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(X410 _ BUMMARY STATEMENT OF DEFICIENCIES- i o PROVIDER'S PLAN OF CORRECTION ;
PREEM (EACH DEFICIENCY MUST BE PREGEDED BY FULL | PREFIX (EACH GORRECTIVE ACTION SHOULD BE | compLETion
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ‘f TAG CROSS-REFERENCED TO THE APPROFRIATE | DATE
' | DEFICIENCY) : 1
F 000 INITIAL COMMENTS ! F 000, Dnsclatmar_: Preparation and execution of th!é plan:
} of correction does not constitute admission of;
i o i | agreement by the provider of the truth of the facts |
| Astandard hé;atth survey was initiated on f  alleged or conclusions sef forth in the statement of |
| 0671812 and toncluded on 08/21/12. The facility | deficiency. This plan of correction Is prepared and |
was found net to meet the minimum federal ! exscuted solely because It is required by faderal
 requirements and deficiencies were cited. 1 and state law. o
F 161 : 483.10(c)(7) SURETY BOND - SECURITY OF [ F 161 \ : ;
S&5=C It FERSONAL FUNDS j iJS’égLLRETY BOND ~ SECURITY OF PERSO‘NAL .
‘ The facility must purchase a surety bond, or ] : The facility shall purchgsa a surety bond, or omezlwlse
! athsrwise provide assurance satisfactory to the | provldetﬁssuranqs s;fueiactoty o Tue Searelary, 1 ;
 Secretary, 1o assure the security of all personal E ;Szmtede\jffﬁyfmiﬁiypemf‘a" nds of regidents |
: . N n 1' 1] { H N .
f funds of residents deposited with the facility. ; ; Criteria # 1: The facility purchased a surety bond fin
= E | the amount of § 60,000 on 8/2012 that covers e
o _ ‘ : » current Resldent Trust balance of $30,000 an 7;’1{1/12 :
| 'l"h‘:s REQUIREMENT s not met as evidenced i " Criterta # 2: All resldents with money in the facllly's
by o . : | resident trust account have the potentlal o be affscted
| BBSE‘d an Db'SeWEtan, mtgmew ang T?V!@W'Of ‘ | by this alleged deficient practice,
facility polley it was determined the facility fade.d , i Griteria # 3: The Business Manager recsived in-i i
{8 purchase a surety bond to ensure the security #  service education on the requiremenis of a surely
" of &l the funds in the resident trust which : bond for funds of residents deposited with the facility
exceaded fifty-three thousand {53,000) dollars. | on 711212 a3 provided by the Administrator, | '
é The facillty's surety bond was for thirty-five (35) f J Criteria # 4 The QA indicator tool for the monitofing of §
! thausand dollars, ‘ | Suraty Zond and Security of Personal Funds shall be
; i utilized monthly X 2 months and then gvery 6 months
' ‘ [ as per established QA calendar under the superyision
i The findings include: ; | of the Administrator, i

| Criteria # §: Target Date 7/27/12 o TR620)2
i

' The facility Admissions Policies included that the | i
- facility would secure/protect all resident funds, |

H {
| Ravisw of the Resident Trust Funds, on 08/19/12 |
:at 2:00 PM, revealed a total of fifty-thrae '
 thousand and twenty-three dollars and ninety-six [
fcents (53,023.98). {

" o — oy } iy - -
LABORATGRY, REC}:@R'S CREROVEIR/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE , (X6) DATE
- : g G
XD L L4 073013

Any d&ﬁci@ncf sat}temant By 'jith an asterlsk (*) denples a deficiency which the institution may bs excysad from corracting providing it s determined that
15
Hetth

cther safeguardd provide s pratection to the patiants. (See nstructions.) Except for nursing hormes, the findings siated above are dlaclosable 90 days
following the date of surve er or not a plan of correction is provided, Far nursing homes, the above findings and plans of cofrection are disclosable 14
days following the dale these documents are made available to the faciity, If deficiancles ara ciled, 2n approved plan of corraction is raquisile fo continued
program participation, i
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AT _ SUMMARY STATEMENT OF DEFICIENGIES } 0| PROVIDER'S PLAN OF CORRECTION | | {X5)
FREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX (EACH.CORRECTIVE ACTION SHOULD 8 | VOMPLETION
TAG ! REGULATORY OR LSC [0ENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | oare
| i DEFICIENGY] |
1 1 .
. 1
161 } Confinued From page 1 ! F 181:

" Review of the surety bond revealed the bond
i covered resident funds up to thirty-five thousand
i‘ {35,000) dollars.

1 8l 2:00 PM, revealed she had no idea what the
, surety bond covared unt today. She stated the
| resident funds were not monitored te ansure the
 surety bond covered the funds. She stated the
| surety bond should caver all the resident funds to |
“cover any resident loss.

{
|
| Intarview with the Business Manager, on 06/1 smzﬁ
1

i Interview with the Administrator, on 06/1 8M2at
1 5:00 PM, revealed he was not aware the surety

| bond needed to cover the resident funds

| managed by the facility. He stated the suraty f

" bond was 1o protect residents from loss of their
" funds.
F 167 483.10(g)(1) RIGHT TO SURVEY RESULTS -
$8=C | READILY ACCESSIBLE

. A resldent has the right to examine the results of
I the most recent survey of the facility conducted by!
 Federal or State surveyors and any plan of }
! correction in effect with respect to the facility, |
The facility must make the results available for

» examination and must post in a place readily

" accessible to residents and rmust post a notice of
| their availability,

{ i

i
: |
! |

,' This REQUIREMENT s not met as evidenced
, by:

g Based on abservation ang interviaw, it was

{ ; ,‘ .
'F 167 RIGHT TO SURVEY RESULTS ~ READIY !
ACCESSIBLE ‘
A resldent has the right to examine the results of the
most recent survey of the factlity conducted by Federai |
or State sutveyors and any plan of correction in affect
. with respect to the facility. The facility shall make the
} resuits avallable for examination and shall post I &
place readily sccessiole to residenls and shall post &
 notics of their availability. |
l Criterla # 1: The facillly has posted a sign indlca&fng
lhe Survey results are available within len (10) feet of
F 167! the front reception desk and in a promingnt place|
: easily sgen by residents, employaas, and visitors: ]
| Criteria # 2: Al facility residents have the potential o |
' be affectad by this alleged deficient practice. ;
Criteria # 3: The Social Servises Diractor received in- |
servica education on 712112 by the Administratoy |
i fegarding the residents' right 1o examine SUrvey résults
| and the required posting of such, The Facillty's survey |
; tesults book Is labeled and securely located in th
I south lohby making it available and easilty accessgble
110 resldents. The survey book is secured to the table
la snsure proper lacation at all times. Signage hag
i been posted by the front entrance dlerting visitorsgand ‘
| residents of the location of the survey results book.
} Criterla #4: The QA indlcator tool for the manitorlng of |
1compliance with survey results being posted shall e [
1 utilized monthly X 2 months and then annuafly under | 7262012
the supervision of the Administrator. i
I Criteria # 5: Target Date 7/27/12 '
{
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DEFICIENCY)

F 167 ; Continued From page 2

determined the facility failed to post a notice of
| the avallability of the most recent survey results
| with any plan of comection associated with the

 results. The binder containing the most recent

; residents of the location of the binder.,
| )
{ The findings include:

b

| The facility had no policy for how residents and
| families would be notified of the most recent
survey results or the ioéation of the binder
containing the information.

Interview with the Social Setvices Director, an
08/2012 at 9:15 AM, revealed the facility should
{ have a sign posted to notify residents and

| families regarding the location of the survey
results binder,

Observation of the facility, on 06/19/12 at 9:00
AM, revesled no signage for the iocation of the
rmost recent survey results or any plan of
corrsction for those survey results.

