3foi2
severely cognitively Impalred. Furher review
revealed hefshe had a reduced abllity to maintain
altentlon to external stimuli and required the fotal
asslstance of two staff members with all aspects
of hisfher daily care needs.
An observation of a skin assessment, completed
by Registered Nurse (RN) #1, on 02/01/12 at
10:40 AM, revealed {he resident to have
fumerous brulsed areas In varying stages of
discolaration. Both elbows were faintly brulsed
throughout the elbow ragion with the left etbow
having a skin tear measuring four {4) cenlimeters
{cm) by 1.3 ¢m. An observatlon of the anterlor,
FORM CHS-2567(02-99) Previous Versions Chsolels Event ID:GFEIN Facity ID: 160079 i continualion sheet Page 8 of 18
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{aft shouldsr area revealed a blulsh-black
discoloration, measuring 9.05 cm by 6.05 cm,
and several dime-sized discolorations on the
hack of the leff shoulder,

An interview with CNA#1, on 02/02/12 at 10:40
AM, revealad the CNA stated the resident's brulse
{o the left shoulder "was not there yesterday.”

A raview of the "Skin Condition Report,”
completed by RN #1, dated 02/01/12, revealed no
measurements of any brulsed areas.

An inferview with RN #14/Unit Manager/Wound
Care Nurse, on 02/01/12 at 10:50 AM, revealed
Resldent #4 had a long history of sterold and
anticoagulant therapy, which caused the
rosident's skin to bacoma “paper thin” and fragile.
Additlonally, the resident experlenced Senile
Purpura, which caused Increased blood vessel
fragifity and bruising. Hefshe also had a history of
belng fearful with any repositioning in bed and
was dilficult lo Wrn, Further interview, on 02/02/12
at 12:50 PM, revealed she did not measture or
document bruises, only wounds and pressute
sores.

A review of the "Skin Body Assessment,”
completed by the licensed staff and dated
01/20712, revealed there were "ecchymosis noted
to the bllateral upper exiremities (BUE)" and
clrcled areas noled, Askin assessmentwas
completed, on 01/22/12, and there was no
indicallon of brulsing. A revlew of the nursing
notes and condition change forms revealed an
entry, on 01/24/12 at 2:00 PM, regarding a skin
tear on the postericr laft arm above the eibow.

FORM CMS-2567{02.96) Prevlous Versions Ohsolete Eveat ID:GFESMY

Facitly ID: 100079

If continualion shest Pags 10.0f 18




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

PRINTED: 02/16/2012
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
ANDPLAN OF CORRECHON [DENTIFICATION NUMBER:

186269

{X2) MULTIPLE CONSTRUGTION

A BUILDING

B.WNG

(X3) DATE SURVEY
COMPLETED

02/02/12012

NAME OF PROVIDER OR SUPPLIER

GRITTENDEN COUNTY HEALTH & REHABILITATION GENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
201 WATSON STREET

MARIQN, KY 42084

*4)1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
ThG REGULATORY OR LSC IDENTIFYING INFORMATION)

[12] PROVIDER'S PLAN OF CORRECTHON (X8
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

F 281 Conlinued From pags 10

An Interview with LPN #1, on 02/02/12 at 2:30
PM, revealad the process for monitoring bruising
Included weekly skin assessments and CNAs
looking at the resldent's skin everyday during
delivery of care, If a bruise was found or
reported, the licensed staff were to assess the
biulse and lry to dstermine the origin, measure,
document and complete an Incldent report. The
physician and the family were to be nolified, as
wall as the unit manager and the Dlrector of
Nursing (DON.} The LPN stated sha did not
follow the policy for Resident #4's bruising as she
did notidentify the brulsed areas as "true
bruises." The LPN staled the residsnt seemed to
have "blood pooling under the skin® moreso than
a brulse, and stated the resident's skin became
discolored after taking hisfher blood pressure dus
to the pressure of the cuff around histher arm.

An Inferview with the DON, on 02/01/12 at 4:47
PM, and on 02/02/12 at 2:15 PM, revealad
Residenl #4 had several Issues with the condition
of hisfher skin. She the staff should follow the
policy to assess, measure and monitor tha
brulses.

2, Aracord roview revealed Resident #8 was
admiited to the facllity on 04/20/11 with dlagnoses
to include Acute Renal Fallure and Moderate
Mental Retardation, Further review revealsd
diagnoses fo include Urinary Retention and
Placement of a Suprapublc Catheter, (a lube
Inserted Into the bladder through an opening In
the abdomen In July 2041).

A review of the "Functiona! Urinary Incontinence
care plan, dated 08/21/11, revealed Lhe resident
was to bs moniterad for signs and symptoms of a

F 281
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Urinary Tract Infection {UTI) and staff members
were {0 report any absencs of slimination, report
If the resident had not volded within the shift, and
to provide pericare afer each incontinent
aplsode,

Araview of the quarterly MDS, datad 01/20/12,
revealad the resldent to be cognltively
indapendsni, and requirad imited asslstance of
one staff with transferdng, ambulatlon and
hyglene, and extensive assistance of one slaff
with tollsling.

A review of the physiclan's orders, dated January
2012, revealsd to cleanse arcund the suprapublc
catheter with wound cleanser, apply a spiit
Permafoam ointment, sacure with Omnlfix tape,
change twice dally and as neaded. Areview of
the Medication Administration Records (MARs)
and Treatment Adminisiration Records (TARS),
dated January 2012, revealed no evidence of an
order for a dressing to the suprapubic catheter.

A review of the CNA care plan, dated February
2012, revealed the CNAs ware to wash the
suprapuble catheter slte during direct care, and
place a Darmaform dressing on the sile to
contain exudate.

An observation of a dressing change, on 02/01/12
at 2,05 PM, revealed CNA #1 washed around the
midline pubic area of the resident's abdomen, the
catheter and the tubing with a soapy wash cloth,
rinsed with a wat wash cloth and drisd the area
off. The CNA made 2 slit into a foam dressing

and placed the dressing around the tubing.

An interview with CNA #1, on 02/02/12 at 8:30

F 281
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AM., reveaied the dressings were checked by the
CNAs "avery shift" and If It "looked bad,” they
weore to change them. The CNA stated the
catheter had frequent dralnage.

An Infervisw with the Certlified Medlcation Alde
{CMA) #1, on 02/02/12 at 9:20 AM, revealed the
licensed staff completed the dressing changes for
Resident #8, She stated the CNAs were not
allowsd to completer drassing changss and if a
Dermafoam dressing nesded {0 be applied to a
restdent's skin, the CMAs were supposed to do
this.

An Interview with the DON, on 02/01/12 at 2:30
PM, revealed the CNAs ware not supposed to be
complsting dressing changes, but may change a
"W shaped dressing while they are changing a
resident, if wet or solled. She was not aware
Resident #8 had a dressing change ordered for
hisfher catheter,

483.25{h} FREE OF ACCIDENT
HAZARDSISUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as s possible, and each resident racelves
adequate supervislon and assistance davices to
prevent accldents.

This REQUIREMENT 1s nof met as evidenced
by:

Based on observation, interview and record
feview, It was determined the faclfity falied to

F 281

F 323

F323

restrictions have

present,

1. Resident #3 has not had
straws provided at any time
since the noted incidence.

2. Ali other residents with siraw

reviewed and thelr tray cards
were found to be correct.
None were found with straws

been
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onsure one resident {#3), In the selected sample
of fiftesn resldents, recelved adequate
suparvision duting & meal. Resident #3 was
observed to be ulilizing a straw with his/her meal,
which was contralndicated.

The findings include:

Arecord review revealed Resldent #3 was
admitted to the facility on 07/02M10 with dlagnoses
to nclude Dysphasla, Dementla, Cerebrovascular
Accldent, Alzhelmer's Dlsease, Depression and
Chronic Anxlety.

Areview of the “Video Fluoroscoplc Swallowing
Evaluation," dated 0810710 at 4:00 PM, revealad
Resident #3 had a diagnosis of Mild
Cropharyngeal Dysphagla. A modified barlum
swallow was completed, which revealed Residani
#3 did have a cough when he/she drank with a
straw. Review of the avaluation revealed lo
continue with a regular diet and no straw.

A review of the physician's order, dated 08/11/10
at 8:45 AM, revealed a dlet clarification was
received to conlinue with a regular no added salt
diet and no straw.

Aroview of the Nurse Alde Care Plan, undated,
revaaled Resident #3 was nol to have a straw.

An observalion, on 020112 al 8:05 AM, revealed
the resident was in the dining raom sitting al the
{able. Areview of the resident’s dietary slip
revealed he/she was not fo have a straw.
Resldent #3 was belng assisted by Certifiad
Restorative Alde (CRA} with his/her milk. The
CRA put the straw In the milk carton and
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F 323} Continued From page 13 Fasat 3. All nursing staff have been

. The Unit Managers will

re-inserviced on the center
policy for following the
resident fray card to provide
for rasident safety on 2/28/12.

observe meal service on the
halls and the Dietary Manager
wil monitor meal service In
the dining room five days per
week times two weeks, then
one time per wesk thereaiter
to ensure the tray cards are
being followed. Unit
Managers  and Dietary
Manager will report to the
center quality assurance team
monthly for review and
recommendation.

3/9/12
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F 323 | Continusd From page 14
proceeded to asslst him/her with the milk,

An Interview with the CRA, on 02/01/12 at 8:08
AM, revealsd thal the distary card read "no straw
was lo be glven to the rasident” and it was an
over sight on her part. She reported she did not
look at the dietary slip.

An Intervisw with Charge Nurse #2, on 02/01/12
at 16:10 AM, revealed the resident should not
have a straw In his/her milk. She reported he/she
was on thickenad nactar liquids, and no one with
thickened liquids was supposed to uss a straw.

An interview with the Speach Language
Pathologist, on 02/02/12 at 9:50 AM, revealad
she evaluated Resident #3 and recommended
that no straw be used for drinking. She stated,
"the use of a straw propseiled the liquld
Imimedlately to the back of the throat. Resident #3
had lost muscle coordination In his/her throat and
there was an Increased sisk to asplrate i a straw
was used.”

An inlerview with the Dietary Manager, on
02/01/12 al 8:16 AM, revealed the resldent should
not have had a straw in his/her milk.

F 371} 483.35(i) FOOD PROCURE,

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

The facility must -

{t) Procure food from sources approved or
considered satisfactory by Federa), Slata or locai
authorities; and

{2) Store, prepare, distribute and serve food
under sanitary conditions

F 323

F 3

F371
1.The dust on the ceiling in the

kitchen was removed. Al
chemicals were removed from
the kitchen area and stored
properly in the chemical
storage room. No specific
resident was directly impacted
by the failure of the staff to
wash their hands. The
delivery parson was
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This REQUIREMENT [s not met as evidenced
by;

Based on observalion, interview and review of
the faclily's polley/pracedurs, it was determined
the facllity falled to ensure food was prepared,
distributed and served undsr sanitary conditiens,
Adallvery person entered the kitchen tray line
area without a halr restralnt, Staff were cbserved
to leave the serving line and contaminated thelr
hands and relurned to the tray line without
washlng their hands or re-gloving. A bulld-up of
dust was observed to be hanging from the ceillng.
Chemilcals were observed stored under the thres
compartment sink in the Kilchen area Instead of
the chemicat closat,

The findings include:

Aravisw of the facllity's policy and procedure,
“Hand Washing,” (no date), reveated "amployees
would use proper hand washing technlques to
prevent the spread of infaction,” The procedure
section Included "all hands were o be washad
when entering the dietary depariment.” A
pollcyfprocadure related o the uss of hair
restralnls In the kilchen was not provided.

Observation during the Initial kitchen tour, on
01/31/12 at 9:35 AM, revealed a build-up of dust
on the cailing by the stove hood and the steam
table. Two cases of a disinfectant cleaner spray
were chserved on the shalf under the three
compartment sink In the Kitchen, Instead of the
chemical storage room.