J .
|
¢ Observation of the facility, on 08/20/12 at 8:30

g AM, revealed the survey results binder was
i located in a small television room off the 400

was not locatad.

| Interview with the Social Services Director, on

| have a sign posted 16 notify residents and

 families regarding the location of the survey
: resulits binder, She stated the survey binder
| contained information regarding the facility's

!

; Survey results and the pian of correction could not
I be ocated and there was no sign posted to notify

| Wing. Signage regarding the location of the book !

| 0872012 at 9:15 AM, revealed the facility did not

|

F 1867 f

|
;[ ]
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(Xa) D SUMMARY STATEMENT OF DEFICIENCIES'

| survey results and residents had the right to know
i how the facility performed on survey.
1’ Interview with Licensed Practical Nurse (LPN) #1, |
on 06/20112 at 11:458 AM, revealed she was not
~aware of the locatlon of the survey results binder
;and coldd not find the sign Indicating the location
* of the survey binder,
F 203 483.12(a)(4)-(6) NOTICE REQUIREMENTS
Ss=£ . BEFORE TRANSFER/DISCHARGE

. Before a facility transfers or discharges a

| resident, the facility must notify the resident andg,

- if known, a family member or legal representative
l of the resldent of the transfer or discharge and

* the reasons for the move in writing and in @
“language and manner they uncerstand; record |
“the reasons In the resident's clinical record; and
; include in the notice the items described In

+ paragraph (a)(8) of this section.

! Except when specifisd in paragraph {a)(5)(ii) of
| this section, the notice of transfer or discharges
i raquired under paragraph (a)(4) of this section

| must be made by the facility at least 30 days

! before the resident is transferred or discharged.

: before transfer or discharge when the health of

| individuals in the facility would be endangered
cunder (a)(2){iv} of this section; the resident's

i health improves sufficiently to allow a more
immediate tansfer or discharge, under paragraph
f (a)(2)(i) of this section; an immediate transfer or
- discharge is required by the resident's urgent

!
i
!
i {
i Notice may be made ag spon as practicable [
l
I
E
i
' medical needs, under paragraph (a)(2)(ii) of this '

|
F 167i | i
~l :

o PROVIDER'S PLAN OF CORRECTION | (xg|
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH GORRECTIVE ACTION SHOULD BE| COMPLEYION
TaG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TU THE APPROPRIATE | DATE
; DEFICIENCY) !
i | |
F '167‘;[ Continued From page 3 !

F 203 NOTICE REQUIREMENTS BEFORE |
. TRANSFER/DISCHARGE '

¢ 203‘: the faciiity shall notfy the resident and, if known, &

Befare thie faciiity fransfers or discharges a resident, F
|
i

J family member or legal representative of the resident
. Of the transfer or discharge and the reasons for the
move In writing and in @ languags and manner they |
» understand; record the reasons in the resident's
« tilnical recard; and include in the notice the jtem
 described in paragraph (a)(6) of this section. |
; Criteria # 1: Residents # 1, #2, #4, #8, #10, #11jand |
i the corresponding family mermbers or legal ‘ '
representatives have recelved In writlhg a Notleglof |
Transfer form informing them of their = :
Transfer/Dischargs Rights in tha event of future need

for TransferDischarge. o
Criterla # 2! An audlt of chinlcal records for any [
resident currantly out of the farility to defermine that |
writien Transfer/Discharge notifisation was prc>vl<§ed 19 1
1 the resident and family member/legal representalive,
Criteria # 3 The S5O shall review decumentation with |
 each resident transfeqdischargs to determing that !
i praper notification was provided to the resident gndfor |
i responsitle party, Licensed nursing staff membﬁars. '
| the Medical records Clerk and the Sacial Services
; Directer recaived in-service educafion 6/28/12-7/26/12 '
i @s providsd by the DON or designee on the | i
 requirements for Notice of Transter form (o be uflized
! before the facility transfers or discharges a resident.
- Criteria # 4: The QA indicator tool for the menitaring of
Nofice of Transfer shall be utilized monthly X 2 months
and then quarterly as per established QA calendfr

¢ under the supervision of the Adminisirator,

9bsrE JO%d 35IMET

. section; or a resident has not resided in the | Criteria # 5: Targat Dale 7/27/12 | /2612012
facility for 30 days. i " ‘ .
. | ‘ !
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D :
l

- The written notice specified in paragraph (a)(4) of
! this section must include the reasen for transfer
or discharge; the effective date of transfer or
j discharge; the location to which the resident is
! ransferred or discharged; a statement that the ;
1 résident has the right to appeal the action fo the ' 1
State; the name, address and telephone number i |
) of the State long term care ombudsman; for :
nursing facility residents with developmentat -
disabilities, the mailing address and telephone !
number of the agency responsible for the !
- protection and advacacy of developmentalty 1
disabled individuals established under Part C of ,
the Developmental Disabilites Assistance and Sill :
of Rights Act: and for nursing facifity residents i , :
- Who are mentally ill, the mailing address ang ,‘ |
! tetephone number of the agency responsible for :
 the protection and advocacy of mentatly ii
 individuals established under the Protection and [
1 Advocacy for Mentally IIf individuals Act. !

l .
F 203 ! Continued From page 4 ,{ F 2031 ‘ ‘
; ‘
:

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
 determined the facility failed to provide resldents
with a Notice of Transfar prior to the facility
transferring or discharging a resident. The facility
failed to notify the resident/family in writing of the
reason for the transfer, the effective date of the
E transfer, the location to which the resident was
 transferred, a statement that the resident had the
i right to appeal the action to the state, and the
| name, address and telephone numbers of i I
I appropriate state agencies for six (6) of sixtesn ! )
i (16) sampled residents (Resident #1, #2, #4 #8, :
I #10 and #11). Al six residents were fransferred

. '
1

| |
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(X4) 10 SUMMARY STATEMENT OF DEFICIENGIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
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DEFICIENGY)

! PROVIDER'S PLAN GF CORRECTION Tx6)
PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
J CROSS-REFERENCED TO THE APPROPRIATE DaTE

t

F 203 Continued From page 5

| to acute care hospitals for treatment or for
procedures,

The findings include:
|
: Review of the facility Admission Agreement,
undated, revealed the facility may terminate the
agreement and transfer or discharge the resident
! from the facility in accordance with State and
| Federal law. If the resident was involuntarily
; discharged from the faciiity, the facility will notify
| the resident of their rights, if any, to appeal the
J discharge under State and Federal law.

|
! Review of the facility's policy for Transfer and

| Discharge Rights, undated, revealed no provision
{ for providing the resident being fransferred or

! discharged with a written Notice of Transfer,

I

" Review of the clinical records for Resident #1,
revealed the facility admitted the resident with

' dlagneses of Failure to Thrive and Alzhelmer's

i Disease. On 0221112, the facility transferred the

 resident to the hospital for a low hemogiobin and

; feadmitted the resident on 02/25/12. The fagi Hty

, Was not able ic provide documentation that the

; resident received a Notice of Trarisfer.

3

!