F 371

. A full Kitchen audit was

. A sign has been posted to

. The nursing home

instructed related to hair net
usage prior to entering the
kitchen area,

completed and no other
chemicals were found outside
the chemical storage. Al
residents have heen
assessed Wwith no findings
related to the staff not
washing hands.

alert vendors of the center
policy on hair restraints, All
kitchen  staff were re-
inserviced on the center
policy for handwashing, hair
restraints and  chemicai
storage on 02/28/12. Ceiling
dusting has been added to
the routine cleaning schedule
and to the daily sanitation
check.

administrator or maintenance
director will check the kitchen
five times per week for two
weeks to monitor for proper
chemical storage. The cook
wilt ensure all vendors are
wearing proper halr restraints
prior to entering the kitchen
area and report any non-
compliant vendors to the
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Observation during the noon meal service, on
0113112 at 11:15 AM, revealed the cook and two
kitchen staff wera plating focd to residents’ trays,
Durlng the Iray preparatlon the cook left the
sieam table, retrisvad lsttuce and tomatoss from
a refrigerator, made a sandwich for a resident,
and relurned to plating food without washing her
hands or re-gloving. The cook loft the sieam
table a second time and retrieved food itams from
the refrigeralor, then returned to plating food from
the steam tabla withoul washing her hands or
re-gloving.

Kitchen staff #1 and #2, who were asslsting to
assemble resident food trays, weore observed to
stop assembling food trays and touch items
contaminating thelr hands and return to
assembling food frays. Klichen staff #2 was
observed, on 01/31/12 at 11:50 AM, to stop food
lray preparation, oblain a carton of thickener and
relurn 10 assembling food trays without washing
her hands or gloving. Kitchen staff #1 was
observed, on 01/31/12 at 11:51 AM, to stop
assembling food trays and to answer the
telephone and then return to assembling food
trays without washing her hands or gloving.

On 01/31/12 at 41;50 AM, a delivery psrson was
observed to enter the kitchen and passed by the
steam fable where kitchen staff ware plating foed
on the resldents' trays without a hair restraint or
washing his hands. The dellvery person then
unloaded cases of milk Into the milk cooler.

An Interview with the Dietary Manager, on
0113112 at 12:00 PM, revealed the kitchen staff
should have washed their hands and re-gloved
whaen thoy slopped assembling food trays to
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PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION $HOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENGY)

F 371 | Coniinued From page 16 F 371 center administrator. The

Dietary Manager will perform
a sanitation audit weekly
times four weeks and monthly
thereafter to monitor
compliance, The dietary
manager will monltor the iray
line flve times per week times
two weeks and weekly
thereafter to ensure proper
handwashing is occurring.
All findings will be reported to
the center quality assurance
team monthly for review and
recommendation.

319112
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relrieve items and answer the phons, before
returning to finish assembling food trays. She ,
revaalad the disinfectant cleaner spray was not
supposed to be in the kitchen area, bul should
have been In a locked place and the delivery
person should have worn a hair resitaint before
entering the kitchen area. The Dlstary Manager
revesled there was no polley related to the use of
halr resiraints in the kitchen area. Addltfonatly,
she stated she could not recall whan the colling
area was last cleaned. Malntenance usually
cleanad or painted the calling.
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K 000 | INITIAL, COMMENTS K 000 K018 .
The hinged wooden gates on
resident rooms #308, 310, 316
CFR: 42 CFR 483.70(a) ) ' f
408, 413, 510, 601, and 618 to
BUILDING: 01 prevent wandering residents from
-entering these rooms have been
PLAN APPROVAL: 1961, 1979 removed.
SURVEY UNDER: 2000 Existing All resident room doors were
inspected to ensure that nothing
FACILITY TYPE: SNF/NF was Impeding the door closing
and tie backs have been Installed
TYPE OF STRUCTURE: One (1) story, Type V to ensure resident privacy
(111) curtains do not get caught in
: doors
SMOKE COMPARTMENTS: Eight (8) smoke ' ; ;
compartments All staff will be Inserviced by the
administrator  or  director  of
FIRE ALARM: Complete fire alarm system wilh nursing prior to 3/9/12 on the use
heat and smoke detectors of the tie backs and the regulation
SPRINKLER SYSTEM: Complste automatic dry that the doors not b.e lmpeded.
oGP EElan : The maintenance director was
inserviced on the regulation on
GENERATOR: Type ll generator, fusl source Is 2128112, _ _
diesel. No further gates will be installed
on resident room doors. The
A standard Life Safely Code survey was ; ;
canducted on 01/31/12. Criltenden County adminls”a.tor and maintenance
Health and Rehab Center was found not to be In director will make center rounds
compliance with the requirements for participation weekly to ensure no doors are
in Medicare and Medicald. The facillty is licensed impeded. Any issues related to
for one hundred five (105) beds and the census gates or doors will be brought to
was sevenly four (74) on the day of the survey. the center quality assurance team
The findings that follow demonstrate monthly fo,r review and
noncompllance with Title 42, Gode of Federal recommendation,
Regulations, 483.70(a) et seq. (Life Safely from
Fire) 3/9112
™~ N
LABORATORY DRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE ] 8) PATE
W\ Mpinishads” 2/ f1e —

other safedjuari

deficl§ncy glatement ending with an aslersk (*) dano!

tes a deficiency which the Institution may be excused from correcting providing It Is determined that

rovide sufficient protection to the palients. (Ses Instruclions.) Excepl for nursing homes, the findings slated above are disclosable 90 days
B the date ol'survey whelher or nol a ptan of corraction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the dale these documenls are made avallable to tha faciity. If deficlencles are ciled, an agproved plan of correclion s requisite (o continued

program participation,
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K 000 | Continued From page 1 K 000 .

Deficlencies wers cited with the highest
deficiency ldentified at "F" fevel.