Further review of the record, revealed the facility
transferred Residant #1 1o the hospltal on

- 04118/12 for placement of a feeding tube. The

, resident was readmitted to the facifity on

: 04720112, The facility was not able to provide

}

NN R,

;
]
i
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T ; ]
F 203 | Cantinued From page 6 . F203 7 ;
i Pag : i
; documentation that the resident received a Notice 3 :

of Trangfer. _ ' ;

i
|
. Interview with Licensed Practical Nurse (LPN) #1, . !
| on 06/21/12 at 8:45 AM, revealed she was not |

: famnifiar with & Notice of Transfer and did not :
| recall ever using a form that explained where the ;
: resident was going and how o appeal the |
! transfer/discharge. :

i
]

| reveaked the resident was admitted by the facility
. with diagnoses of Ischemic Heart Disease and

' Alzheimer's Disease. On 05/19/12, the facility |
; sert the resident to the hospital with weakness |
* and vomiting. The facility readmitted the resident ’
on 05/23/12. The faclity was not abie to provide |
documentatiors that the resident received a Notice i
of Transfer,

i

- - |
| Review of the clinical record for Resident #2. i i
: : {

|

f

|

Review of the clinical record for Resident #4, ‘ ) i
revealed the facility admitted the resident with i
' diagnoges of Cangestive Heart Failure and . ;

| Failure to Thrive, The facility sent the resident ta i i
i the: hospital and readmitted o the facility on i ‘
| 08/07112. The facility was not able to orovide | ! :
i documentation that the resident recaived a Notice i :
‘ of Trangfet. i

i i
! ' [

| Review of the clinical record for Resident #8,

| revealed the facility admitted the resident with

' diagnoses of Congestive Heart Failure and

- Chronic Obstructive Puimonary Disease. The |
{ facility arranged for the resident to be transferred |
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8}
COMPLETION
bate

 the hospital for a colonoscopy o 05/23/12. The
| facility could not provide dacumentation that the
 resident received a Notice of Transfer.

{ .

Review of the clinical record for Resident #1 1,

| r'evéaled the facility admitted the resident with | !
diagnoses of Diabetes and Corcnary Artery
: Disease. The facility sent the resident to the ? |
hespital for evaluation of cellulitis on 06/12/12, ‘
The facility readmitted the resident on 06/1 4112,
| The facity was not able to provide

; documentation that tha resident received a Notice |
i of Transfer,

1
i
;
i
F 203 Continued From page 7 I F 203
i |
|
i

Review of the clinical records for Resident #1 0 !
| revealed the facility admitted the resident with ?
| diagnoses of & Left Hip Fracture and Alzhsimer's i
; Disease. On 10/06/11, the faclfity transferred the i
. resident to the hospital for a possible stroke and ¢
, readmitted the resident on 10/06/41. The facifity
. Was not able to provide documentation that the
I resident received & Notice of Transfer,

|
| Interview with the Medical Records Clerk, on ,
{ 06/21112 at :00 AM, revealed she was aware of |
i ali the forms used by the facility. She stated the
J facility did not use a Notice of Transfer form and
E
|

was not aware the form addressed resident rights i
| O was required.
. o
; Interview with the Administrator, on 08/21/12 at :
f 9:15 AM, revealed he was not aware of residents
i not receiving Notices of Transfer from nursing | : :

H i
| ] : |
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Vindividuaiity.

j The findings includa:
!
i
|

and State, undated,

full

i
i

{ Resident "B",
!

i Review of the provided Resident's Rights-Federal
| revealed under the section

! for Resident Dignity, the fagility rust promote

| care Yor residents in a manner that maintained or
i énhanced each resident's dignity and respect in

{ recagnition of his or her individuality.

| Observation, on 06/19/12 at 12:15 PM, revealed
. in the Main Dining Room Cerfified Nursing
¢ Assistant (CNA) #3 standing white feeding

|

|
|
|

Féﬁdﬁ)jlg( : {EACH DEFICIENCY MUST BE PRECEDED BY FULL v PREFIX .f (EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG REGULATORY OR 8¢ IDENTIFYING IN FORMATION) TAG | CROSS-REFERENCED T:G THE AFPROPITIATE t DaTE
i ; | DEFICIENCY) | |
! i e
203 i F -
" ‘* cto;tm;:e: o p: 9o F 2031 F 241 DIGNITY AND RESPECT OF INDIVIDUALITY
stall when required, I The facility shall pramote care for ihe rasidents in z§
F 241 483-15(3) D]GNJTY A.ND RE&PECT OF F 2’41 manner and Iﬂ an mvironment that maih(a{ns ol
2s=D; INDIVIDUALITY C enhances each resident's dignity and respect in fuli
j y ' racognition of his o her indiividuality. !
’ The facility must promote care for residents in a  Criteria # 1: Staff members are seated while feed[n#
; manner and in an environment that maintaing or | - residents A and 8. A !
| enhances sach resident's dignity and respectin | , Criteria & 2: Staif members are ssated whilg feeding
 full recognition of his or her Individualify, f alﬂya1 fisli?gé fequiring fo be fed pad or all of hss/heq
: i  meal by \ . ; i
| ‘ - Criterda # 3: Nursing staff members have raceive
j : insenvice edveation on B/28/12 — 7/28M2 by th
: : ; ; ; * DON or designee to seat themssives close to ey
'é';:xs REQUIREMENT is not met as awdenqed 1;\:34 wgh msidd}ems xghan feedi?g them t?ﬁnnan P
PR : i the resident’s dignity during meal consumpiian.
Pased on observation, interview and facilty | *Grtoia # & The OR idizsit o i the morioring
| Policy Resident's Rights-Federal and State, of ignity during meal service shal be uflized Weskiy
i undated, it was determined the facility failed to X 4 wesks, then monthly X 2 monihs and the
i promate care for residents in a manner that * quarterly 25 per established QA calendar under th
| maintained or ennanced each resident's dignity - supervision of the DON. ;
Land respect in full recognition of his or her Criteria #5: Targat Date !

f 7127112
|
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" Observation, on 06/20/12 at 12:05 PM, revealed
in the Main Dining Room CNA #3 again standing
to feed Resident "B". Licensed Practical Nurse

| (LPN) #3 was also observed standing to feed ,
| Resident "A". |

Interview, on 06/20/12 at 2:15 PM, with CNA #5
revealed you were to sit to feed a resident so you
were at the level of the resident and not over the
resident. She stated she would not want anyone ' ;
| standing over her to feed her because she would !
feel rushed and it was degrading. She revealed it
would make the resident think they cannot eat
independently and feel useless. CNA #5 stated
she had been in-serviced not to stand while
feeding a resident.

' Interview, on 06/21/12 at 10:45 AM, with LPN #1
' revealed when you fed a resident you were to be
at their eye level. She stated this was to make

| the resident comfortable and not feel intimidated
| by someone standing over them, which would

" make them less likely to eat. She had been
Vin-serviced on the feeding of residents, she

- revealed.

! Interview, on 06/21/12 at 11:00 AM, with CNA #7
revealed you were not to stand to feed a resident.
1 She stated this was a dignity issue and you
needed to be at eye level with the resident,
otherwise you would feel threatened. She
revealed she had been trained on the feeding of
residents.
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i Criteria # 5: Target Date 7/27/12

Ao SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S BLAN OF CORREGTION P
PREFIX | (EACH DEFICIENCY MUST 88 PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE | | COMPLETION
" TAG |, REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE! ] DATE
| DEFICIENCY) n
F 241, Continued From page 10 F 241 ; l
f |
! Interview, on 08/21/12 at 11:05 AM, with CNA #4 P
| revealed you were o sit down in a chair next to ’ ]
i the resident to feed. She stated the reason to do |
{ tna;dwaf sodygu wetls;? t'?ni tf;g eye tizveltof tth\? | F 279 DEVELOP COMPREHENSIVE GARE PLANS |
i resident and It wou resident not fee ¥
| t:r:t they were less maﬁ ?he gerscn that assisted  The facility shall use the cesults of the assessment to ;
| them. To stand up may make the resident fael develon, review and revise the resident's care plan; !
like 2 child, she stated. She revealad she had rtera # f: Resident #8's cae plan hias been fe‘,’fdf
| had no training in the facility on how to feed a :g g‘%ﬁiﬁ@;ﬂﬂ&%@ﬁi:‘goﬁld nterveny ‘ns f
resident. She stated she leamed it in school, - Criteria # 2: A review of all resident be}wavlor o
. monitoring records for he past 30 days was compfeked§
] on 717112 by the Sodlal Sewvices Director and thep |
: . . findings were compared with thele care plansto |
 Interview, on 06/21/12 at 3:10 PM, with the j datermine that Identifisd behaviors were addressed |
 Director of Nursing (DON) revealed for the dignity | : and interventions were in place for staff to follow. !
| of the resident you were fo sit down to feed them. Griteria # 3: The facillty's Care Tracker Kiosk sysiem |
| The reason she gave was to make it a more has been eahanced to notify apprapriate administrative,
| Pleasurable dining experience and someone may staff of any changes In resident behaviors, The report
 feel offended if someone was standing over Is generated daily (M-F) by the ADON, DON o |
- them. She revealed the staff had been trained on Administrator and reviewed in the daily CQ mesting to}
I how to assist with the feeding of residents. No determing that the resident's care plan addressed the
I answer was offered for how the feeding of identifled behaviars, Members of the Interdisciplinary
' residents was monitored. team (I07) recelved in-service education on 7/17M2 by
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279} the Nurse Consultant on the developmentand
85=0 ! COMPREHENS|VE CARE PLANS implementation of care plans to address residents'
I identified behaviors and cammunication of the care
oot aicas s Moo
' C%g,;ﬁﬁg& ;ﬁ/gagraingf E,:’;;e the residents ;. education on 7M3/12-7/26/12 by the Adminlstrator,
: ‘ ] DON, ADON, Btaff Development the Weskand RN|
- The facilty must develop a comprehansive care g#g;%g?é:;g‘;mggfgg‘fgsf;’;:?z‘;fr‘]:d behaviors
p:?n I?r each éé‘:*:slde{n‘ét!hattmclud?s me:gg,ur?t?!e ‘ + Criteria # 4: The QA indicator taol for the moniloring of i
@ Ji‘? ":ES anc M.meg es ?mei & residen ?“l : , development and implementation of behavior care |
~meaica, nursing, and mental and psychosocia i plans shall be utiized monthly X 2 months and the |
- needs that are identifled in the comprehensive | ! every 8 months as per established QA calendar under !
| aszessment. | the supervision of the Direetor of Nursing. 726/2012
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i

PROVIDER'S FLAN OF CORRECTION |

(XA 1D | SUMMARY STATEMENT OF DEPICIENCIES | oo P
FREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREPIX | (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LET IDENT IFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE ~ DATE
f | DEFICIENCY} ,
| | |
!
F 278 Continued From page 11 F 279 '

The care plan must describe the services that are |
; to be furnished to altain or maintain the resident's
: highest practicable physical, mental, and
psychosecial weli-being as required under
§483.26; and any services fhat would otherwise
be required under §483.25 but are not provided
 due to the resident's exercise of rights under
{ §483.10, including the right to refuse treatment |

under §483.10(b)(4). |

This REQUIREMENT is not met as evidenced
by: »

. Based on observation, Interview, record review,
and facilily policy, it was determined the facility -
fziled to develop a comprehensive care plan far

; one (1) of sixteen (16) sampled residents

(Resident #8) to address the resident's behavior

of hoarding to the extent that flies were present in

the room.

|
! :
| The findings include:

» Review of the facility policy for Comprehensive
' Care Plang, dated 01/2007, revealed the facility
would develop a care plan based on residents’
assessed needs. The care plan approachés

. were communicated to staff for use in providing
; dirgction for cara.

|
{

: Observation of Resident #8's room, on 06/16/12 |
*ar 8115 AM, 11:10 AM, 12:00 PM, 2:20 PM, 3:00 |
P, and on 08/20£12 at 8:15 AM, 9:00 AM and

. 10:00 AM, revealed opened food, crackers,
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|
F 279 Continued From page 12 Far9 i

emply candy bar wrappers, used tissues, socks, ‘ :
papers, a box, and bottles of coke were stored on ; :
[ the floor betwaen the bed and tha air conditioning i |

unit. There wes no pathway open to get to the

' head of the bed on the right side. A musty odor
was present in the room and flies were on the | :
open foad and crawling on the resident and the

roommate. There were no observations of this |
area of the room being cleaned up or pickad up
by staff,

| Interview with Resident #8, on D8/19/12 at 4:10 ;
PM, revealed the resident did store belongings on !

the floor as there were no other places to store |

. thesa itemns, The resident indicated snacks and ‘ ‘.

: food had 1o go somewhere so placing them on

- the floor where they could be watched was the 4

! best idea. The resident denjed the presence of ; g

i flies in the raorn or that the flies wers walking on ! '

| the resident and the roommate. The resident | o

f denied the clutter caused difficulty getting around ‘
the bed, or that it was not sanitary,

| Revigw of the clinical record for Residant #8,

| revealed the facifity admitted the resident with |
. diagnoses of Manic Dapression, Bipolar Disease | ,
l'and Anxiety. The facility completed & quarterty :
i Minimum Data Set (MDS) assessment of the

; resident on 05/28/12 which indicated the resident
| had no cognitive deficits and was alert and
oriented. The resident had behaviors and felt ‘ f

down and depressed frequently. ; (

Review of the comprehensive care plan for !
Resident #8, revealed the resident exhibited ]‘

!
F
]
1
i
|
i
|
i
¢
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SUMMARY STATEMENT OF DEFICIENCIES i o (x5)
(EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
REGULATORY OR LBC IDENTIFYING {NFORMATION) TAG CROUSES-REFERENCED TO THE APPROPRIATE DATE

(5a) 1D 4

4

f DEFICIENCY)
i

|

PREFIX
TAG

E
F 278! Continued From page 13 F279; }
!‘ behaviars of yelling/screaming out, throwing
bowei movements, negative verbalizations, and !
anxious complaints. The goal was for the ‘
| resident's bebaviors to be managed in : ;
| collaboration with physician and psychiatric
 therapy as needed. The fagility wrote one (h
intervention for the resident to have time to vent |
feelings. There were no other interventions. The
behavior of hoarding was not addressed on the
care plan as an assessed congern,

Interview with Certified Nurse Aides (CNA) #3
and #8, on 08/20/12 at 2:0¢ PM, revealed they
were not aware of any special plan to manage

! Resident #8's behaviors in regards to the state of
the resident's room. They stated the resident
refused to allow cleaning af times. They stated

. they moved around the room as able and tried to
"avoid the fiies In the room. They stated the
 resident had a fiy swatter and used it.

|

|

HInterview with Licensed Practical Nurse (LPN) #1, |
S on DB/21/12 at 1:20 PM, revealed she was aware |
| of the problems with Resident #8's behavior and
i the cluttered room with trash piled an the floor, f , :
i She stated she was not able to find & care plan ; : ;
| with interventions to address the resident's i ‘ :
| behavior, but thers should be a care plan to guide | 1
[ staff in the resident's care. 1

' interview with the Director of Nursing, on ;
| 06/21/12 at 3:30 PM, revealed all nurses were |
| responsible to develop care plans for residents. | ‘
| 8he stated the resident should have a care plan

| o address the cleanliness of the room and the :
i ' i
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F 278 f Continued From page 14 F2ra) ! :

: resident’s behaviors for staff to provida the : !

| correct care, : F 364 NUTRITIVE VALUE/APPEAR, - f

F 364 [ 483.35(d)(1)-(2) NUTRITIVE VALUEIAPPEAR, F 364!  PALATABLEIPREFER TEMP | !