K 018 | NFPA 101 LIFE SAFETY CODE STANDARD Ko1s
88=k
Doors prolecting corrider openings in other than
required enclosures of vertical opsnings, exils, or
hazardous areas are subsfaniiai doors, such as -
those constructed of 134 inch solid-bondad core
wood, or capable of reslsting fire for at least 20
minutes. Doors In sprinklered buildings are only
required to resist the passage of smoke. Thereis
no impediment to the closing of the doors. Doors
are provided with a means suilable for keeping
the door closed. Duich doors mesilng 19.3.6.3.6
are permilled.  19.3.6,3

Roller falches are prohibited by CMS regulations
in all haalth care facilities,

This STANDARD is not mef as evidenced by:
Based on ¢bservation and interview, il was
determined the facility failed fo ensure doors
located in corridors were malntained in
accordance with NFPA slandards. The deficlency
had the potential to affect four (4) of aight (8}
smoke compariments, residents, staff, and
visHors. The facilily is icensed for one hundred
five {105) beds with a census of seventy four (74}
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K 018 | Continued From page 2 Ko18

on the day of the survey.
The findings Include:

Observation, on 0173112 betwesn 1:00 PM and
5:00 P, wilh the Malnlenance Direcler revealed
the facility had installed hinged wooden gates on
resident room #308, 310, 316, 408, 413, 510,
€01, and 618 to prevent wandering residents from
enfering those rooms, Furher observation
revealed the gates when closed Impede access
1o the room door to enable closure during a fire.

Interview, on 01/31/12 between 1:00 PM and 5:00
PM, with the Maintenance Direclor revealed the
facility had placed the gates on the resident rcom
doosframes due to residents wanderlng inte other
resident rooms.

Reference: NFPA 101 (2000 Edilion).
19.3.6.3 Cotrddor Doors.

19.3.6.3.1* Doors proleciing corridor openings In
cother than required enclosures of verical
openings, exils, or hazardous areas shall be
subslantial doors, such as those conslrucled of
13/4-in. (4.4-cm) thick, solld-bonded core wood or
of construclion that resists fire for not less than
20 minutes and shall be constructed to resisi the
passage of smoke. Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shall
not be tequired. Clearance batween the bottom
of the door and the floor covaring rot exceeding 1
in, (2.5 ¢m) shall be pamnilted for corridor doors,
Exception No. 1: Doocrs to tollat rooms,
bathrooms, shower rooms, sink clossls, and
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K018 | Gonlinued From page 3

similar auxiliary spaces that do not contain
flammable cr combustible materials.

Excapiion No. 2: In smoke comparimenis
protecled throughout by an approved, supervised
autematic sprinkler system In accordance wilh
19,3.6.2, the door construction raquiraments of
19.3.6.3.1 shall not be mandatory, bul tha doors
shall be constructed o resist the passagse of
smoke.

19.3.6.3.2* Doors shafl be provided with a means
sultable for kesping the door closed thatis
accaptable to the authorlly having judsdiction,
The device used shall be capabls of kesping the
door fully closed i a force of 5 1bf {22 N} is
applled at the laich edge of the door. Roller
latchas shall be prohiblted on corridor doors In
bulldings not fully protected by an approved
automatic sprinkler sysiem In accordance wilh
19.3.5.2.

Exceplion No. 1: Doors to tollet rooms,
bathrooms, shower rooms, sink closets, and
similar auxillary spaces that do not contain
flammable or combuslible malerials.

Excaplion No. 2; Existing roller iatches
demonsirated to keep the door closed agalnst a
force of 5 Ibf (22 N) shall be permilled to be kept
in service.

K025 NFPA 101 LIFE SAFETY CODE STANDARD
§8=fF
Smaoke barriers are constructed to provide at
least a one half hour fire resistance raling In
accordance wilh 8.3. Smoke barrlars may
terminate ai an alrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steal framas, A minimum of two
saparate compartments are providad on each
floor, Dampers afe nol required in duct

K018

K025

All smoke pariitions extending
Kozs| Gbove the ceiling located
throughout the facllity that were
nt?ted to have penefrations by
wires or piping have had the
spaces around the penetrations
were filled with a fire rated
material equal to the rating of the
partitions such as firs rated
caulking.
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pensirations of smoke barders In fully ducted
heating, venlllating, and air condilioning systems.
19.3.7.3, 18.3.7.5, 19.1.6.3, 19.1.64

This STANDARD is not mel as svidenced by:
Based on obsaivations and interview, il was
dstermined the facility failed to malntain smoke
barelers that would resist the passage of smoke
between smoke compartmenis in accordance
with NFPA standards. The deflciency had the
potentlal to affect elght {8} of eight (8) smoke
compartments, residenis, staff and visiters. The
facilify is licensed for onse hundred five (105) beds
with a cansus of sevenly four (74) on the day of

the survey.

The findings Include:

Obsearvallon, on 01/31/42 hetween 1:00 PM and
£:00 PM, with the Maintenance Direclor reveated
the smoke partitions extending above the celling
located threughout the facitity, were noted lo have
peneiralions by wires, or piping. The spaces
around the penefrations were not filtled with a
material rated equal to the pertition and could not
resist the passage of simoke. :

Interview, on 01/31/12 betwesn 1:00 PM and 5:00
PM, with the Mainienance Director revealed he
was pot aware of (he panetralions.

Refaranca: NFPA 101 (2000 Edition).

completed a audit of all smoke
barriers In the center and all
identified penetrations have been
sealed,

The maintenance director was
reinserviced on the regulation
regarding penetrations to smoke
barriers on 2/28/12 by the
administrator.

The center maintenance director
will make monthly rounds to
inspect the smoke barrlers to
ensure that any new penetrations
have been sealed with material
equal to the rating of the smoke
barrler. The maintenance
director will report findings to the
center quality assurance team
monthly times three months for
review and racommendation.

3/9M12
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K025

K027
§8=D

Continued From page 5

8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
air ducls, pneumalic lubes and ducts, and similar
building service equipment that pass through
floors and smoke barriers shall be protecied as
follows: :

{a) The space between the panetraling item and
the smoke barrier shall

4. Be filled with a material capable of maintaining
the smoke resistance of the smoke barder, or

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

{b) Where the psnetrating item uses a sleeva to
penetrale the smoke barsier, he sleove shall be
solidly set in the smoke barrler, and the space
batwesn the item and the sleave shall

1. Be filled with a matarial capable of maintaining
the smoke rasistance of the smoke barder, or

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

{c} Wnere designs take ransmission of vibration
into consideration, any vibration isolation shatt

1. Be made on sither gide of the smoke barrler, or
2. Be mada by an approved device deésigned for
the specific purposs,

NFPA 101 LIFE SAFETY CODE STANDARD

Door opanings in smoke barriers have al least a
20-minwte fire protection rating or are al least
1%4-inch thick solld bonded wood core. Non-rated
proteclive plates that do not exceed 48 Inches
from the boltom of the door are permilled.
Horizontal sliding doors comply with 7.2.1.14,
Doors are self-closing or aulomalle closing in
accordance with 19.2,2.2.6. Swinglng doors are
not required to swing with egress and posliive
latching Is not required.  19.3.7.5, 19.3.7.8,
19.3.7.7

K025

K027
K027

The cross-corridor doors located
between the 200 and 300 Hall
have 'been repalred and now
close completely when tested,
leaving a gap of less than 1/8 of
an inch betwssn the pair of doors
and will resist the passage of
smoke.
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Observation, on 01/31/12 betwesn 1:00 PM and
5:00 PM, with the Maintenance Director revealed
the cross-corridor doors located between the 200,
and 300 Hall, would nof close completely when
tested, leaving a gap of approximately
one-quarter of an inch or greater botween the palr
of doors and would not resis! the passage of
smoke.

Interview, on 01/31/12 between 1:.00 PM and 5:00
PM, with the Maintenance Dlrector reveaied they
ware unaware the doors would not close all the
way leaving a gap between the doors in the
closed position and acknowledged the doors
would not resist the passags of smoke in the
event of an emergency.

Reference: NFFA 101 (2000 edition)

(X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFR( {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
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DEFICIENCY}
K 027 | Continued From page & kozy] Al cross corridor doors were
tested and no other doors were
?}ufd to have gaps greater than
- 8",
This STANDARD is not met as evidenced by: The maintenance director was
Based on observation and interview, it was inserviced on ths i
doterminad {he facliity falled fo ensure cross no gaps lar et? thr:lg u!ﬁg?n that
-conidor doars located in a smoke barrier would i gap g were
reslst the passage of smoke. These doors must a Oweld on 2/28/12 by the
close all the way and be smoke tight lo help adrministrator.
prevent sinoke from reaching other parts of the Al cross-corridor doors wil be
building in the svent of an emergency. The testad weekly by the
deficiency had the potential to affect two (2) of m P
eight (8) smoke compartmants, residents, staff, n oalir;ft‘err\ance clJrectO{ to .ensure
and visitors. The facifly is licensed for one proper gaps exist. Findings
hundred five (105) bads with a census of soventy will be reported monthly to the
four (74} on the days of the survey. quality assurance team for review
and recommendation.
The findings Include: 3/9/12
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K 027 | Conlinued From page 7 K027

8.3.4.1* Doors In smoke barriers shall close the

apening leaving

only the minimum clearance necessary for proper

operation K056

and shall ba without undercuts, louvers, or grilles.

K 066

K 056 | NFFA 101 LIFE SAFETY CODE STANDARD
§8ab
i thera Is an aulomatic sprinkiar system, it is
Installad In accordance with NFPA 13, Standard
for the Installation of Sprinkler Syslems, (o
provide complate coverage for all portlons of the
bullding. The system [s properly malntained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Malntenance of
Waler-Based Fire Proteclion Syslems. }tis fully
supervised. There Is a reliable, adequale water
supply for the system. Required sprinkler
syslems are equipped with water flow and tamper
switches, which are electrically connected lo the
building fire alarm systam.  18.3.5

This STANDARD Is not met as evidenced by:
Based on gbservatlon and inteiview, il was
determined the facilily falled to ensura the
building had a complele sprinklsr system, in
accordance wilh NFPA Standards. The deliclency
had the potentlal lo affecl two (2) of elght (8}
smoke compariments, residents, slaff, and
visitors. Thae facillly Is licensed fer one hundred
five (105) beds with a census of seventy four (74)
on the day of the suivey.

The findings include:

The two porches that extend out

four feet or greater,
combustible materials
sprinklers  installed.

porches are located outside the
exits at each end of the 800 Hall.
A sprinkler will also be installed in
the basement to cover the

hallway arsa.

A fuli audlt of the center has been

completed and no ot
were identified to be |
additional sprinklers.

The maintenance director was re-
inserviced on the regulation for
sprinkler coverage on 2/28/12.

The maintenance director will

make rounds weekly

that adequate sprinkler coverage
exists. The maintenance director
will report findings to the center

quality  assurance

monthly times three months to
ensure continued compliance.

made of
will have
The two

her areas
n heed of

to ensure

committes

4/112
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K066

K 062
8S=F

-Observation, on 0173112 between 1:.00 PM and

Continued From page 8

5:00 PM, with the Maintenance Direclor revealaed
two (2) porches to extend out four (4) foot or
grealer, made of combustible malerials, and were
not sprinkler protected. The two (2} porches are
focated oulside the exits at each end of the 600
Hall.

interview, on 01/31/12 betwesn 1:00 PM and 5:00
P, with the Malntenance Direclor revealed they
ware not aware the porches needad o be
sprinkier prolecied,

Observation, on 01/31/12 at 1:40 PM, with the
Maintenance Direclor revealed the Halhway in the
basement did not have adequale sprinkler
coverage fo spray around the cornsr.