SS=F§ PALATABLE/PREFER TEMP

| Each resident receives and the facillty provides

. food prepared by methads that conserve nutritive
| value, flavor, and appearance; and food that is

! palatable, attractive, and at the proper

, lemperature,

|

f This REQUIREMENT is not met as evidenced
| by:

i Based on observation, interview, and review of
i the facility policy, it was deterrmined the facility

| failed to provide residents food that was
palatable, attractive, and at tha proper _
| temperature, Atlunch on 06/19/12, the meal i
| consisted of pinto beans and ham, boiled i
cabbage, fried potatoes, and combread. The
meal was not visually appealing, On a test tray,
requested on 05119712 at lunch, the carrots were
served at 100 degrees Fahrenhelt. The food

; was bland, cold, and was not appealing for sleven
[{11) of eleven {11) sampled residents (Residents
{#2, 3,4,5,6,7, 89,10, 11, 12) receiving a

| regular dist (including texture modifications).

|
|
g The findings Include:

E
{ The facllity did not provide a policy ragarding food
! flavor, appearances, and proprer serving

| temperatures,

i

i
i
;
i
i

. Bach resident receives and the facility provides faod
prepared by methods that conserve nubitive value,
favor, and appearance, and food that is ;Y*}alatablﬁ,
altractive, and the proper temperaturs, : i
Criteria # 1: Residents #2, 3, 4,5,6,7, 8, 8, 10,1

. and 12 are recaiving food prepared by rmethods tha
canserve nutritive valye, flavar, and appearance, ang

| food thal is palatable, aftimctive, and thy proper
temperalure. The Cerffied Dietary Managsr (COM)
interviewed the identified residents by 72312 t

{ - determing their preferences reganding tamperature o?
. food, texiure, and seasoning. :

Criteria # 2: All resident have the potsnfal to by

affected by this lleged deficient practice. Megy

safistaction is reviewed monthly in residesit coun
meeding; thuse verbalizing displeasure with meal

- are referred to the CDM (with resident's permission
for foudt preference interview, All olher residents a
inferviewed at least guarery by the oM g

* designee in  conjunction - with sach Tasiderrt‘

" scheduled OBRA MDS, i i
Criteria # 3; The consuting RD revieied 1he

- facility's meny and made necessary changes to
enhance the flavor and appearance of thel food oi
6/28/12. The curent tray line procedure and serving

i order (hall carls) has been reviewed and revised i
[ promole proper food terperature, Nursing  staff
members have roceived in-sanvice education on
82812 — 7126112 by the DON or designee thal
included but was not fimited to: offering condiments
during meal delivery to ernhance flavorng, any
changes mads to meal delivery protocal tol promots
proger food temperaturs, offering of subsiitutes!
reheating or replacing food as Indicated.

Continued on naxt page :
|

!
.
v
1
i
1
'
:
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Zam | . SUMMARY STATEMENT OF DEFICIENCIES i o PROVICER'S PLAN OF CORRECTION g (%5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL | PREFX (ZACH CORRECTIVE ACTIDN SHOULD BE ! coMpLETION
"TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cacss-&e#zﬁsgggg l';g ;:E APFROPRIATE |  DATE
E i ' . |
) , i  Criteria ¥ 4; The GA indicator fool for the monltoring
54 | Compt ) . 1 of meal sarvica (proper food temps, appearanc%
F 354 Continued From page 15 | P35 asident satistaction o) shal be v oskly J
; Review of the facility's policy on Food _ weeks and then ronthly -as per esfablished QA
; Temperatures, dated 10/2008, revealed if food | calendar under the supervision of the Adminisfratof,
| lemperatures were not at acceptable levels and . Resident satisfiction with meals and many choiges
cannat be corrected in time for meal service, the | shall be reviewed in monthly Resideni Councl
facility should make an appropriate menu i Mesetings and reported to fhe QA feam dunng
substitution, Vegetables should leave the serving ! sc{»eduledaﬂ me&tings.
; line at 140 degrees but preferably at 140-185 | (Criteria #3: Target Date ez
degrees. Meat should leave the serving line at : |
140 degrees but preferably at 140-165 degraes, {
Tray line should be no longer than ong {1) hour.
If temperatures cannot be maintained, batch
cooking should be utilized.
f Review of the Quality of Life Assessment Groug :
 Interview conducted on 06/19/12, revealed the |
; residents did not like the taste of the food and the I
- food is often served cold. o
l; . i
| Observation of lunch on the Main Dining Room, | :
| on 06/19/12 at 12:20 PM, revealed the foods ]f
served were all in the same color tone, brown. i ‘
The meru consisted of pinto beans and ham, ! i
kolled cabbage, fried potatoss, and combread, |
'
Observation, on 06/20/12 at 12:20 PM, In the | !
Main Dining Room, the last tray an the last tray | i
| cart revealed the temperature of the carrots to be . ]
 cool. The carrots were at 100 degrees | i J
| Fahrenhelt. The roast beef registered at 110 | |
| degrees and tasted coal. i : ;
| | ;? |
| Inferview with Resident #8, on 06/20112 at 12:15 | | }
i PM, revealed the resident frequently received ] i |
5 [ ! i
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F 364} Continued From page 16 : F 364 ;Esggggiggg%m SYORE/ PREPARE! E
1 cold fond, She stated staff could warm the food, | The facility shall procure food fiom sources approvad
[ however, it took time to find staff and get them (o - or cansidersd satisfactory by Federal, Stats or (o
i take the food and warm it up, She stated the fray | authoriies; and store, prepare, distribute and sen
| carts sit for long periods of time until staff passes | food undes sanitary conditions. |
| the meals. She stated thirty (30) te forty-five (45) , Criterla # 1: The ice machine has been thoroughly
! minutes was not uncomman, - cleansd; all dielary stafl members are wearing hait
} . nets lo fully contain their hair within the nets;
i - unsealed, unlabeled or opened undaled foo
,j * products identified in the walk-infreezer have bea:;
: . , - , discarded.
| nterview with the Distary Manager (D), on - Criteria # 23 Al residents receiving oral nutrtio
{ 06/20/12 at 12:20 PM, revealed she thought the have the potential to be afiscied by this slie
i carrots on the test tray were too cool. She stated (' deficient prz.;ﬁca‘ ’
, the food should be warmer than 100 degrees ‘ Criteria # 3: The Kithen equipment cleanin
| Fahrenhelt to be palatable. | Schedule has been reviewsdfrevised to determin
F 371 [ 483.35()) FOOD PROCURE, F 37| * that routine cleaning of the ice maching is soheduled
Se=F ! STORE/PREPARE/SERVE - SANITARY and documented. Dietary siaff members received in}
; serviee education on 7A2H2 - T/28/12 by the C
| The factity must - . that incluged, but was not fimited to: proper dennin
! (1} Procure food from sources approved or af* hair nels, revised Kichen equipmant cleaning
| considerad satisfactory by Federal, Stats or local . stheduls, storage and kabeling of food. i
j authorities; and - Criteria # 4: The QA indicator tool for the menitorin
i (2) Store, prepare, distribute and serve food  of dietary sanitation shall be ufiized weekly X
f under sanitary conditions “wegks and  then monthly thersafter as pei
| f established QA calendar under the aupervision of !hsi
: * Admiristrator. i
! " Criteria # 5 Target Date | 77z
| |
| This REQUIREMENT is not met as evidenced |
. by ' ' ) {
I Based on obsarvation, interview, and review of ’
f the facility's policy, it was determined the facitity [
; failed to ensure food was stored, prepared, and [
, servad under sanitary conditions. A rust-fike :
| Substance was observed on the inside lid and the i
i 8rea surrounding the opening of the ice machine. |
! Five (5) female dietary staff were cbserved f !
- wearing hair nets with their halr not fully | |
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F 371 Continued From page 17 Fart
t contained within the nets. Four (4) food products

| stored in the walk-in-frgezer were found i
unsealed, opened to afr, and not labeled with the : :
opening date. One (1) multi-serving container of ‘
liquid eggs was not Iabeled with the opening date
in the watk-in-refrigerater, A package of bacon
| was observed in the walk-in-refrigsrator

- unsealed, open to air, and not dated with the

[ opening dats. These practices affacted all

: residents who received oral nutrition,

|
| The findings include:
|
1

: Review of the factlity's policy tor Food Storage,
: not dated, revealed all frozen and refrigeratad
| foods should be stored in air tight containers and |
f labeled with the date opaned.