Interview, on 61/31/12 at 1:40 PM, with the
Malnlenance Direclor revealad he had never
noliced the lack of coverage but confirmed the
coverage was not adequatle,

Refarence: NFPA 13 (1999 Edition) 5-13 8.1

Sprinklers shall be inslafled under exterior rools
or canoples exceeding 4 Ft. {1.2 m) In widih.
Exception; Sprinklers are permilted to be omltled
where the canopy or roof is of noncombustible or
limited combustible conslruction,

NFPA 101 LIFE SAFETY CODE STANDARD

Requlred automatic sprinkler systems are

K066

K062
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K 062 [ Continued From page ¢ K 062 K0B2
conlinuously maintained In rellable operating
condition and are inspected and tested
porlodically.  10.7.6, 4.6.12, NFPA 13, NFPA 25, All sprinkler heads throughout the
9.7.5 center have been dusted and a
routine maintenance plan has
been established to ensure the
: sprinklers stay dust free. The
This STANDARD {s not met as evidenced by: i : s
Based on observallon, interview, and sprinkler ;nsuif_:“on ftc:u nd on the sprmklers
testing record raview it was determinad the facllity n the allic area has Peen
falled to maintain the sprinkler system according removed and these areas will be
to NFPA standards, The deficlency had the checked weekly.
potential to affect eight {8) of sight {8) smoke
compartments, residsnts, staff and visitors. The All sprinkler heads in the facility
facility is licensed for one hundred five (105) beds have been inspected to identify
with a cansus of sevanly four {74) on the day of :
any Star sprinklers that wers a
tha survey. .
y part of the recall and it was
determined that the sprinklers on
The findings Include: Hall 200, 300, 400, Lobby, partial
Obsarvali 01/51/12 betwosn 4:00 PM and nurses stalion and partial dining
servation, on slweosn 1:00 PM an .
£:00 PM, wlih the Maintenance Director revealed -?.;1691 and dkuciheq” 2;‘6 aflfectzd‘
sprinkler heads located throughout the facliity to € pendants will be réplaced.
be covared In lint. Further abservatlon revealed . . .
insutation sluck to the sprinkler heads located in An interlor pipe Inspection will be
the attic above the 500 Hall. completed and wil be added to
the center's preventive
Interview, on 01/31/12 between 1:00 PM and 5:00 maintenance scheduie.
PM, with the Maintenance Direclor revealed he
was nol awars of the lint bulld up, or the
Insulation on the sprinkler heads, gg:n marinipnanqe ddlrector Tﬁs
2-INService on ]
Observation, and record reviaw, on 01/31/12 requirement  for the sprinkier
&eat;:faen 1:00 EI;_M a{nd 5::}:8::!‘:.“\:;!? lc[:l?tv . pendants to remain dust free and
nance Lreclor e al & uncov 2
STAR sprinkler heads localed in sevaeral parts of cente rerei d!?’l?n' 2t/ t8 /12 by _;Ee
the facility that could be part of a recall, The . .]s raor. e
maintenance director will conduct
Event 1D;GFE28 Facily ID; 100070 If continuation sheet Page 10 of 19
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K 062

Continued From page 10

facility falled to produce evidence that the
sprinkier heads had baen checked to confirm If
the Star sprinklar heads in the faclifly were part of
{he recall.

Intarview, on 01731/12 belween 1:00 PM and 5:00
PM, with the Malntenance Diractor rovealed he
was not aware of the recall and did not know if
the heads had been chacksd.

Record review, on 01/31/12 between 1:00 PM
and 5:00 PM, with the Maintenance Director
revealed the facllity hed not performed an Interior
pipe Inspaction on the sprinkler system since it
was Instalted in 1969,

interview, on 01/31/12 batwesn 1:00 PM and 5:00
PM, with the Maintenance Dlracior revealed he
was not aware the sprinkler syslem was requlred
to have an internal plpe Inspection lo chack for
cbsiruclions s the pipe.

Refarence: NFPA 13 {1999 Edilion}

5-5.5.2% Obstruclions to Sprinkler Dlscharge
Pattern Davelopment.

§-6.5.2.1 Gonlinuous or noncontiguous
obstructions fess Than or equal to 18 in.

(467 mim) below the sprinkler deflector

That prevent the paltern from fully developing
shall comply With 5-5.5,2.

2-2 1.1* Sprinklars shall be inspected from the
floor leve! annuslly. Sprinklers shalt be free of
corroslon, foreign materials, palnt, and physical

KQez

weekly inspections

sprinkler head pendants. Any

inspection  findings

reviewed by the center qualily
assurance team monthly {ime
three months for review and

recommendation.

of the

will  be

4/30/12
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K 082! Continued From page 11 K062

damage and shall be Installed in the proper
orlentation {e.g., upright, pendant, or sidewall).
Any sprinkler shall be replaced that ls painted,
corroded, damaged, loaded, or in the improper
orfgntatlon.

hydraulic design basls, the system area of
operation shall be

permilted to be reduced withoul tevising the
densily as indicated

In Figure 7-2.3.2.4 when &l of the following
conditfons '

are satisfied:

(1) Wet plps system

(2) Light hazard or ordinary hazard occupancy
{3) 20-ft {8.1-m) maximum cailing height

The number of sprinklers in the dasign area shall
never be

loss han five. Where quick-response sprinklers
grousedona

stoped calting, the maximum celling helght shal
be used for

determining lhe parcent raduction in deslgn area.
Where

quick-response sprinklers are installed, all
sprinkiers within a

compaiiment shall be of the quick response type.
Exception: Where circumslances require tha use
of other than ordinary

tamparature-raled sprinkiars, slandard response
sprinklers shali be

permitted to be used.

Reference: NFPA 25 {1998 Edillon).

10-2.2* Obstruction Prevention.
Systems shall be examined internally for

FORM CHS2667(02-99) Previous Veesions Obsotela Event ID:GFEJ21 Facisly ID; 100079 i conlinuation sheet Page 120019
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K 062 | Continued From page 12 K082
obslructions where condilions exist that could
cause obstrucled piping. If the condilion has not
been corrected or the condition Is one that could
rasull In obstruction of piping despite any
previous flushing procedures that have been
performed, the system shall be examined
internally for obstructions every § years. This
invastigation shall be accompiished by examining
ths interlor of a dry valve or preaction valve and
by removing two ¢r0oss main flushing connactions.