% The facility's policy for Cleaning lce Machine:ang ;
| Equipment, not dated, noted the ive machine and
f squipment will be cleaned on a regular basis, to
|
|
i

maintaln a clean, sanitary condition.

. The facility did not provide a policy on hair

i‘ restrainis.

l

| Observation of the walk-n-freezer on 06/20/ 12 at
{ 8:10 AM, during the initial kitchen tour, revealed

| one (1) package of frozen beef patties, one 1)
package of frozen chicken breasts, ong (1}

; package of frozen carrots, and (1) package of
frozen grilled chicken breast unsealed, open'to |

I alr, and not labeled with open date. Observation | l i
; !
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of the walk-in refrigerator revealed a multi-serving

|
I
TAG I REGULATORY OR LSC IDENTIFYING INFORMATION)

?

!

i

{

: of iquid eggs not lebeled with the open daie and

|
7
! . i
|

| @ package of bacon unsealed, opened to air, and i
( hot dated with open date, The ares surrounding |
| the opening of the ice machine and the inside [id
i of the ice maching was cbserved covered with a
g rust-like substance,

|

| Observation on 06/20/12 at 9:00 AM, revealed

f five (5) fernale distary staff members preparing

{ food in the kitchen with their hair exposed ouiside
| of thelr hair nets,

|

1 On 6/20/12 at 10:50 AM, four (4) females ware

: observed working on the tray fine in the kitchen,
+ with tendrils of hair hanging out of their hair nets,
| on the nape of their necks, bang areas, and

! sideburn areas,

! During interview with the Dietary Manager (DM)

i on DB/21/12 at 2:00 PM, the DM agreed the hair
| nets were not restraining the staffs halr properly
I'and that hair could falf into the residents’ food,

| The DM said she would iry to purchase larger |
| hair neis, The DM commented that the rusey ice [
!

| machine could contaminate the ice; and the ice |

! machine did need to be emptied and deaned

i thoroughly, The DM said our staff are trained to
! seal and date any opened items in the freezer

[ and the refrigerator. She said she had diseanded
! the items that were open to air and nat dated. it
 Is our policy to ssal and dats any open iterms.
F 425 483.60(a),(b) PHARMACEUTICAL SVG -

88=F | ACCURATE PROCEDURES, RPH

?

F 371

F 425

H
i

i
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v

- The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreement described in
§483.75(h) of this part. The facility may permit

- unlicensed persannel to administer drugs If State

law permits, but only under the genaral

| supervision of a licensed nurse.

- A factiity must provide pharmaceutical services
{including procedures that assure the accurgte
. Acquiring, receiving, dispensing, and

; administering of all drugs and biologicals) to meet

: the needs of each resident,

. The facility must em ploy or obtain the services of
. a licensed pharmacist who provides consultation
l'on all aspects of the provision of pharmacy

' services In the facility.

{

; This REQUIREMENT s not met as evidenced

[ by:

| Based an observation, interview, record review,
| review of the facility Pharmacy Services ‘

- Agresment, agreement terms from 08101110 to

+ 05/31/13, review of the facility PharMerica

+ Nursing Drug Handbook, Copyright 2010, and

. facility policy Madication Administratian General

! Guidelines, Revised 09/10, it was determined the
- facility failed to address the irregularity In the

' Medication Regimen Review for four (4} of

| sixteen {18) sampled residents, Resldent #3, #6,
V#7 and #10, related to the time of medicstion

, administration for Levothyraxine. The medication
- was not administerad per manufacturers'

i
i
|

1
H

|

]

|

jl
|
|
i
|
|
|
f
|

i

: PROCEDURES, RPH :
: The facillty shall provide routing and emergency drugs |
and biological to Its residents, or abtain them under an
- agraement described in §483.75(h) of this part. The
: facility may permit unlicensed personngl to administar
, drugs If State law permits, but anly under tha general
suparvision of a ficensed nurse. The facility shall
provide pharmaceutica! servicss {inchiding proseduras
! that assura the securate aequiring, receiving,
. dispensing, ang administering of all drugs and :
biclagical] to meet the needs of each resident. The |
facility shall employ or obtain the services of # icansed |
pharmacist who provides consuitation on all aspscts of |
the: provision of pharmacy services In the facilly, :
 Criteria # 1 Resldents # 3, #6, #7 and #10 are,
recaiving their levothyroxine as per manufacturer'si
l specificatlens and on en administration schedule to
; maximize the effeclivensss of the medication. Al
1 opsned, undated multi dose vials of Tuberculin Serum,
| Fneumonia Vacdne and Influenza Vaccine were |
properly disposed of and replacement vials were|
obteingd from the pharmacy. i
Criteria # 2: An audit of resident MAR's was
completed on 7/18/12 by the consultant pharmacisi to i
daterming that all residents are recglving thelr i
- medications a8 per manufacturer's specificationgand |
 on an administration schedule to maximize the :
1 effectiveness of the medication  An audit of al! muli- ;
| dose medlestion vials was completed on 7/6/12 by
| Madicatlon Staff under the supenvision of the CON to !
 dstermine that sif were properly labelad in accordance :
| With Federal and State regulations. All undated |
I opened vials werg properly disposed of, ;
| Criteria 3: The pharmasy regulatlans have besn J
 reviewed by the phanmacy consultant {RPh), DON,
1 and Adminisirator 1o dsterming that the pharmary
| services are being providad in accordance with the
j regulations. The RPh shall review the medicatior
1 Teglme on all residents monthi ¥ 1o determing that

| Continued on page 21
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F 423 Continued From page 20

: specifications and was not on an administration

| schedule to maximize the effectiveness of the

- medication. 1n addition, Pharmacy Services

!' failed to monitor the medication rooms for
labeling of open multi-dose vials, Two (2) of two

| {2) medication rooms had open, undated vials of |

| Tuberculin Serum, One (1) of the two (2) ‘

F 425l |

medizations are being administerad in accordanee wimn
manufagiurer' recommendations and Include any

sugoested changes in a writtan report provided 1o the |
DON. Licsnsed Mursas (LN) shall verify that the mufti-
dose vial has a ‘date opened* written on It and has nel
expirad.prior to using It. Any undated or explred multi-

" medicati 5

; Pneucn?égg ggg?naelsa%gﬁg?gyf% u%dated : dosa vials are o be discarded and replaced. A waekly |
| Vageine vials niyenza ; audit of all multi-dose medications shall be conducled |
X : ' “by the LN/KMA's and recorded on & log in the MAR

baok to determine that they are properly stored and
 labelad; any issues identified are reported o the :
O ) f i DON/ADON. Licensed nurses and KMA's recsived in- l
The findings include: !  senvice education on 712127126112 by the DON, |
i + ADON and Staff Development on medication protocols |
which included, but was net limited to; dating all multi- |
. Jose when opening them for the inifial use; checking

reviewed at least quarterly by tha DON, Administrator
and Medical Director as part of the QA procass, to
determing that services are being provided in
accordance with the regulations.

| census on the visit date. When irregularities L
“were neted the MRR report documenting such {

Review of the Pharmacy Services Agrasment, . previously opened mult-doss medications for date |
agreement terms from 06/01/10 to 05/31/13, : | opened to determine if expiration has occurrad; and
revealed under Standard Services, a Consultant ] ! proper disposal of undated opened mulii-dose l
Pharmaciat shall perform a medication regimen | medicallons. ' {
_review (MRR) for each resident on active fagility Criteria 4: The Pharmacy Consultant reports will be ]

irregularities would be provided to the

. Administrator and Director of Nursing (DON).

. The Agreement stated the Consultant Pharmacist

would perform a medication pass observation |

monthly as part of the MRR. In addition, it stated | i

the Pharmacy would provide up to two (2) | !

aducational sessions annually for the facilities f |
| |
i |

Criteria # 5: Target Date 7/27112 ' 712612012

staff.

i Review of the PharMerica Nursing Drug l j
' Handbook, Copyright 2010, revealed the |
medication Levathyraxine was to be administered |

in the morning on an empty stomach, at least '
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thirty (30) minutes before food. In addition, under l
Patient Infarmation, it again states to be takar in |

the moming thirty (30) minutes before hreakfast, |

f Review of the policy Medication Administration |
| Gensral Guidelines, Revised 09/10, revealed i
; medications were to be administered in ’
| accordance with manufacturers' spacifications;

| hawever, the Levothyroxine, fo be given on an

i emply stomach was ordered for four {4) of

| sixteen (16) sampled residents, Residents #3, #6,
VET and #10, at 8:00 AM, after breakfast was

| served.

|

! Review of the Medication Administration Record

i (MAR) for Residents #3, #8, #7 and #10 revealed
| the medication Levothyroxine was ordered for

; and administered at 8:00 AM, which was not the

i manufaciurers recommended time, as noted in
 the PharMerica Nursing Drug Handbook,

i Copyright 2010Q.

Review of the Medication Regimen Review for

the past five (S) months, January 2012 through

May 2012, for Resident #3, #6, #7 and #10

+ revealed no pharmacist entry to change the time |
the medication Levothyroxine was administsred,

I 'which was 8:00 AM for each resident,

|

! Observation, on 06/20M12 at 8:00 AM, revealed
| Resident #7 bad just finished eating breakfast,
, Resident #7 was adminisiered @ dose of

| Levothyroxine 100 micg, taken orally. The

. medication was administered by Certified

(Xay U3 SUMMARY STATEMENT OF DEFICIENCIES ; 1 l PROVIDER'S PLAN QF CORRECTION b e
PREFIX | {EACH DEFICIENCY MUST BE FRECEDED BY FULL | PREFIX {EACH CORRECTIVE AGTION SHOULD BE | somPLETION
TAG REGULATORY OR (SC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THEAPPROFRIATE | DATE
: DEFICIENCY)
F 425 F 4235,

|
|
]
|
|

3
i
]

i

12
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06/21/2012

j
F 425 Continued From page 22 F425
 Medication Technician/Certified Nursing Assistant

{CMTICNA) #7.

g interview, on 06/20/12 at 8:52 AM, with the facility
Nurse Practitioner revealed she signed off on the
! Physician's Orders. She stated she checked the
| drugs, not the times they were ordered to be
administered. She revealed the time the :
medication Lgvothyroxine was ordered affected
the potency of the medication, She further
revealed the medication was to be administered
; on an emply stomach early in the morning.

|
I N
:

i

! tnterview, on 08/20/12 at 9:35 AM, with Licensed
t‘ Practical Murse (LPN)#1 revealed the drug

' reference book used in the facility was

: PharMerica Nurslng Drug Handbook, Copyright
12010, She revealed she has had a pharmacy
in-service but it was last year, The content was
signing off on Physicians Orders and medication
administration, she stated.

j Interview, an 0820712 at 3:00 PM, with the |
i Pharmacist revealed the purpase of chart checks
 and audits was to review state regulations and !
make sure the facility was in compliance. He ‘ f
I

i

stated he looked at drug interaction and

I dupiication. It was revealed, with respsct to the
time of administration of Levothyroxine to the
resident, that somstimes on new orders he tried

! o recommend the nurse give the medication

- before breakfast. He stated if the lab work |

! {Thyroid Stability Hormone, TSH) cameé back i

I stable, the time of administration did fot need to J

| change. He stated the medication | { i

: r

4
4
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i {Levothyroxine) was best absorbed on an emply
| stomach and to get the “best bang for your buck”
| the medication would be given on an empty

| stomach. However, Residents #3, #5, #7 and

: #10 with the 8:00 AM Levothyroxine medication

! order had nothing noted during their MMR with

| Fespect to changing the administration times.

intsrview, on 06/21/12 at 11:00 AM, with |

| CMT/CNA #7 revealed she had never witnessed [
|

!

| the Pharmacist go through the medication room.

| She stated she had only observed the Pharmacist
| at the nursing station. She revealed she had
 attended an in-gervice given by pharmacy over a

| year ago on the topic of how to prepare for a

[‘ state survey, CMT/CNA#7 stated she had never
: personally been asked by the Pharmacist any !
il questions about medications ¢r her patients, i

|
! .
Hinterview, on 08/21/12 at 3:10 PM, with the
? Administrator revealed there were no records or j
J documentation of any pharmacy education, i
| medication cart or medication room review or
“audit. There were only the resident record
reviews,

Intervigw, on 06/21/12 at 3:30 PM, with the !
i Director of Nursing revealed if there were any !
: records of pharmacy education for facility

| personnel, medication cart or medication room
| review, the Administrator would have the j
i documentation. She stated the Pharmacist did |
| watch medication pass and the individuals

| obsgrved had the documentation in their

| personnel files. The resident medication review ) j !
j | : I
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!
|
{
!

F 425! Continued From page 24 F 425

 was the only other ftem she reveated she was |
aware the pharmacist did far the fagility. She :
staled there was no audit of the medication
storage areas done by pharmacy.

f
Observation, on 06/20M12 at 2:00 PM,ofthe . <o }
South Medication Room revealed an opened, j
undated Tuberculin Serum vial, an apen, undatetl ;
 Preumonia vaccine vial and two (2) opened, I
' undated Influenza vials. in addition, found was ;
i an opened, dated Tubereulin Serum vial, dated
f as apened 03/05/12, which was gxpired.

| Observation, on 08/20/12 at 3:00 PM, of the

- North Medication Room revealed one (1) opened,
| undated vial of Tuberculin Serur, ‘

| interview, on 06/20/12 at 9:35 AM, with Licensed
+ Practical Nurse (LPN) #1 revealed a medication
multi-dose vial, when opened, was good for thirty
{ (30) days in the refrigerator. Once opened, a
multi-dose vial was to be dated and initialed, she
revealed. In addition, she gave the reason to
 date the vial was to keep up with the expiration |
date, that if the medication was expired, it would
| not be potant. With an example of the Tuberculin I
- Serui vial she revealed If the medication wag | {é
; @xpired and you administerad it to a resident, you l j«
| may net know if that resident had active ' . i
| tuberculosis or not. She further revealed if the

| Pneumontia or Influenza Vaccines were diventoa
! resident with an expired date, you would not know
| If the resident was protected from the iinesses or :
| not, The Certified Medication Tochmician cmry | i
] on second shift was to monitor the medication :

§ rooms, she staled.