10-2,3* Flushing Procedure.

If an obstriction Invesligalion carriad outIn
accordance with 10-2.1 indlcates the presence of
sufficlent material to obstruct sprinklars, a
complste flushing program shall be conducted.
The work shall be done by qualified personnal.

K 070 | NFPA 101 LIFE SAFETY CODE STANDARD K070

§5=D

Porlable space healing devices are prohibited in
&'l health care oceupancles, excaptin
non-sleaping staff and employae areas where the
healing elements of such devices do not excosd
212 degrees F. (100 degrees C) 10.7.8

_ K070
This STANDARD s not met as evidencsd by:
Based on obsenvation and interview, twas :
determined the facilily failed to ensure porlable : Qge%ogﬁagg?:g‘ng\ gleevg:?t;:'avﬁ

space heaters used In the facllity were In ~ f
accordance with NFPA standards. The deficiency full  facility inspection was

had the potential to affect two (2) of eight (8) conducted and no additional

smoke compariments, residents, stafi and portable healing devices were

vishtors. The facility is licensad for one hundred found

five {105) beds with a census of sgvanty four {74} o A e

on the day of the survey. The maintenance direcior was re
, inserviced on 2/28/12 on the

FaciSty [D; 100079 it continuation sheet Page 13 of 8
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regulation regarding use of

K 070 | Continued From page 13 .
Continued From page KO7| nortable space heaters in the
The findings include: center. _The Maintenance
director  will make visual
Observation, on 01/31/12 between 1:00 PM and inspection monthly to ensure no
5:00 PM, with the Maintenance Direclor revealed additional devices are brought in.
poriable space heaters located in the Any jssues related to
moking Shack. .
brought to the center quality
Intervisw, on 01/31/12 betwean 1:00 PM and 6:00 assurance team monthly for
PM, with the Maintenance Director revealed ey review and recommendation.
were aware the healars were not permilted In 3/0/12
pationt care areas, but not aware the heating
element could not exceed, 212°F (100°C) when

used in non-slesping staff and employes areas.

Refarance: NFPA 101 (2000 edition}

19.7.8 Portable Space-Healing Devices. Portable
spacs-healing

devices shall be prohibited in all health care
ocoupancles.

Exception: Portable space-heating devices shall
be permiited to be used

in nonsteaping staff and employes areas wheare
the heating elements of

such devices do not exceed 212°F {100°C}. K072

K 072 ] NFPA 101 LIFE SAFETY CODE STANDARD Ko7z -

$5=D , All items have been removed
Means of egress are continuously maintained free from hallways and no means of
of ali ebslrucfions or impediments to fulf instant egress is Empeded,

use in the case of fire or olher emergency. Ne

furnishings, decoratlons, or other objecls obstruct .
exils, access lo, egress from, or visibility of exils. All exit hallways in the center

7.1.10 have bsen Inspected and
allernate locations found for all
items when not in use. Carts,
wheelchairs, lifis and other items

FORM CMS-2567(02-99) Provious Yerslons Obsolate Even! [D:GFE2Y Faoily 10; 100072 If continuation sheet Paga 14 of 19
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K072 | Continued From page 14 Kor2| @8 stored off the hallways at al]
times when not in use, These
This STANDARD Is nol met as evidenced by: ltems will be stored in empty
Based on observation and interview, it was resident rooms and unused
determined the facillly failed to malntain exit shower rooms, The maint
access in accordance with NFPA slandards, The dirsctor ' i aintenance
defictency had (he potential to affect bvo (2) of was re-inserviced on the
elght (8) smoke compariments, resldents, staff, regulation for unimpeded
and visitors. The facilily Is licensed for one haliways and exits by the center
hundred five (105) beds with a census of seventy adminlistrator on 2/28/12.
four {74) on the day of the survey. Maintenance director wil Inspect
The findings Include: haliways dally to ensure that this
standard  is  met. The
Observation, on 01/31/12 betwean 1:00 PM and malntenance director wil report
5:00 PM, with the Malntenance Director revesled findings to the center quality
solled finen carts, g, wheelchairs, and clean assurance team monthly times
linan carls were baing stored In the 400, and 500
é”;ls' 9 a three months for review and
: recommendation,
Interview, on 01/314/12 between 1:00 PM and 5:00 3/9/12
£M, with the Malntenance Director revealed the
facility routinely stored linen carts, lifis,
wheslchairs, and clean finen carls in these halls.
Reference: NFPA 101 (2000 Editlon}
Means of Egress Reliabiilty 7.1.10.1
Means of egress shalt ba continuously
maintained fres of all obslrictions or
impediments to fult instant use In the case of fire
| or other emergency. .
K 130 [ NFPA 101 MISCELLANEOUS K130
8S8=L
OTHER LSC DEFICIENCY NOT ON 2786
EventID:GFES21 Facivy 1 100070 I contiavation shasl Paga 16 of 18
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K 130 | Continued From page 15 K 130
This STANDARD is not met as evidenced by:
Based on observation and inlerview, it was
determined the facility fafled to malntaln doors
within a required means of egress. The deficiency
had ihe potential to affect two (2} of eight (8)
smoke compariments, residenls, staff, and
visitors, The facliily Is licensed for one hundred
five (105) beds, with a census of seventy four
{74) on the day of the survey. K130
The findings Inchude: The unapproved slide bolt lock
Observation, on 01/31/12 at 3:13 PM, with the was removed from the dietary
Maintenance Director revaaled an unapproved storage exit. No additional slide
lock (slide boll lype) was installed on the egress type locks will be added to any
side of the Dietary Storage Exit. egrass doors, All doors in the
center
Interview, on 01/31/12 at 3:13 PM, with the addifion ;’;’ or f. | checked and no
Malntenance Director revealad they were aware ! slide type locks were
of the lock, but not aware they were prohibited, identified.
Observation, on 0/31/12 at 1:50 PM, with the The dryer lint build up in the top
Maintenance Diractor revealed heavy lint bulld up burner area of the dryer in the
in the top, burner area of the dryer localed in the laun dry room has been ramove d
Laundry Room. .
v | All center dryers wers checksd
Intarviews, on 01/31/12 at 1:50 PM, with the and cleaned of iint. A weekly
Maintenance Director revealed the Maintenance cleaning schedule has been
Staff was responsible for cleaning the top of the established by the center
dryer, but conflrmed the lint accumulated In the maintenance director to ensure
fep of the dryer was significant, that the dryer top sfays free of lint
Reforence: NFPA 101 (2000 Edition) 19.2.2.2.4 buildup.
Doors within a required maans of egress shall not The maintenance director was re-
be equipped with a lalch or lock thal raqulres the Inserviced on 2/28/12 on the
use of a lool or key from the egress skie, regulations for egre d
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 gress doors and
Facigly t0; 100079 I continization sheel Paga 16 of 19
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K 147 | Continued From page 16 Kk 147| for prevention of lint buildup in
8S=E dryers.
Efectrical wiring and equipmant is In accordance The administrator will  make
with NFPA 70, National Eleclrical Code. 9.1.2 weekly rotinds In the laundry to

ensure continued compliance and
will reports any findings to the
quality assurance team monthly
for review and recommendation.

This STANDARD s not met as evidenced by: 3/9/12
Based on observation and Interview, it was
datermined the facllity falled to ensure slectrical |
viring was malntained in accordance with NFPA
slandards. The deficlency had the poleniial to
affect elght (8} of sight {8) smoke compariments,
fesldents, slaff, and visilors. The facillly Is .
ficensed for one hundred five (105) beds with a
census of saventy four (74) on the day of the
survey.

The findings include:

Observations, on 01/31/112 between 1:00 PM and
5:00 PM, with the Malnienance Dirgctor reveaied:

1) Soap dispansing pumps fo the washing
machines in the Laundry Room wera plugged into
a powar slrip,

2} Storage In front of elactrical panels located in K147

the Latndry Room.

3) Anextension cord In use locatad in the Dining The soap d!spensing pumps in

Room,

4)  Anextension cord was In use and plugged ?he laundry are n 0 fonger p mgged

info 2 powar strip focated in the Director of Foad into a power strip, '_tems blocking

Services Office. the electrical panel in the laundry

§) Anextenston cord was plugged Into a powst room have been relocated. The

stip located in the Soclal Services Office. extension cords in ths Dining

6} An extension cord was in se In the Human Roo :

¢ m, the Dietary Office, the

Resourcas Office, Administrators Off , Director ! R . ¢

sources Uifice sialors Offlce _ Social Service Office, the Hurman

FORM ChS-2687(02-99) Provious Versions Obsolele Event ID:GFES21 Facibly {D: 100070 # continwation sheet Page 17 of 49
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K 147 | Conlinued From page 17 K 147{ Resources office, the
of Nursing Office, and the Business Office. Administrator Office, the Director
of Nursing Office and the

7} Abedand an air matiress pump were

plugged Into a multi-plug adaptor located in room Business office have a heen

#417, remo i

8) An extenslon cord was in use localed in room i moved. 1The multl-plug adapter

8 N room 417 has been removed.
The power strips  and  the

9} Abed, mini nebulizer, and an extension cord

ware plugged into a power strip located in roam extension cords in room 402 and

405 have been removed. The

#402.

10) A power sirip was plugged info an extension power strip has been removsd

cord located in room #405. from room 413, The extension

11} Awheelchalr charger was plugged Into a d h

power stip located In roem #408, cord has been removed from
room 507, The power strip is no

12) Abad and an oxygen concenlrator wera

plugged into a power strip located In room #413. longer plugged into a power strip

13) An extenslon cord In use located In room in the MDS office. The open
#507. .

e ]
14) Apower slrip was plugged into another power {:gii‘i(‘.’? ! juncﬁon boxes in the
strip located in the MDS Offics. 20\’;90' ave been replaced and

16) Open selectrical junction boxes were located

in the aftic above the 400 Halt and the 600 Hall, A full inspection of the center was

completed and all other extension

Interview, on 01/31/12 belween 1;00 PM and 5:00

PM, with the Maintenance Direclor revealed he %zi:fsmg? I;e remov?j?'

was not aware the extenslon cords were anly for . ntenance director was re-

temporary use, or the power strips were belng nserviced on 2/28/12 on the
regulation governing extension

misused. He was also not aware of tha slorage
In front of the etactrical panels, or the open cord use in the laundry and

junclion boxes in the atiic, , throughout the center. The
laundry staff were re-Inserviced
on the center polley for- the
electrical panel boxes not to be
blocked on 376112 by the

Referance: NFPA 98 (1999 adition) maintenance direcior.

332420 ' i
The maintenance director witl
Make weskly full- center rounds

If conlinvatlen sheet Page 18 of 19
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K 147 | Continued From page 18 K147 1o ensure no additional extension
Minimurn Number of Receplacles, The numbar cords are in uyge, The
of recoplacles shall be determined by the maintenance director wili check
Intsnded use of the patient care area. There shall the panel boxes dally to ensure
::19 sufﬂgi?nl re:.ep!:;\ctes Io;ated so"?s! o a:;oitd clompfiance, The Mmaintenance
> need for extension cords or mullipla outle director will report monthly times
adaplers, th
€6 to the center qualify
assurance team monthly  for
110-26. Spaces review and recommendation.
3113112

About Elecirical Equipment. Sufficient accass
and working space shall be provided and
malniained around all electric equipment to
permit ready and safe operation and maintenance
of such equipment, Enclosures housing slestrical
apparatus that are conlrolled by lock and key
shall be considered accessible to qualifled
parsons,

Referance: NFPA 70 (1999 edition)

370.28{c) Covers,

All pull boxes, junction boxes, and conduit bodles
shall be provided with covers compatible with the
Box or conduit body construction and sultable for
the canditions of usé, Where metal covers are
used, thay shall comply with the grounding
fequirements of Seclion 250-110. An exiansion
from the cover of an exposed box shall comply
vilth Section 370.22, Exception,
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