i Interview, on 08/20/12 at 9:50 AM, with LPN #2 ‘
l !
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DEFICIENCY) :
i I i "
F 425! Continued From page 25 | Fazs
,! revealed open multi-dose vials were to be dated
{ when opened bacausé the medication expires.
| AS an example, she reveaied the Tuberculin

- Serum, if expired would not give an accurats
| reading. She revealed "all of us" were
I responsible fo monitor the madication room, but |
| to her knowledge, no one persan moritored the
| medication room. {
 Interview, on 08/21/12 at 2:55 PM, with LPN #4
| revealed medication vials were to be dated when i
| opened and they may be stored for thirty (30) !
; days, and then discarded. She stated thers was |
nothing in place to monitor the medication
refrigerator, She revealed the effects on the.
| resident to receive medieation from an expired
medication vial was you could get a false reading,
. If Tuberculin Serum, the resident may have an
infection and expase all the other residents to I
tuberculosis because of the false reading. She
revealed she had been educated to date a
medication vial when opened.
Interview, on 06/21/12 at 3:30 PM, with the DON
 revealed rulti-dose medication vials were to be
- dated when opened and after thirty (30} days, ;
j discarded. Failure to do with could resutt in a
: false negative reading for a tuberculin skin test,
I She stated the staff had been trained on dating i
; vials when openad; however, there was nothing in
! place to monftor the medication rooms. She ’
| stated the medication room should be monitored, ;
! but the facility has not assigned a specific person. |
[ She revealed pharmacy did not manitor the
| medication rooms where the medication vials
- ware storsd,
F 431, 483.60(b), {d), () DRUG RECORDS, F 431!
$s=F LABEL/STORE DRUGS & BIOLOGICALS

 The facliity must employ or obtain the services of ; S
. i 1
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SUMMARY STATEMENT OF DERIGIENGIES

K e . ! o PROVIDER'S PLAN OF CORRECTION I X5
PRERIX ’ (BACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX | {EACH CORRECTIVE ACTION SHOLLD BE | commanon
TAG | REGULATORY OR LSC IDENTIFYING INFORMATIGN) { TAG CROSS-REFERENCED TO THE APPROPRIATE | BATE
! i ' DEFICENGY) co
j . BN L
. :
1
F 431 | Fagq| F431DRUG RECORDS, LABELISTORE DRUGS &
’ BIOLOGICALS i
i

a ficensed pharmacist whe establishes a system
. of records of receipt and disposition of &l
; controlled drugs in sufficient detail to enable an

{

E
i
[} Continued From page 26

 records are In order and that an account of all
i controlled drugs is maintained ang periadically
i reconciled.

!

! Drugs and biniogicals used in the facility must be
 labeted in accordance with currently accepted

| professional principles, and include the

| appropriste accessory and cautionary

- Instructions, and the expiration date when

\ applicable,

) In accordance with State and Federal laws, the
! facility must store all drugs and biologicals in
iocked compartments under proper temperature
; controls, and permit only authenized personnel to
f have access 1o the kays.

i
‘ The facility must provide separately locked,

| centralled drugs listed in Schedule H of the

i Comprehensive Drug Abuse Prevention and.

+ Control Act of 1978 and other drugs subject to

abuse, except when the faciiity uses single unit
package drug distribution systems in which the

[ be readily detected,

|
i
| This REQUIREMENT is not met as evidenced
| by:

Baseq on observation, intarview and review of
| the facility policy Storage of Medication, Revised
| 0910, it was determined the facility failed to [abel

- quantity stored is minimal and a missing dose can

"accurate recongiliation: and determines that drug !

i

{
I

permanently affixed compartments for storage of |

Orugs and biological used in the facilty shall b%
labeled .in accordance with cumently acceptej
professional principles, and include the appropriat
accessory and caulionary instructions, and the
expiration date whan applicable. !
Criteria # 1: All opened, ndated multi dose vials of
. Tubercutin Serum, Pneumonis Yaccine and lnﬂuenj‘

- Vaccing wete properly dispesed of and raplacemen
vials ware abtaingd from the pharmacy, ‘
© Criterfa # 2 An audit of all mult-dose maedicatio
_ vigls was completed on 7/6/12 by Medication Nursin
 Staff under the supsrvision of e DON to datermin
« that all were propery labeled In accomance wit
Federal and Stale regulations. Al undated opened
- vials ware propery disposed of. !
_ Criteria # 3: L's shall verify that the muli-dose via
has a ‘date opened’ written on it and has not expi
prior to using it Any undated or expired muiti-dosd
vigls ara io be discarded and replaced. A weskl
audit of all mulidose medications shall be
 condusted by the LINIKMA's and recorded on a fog in
: the MAR book to detarming that they are properly
" slored and labeled; any issues identified are raporiec
to the DONJADON. Licensed nurses and KMA’
received in-senvice stucation on 7H12M2 — 712612
by the DON on medication protocols which included
but was not fimited to; dating 2l multi-dose
tredicetions when opening them for the iniliy use
checking previously opéned muli-dose medicatio
for date opened o defermine ¥ expiration hag
oseurred; and proper disposal of undated opensd:
multrdose medications.  The Pharmacy Services
Confract has baen reviewed by the pharmacy
consultant, DON, and Adminisirator on 7/48/12 th
determine that phamacy services are being provideg
in acnordance with the contract. WT

Continued on next paga
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‘ PROVIDER'S PLAN OF CORRECTION | | (xgy

the two (2) medication rooms also had one (1
opened, undated Pneumonia Vaceine and fwo {2}
; influenza Vacgine vials, i

1

The findings include:

Review of the policy Storage of Medication,
Revised 06/10, ravealsd medications were o be
; stored properly, following manufscturer's or

| Provider pharmacy recoramendation, to maintain
! their integrity and to support safe affective drug
administration, In additien, the paficy stated
outdated medications were immediately removed
from stock,

|

| Observation, on 06/20/12 at 2:00 PM, of the

| South Medication Room revealed an opened,

I undated Tuberculin Serum vial, an open, undated
; Preumonia vaccine vial and two {2) openéd,

; undated influenza vials. In addition, found was
! &n opened, dated Tubereulin Serum vial, dated

; @ opened 03/05/12, which was expired.
4

| Observatlon, on 08/20/12 at 2:00 PM, of the

i North Medication Roem revealed one (1) opened, 1
i undated vial of Tubereulin Serum. ;

i
i

| tnterview, on 06/20112 at 9:35 AM, with Licensed i

t

KA | SUMMARY STATEMENT OF DEFICIENCIES o L
PREFIX | (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX ! (EACH CORRECTIVE ACTION SHOULDBE | GOMPLETION
Tag | REGULATORY OR LEC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED T THE APFROBRIATE f bare
i J DEFICIENGY) .
1 T e e A r i -
F 431! Contin ued From page 27 Fa31. Criterig 1#4: In add?ﬁop to the wleek!t;; review_ of multiy
! m_ulti-dase vials of medication in accordance with g?,:g ‘[ﬁhsé“l:’; gz,:nsgiﬁfzg r?;mh‘?ymf nz f;g]f?ﬁ:;
j currently accepted professional principles. Twa " and then guarteriy as per esiablished QA calenda
(2) of two (2) medication rooms had open, under the suparvision of the Director of Nursing
| undated vials of Tuberculin Serum. One (N of Criteria # $: Tamat Date : 7009112

i
I
i
|
{
|
'
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i

(X4} ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION ; (X5
PREFIX {EACH CORRECTIVE ACTION SHOULD BE ! comgA(}Eé'mN

TAG CROSE-REFERENCED TO THE APFROPRIATE

DEFICIENCY)

F 431

| dated when opened and after thirty (30) days,

i
1

‘

Continued From page 28

Practical Nurse (LPN) #1 revealed a medication
multi-doss vial, when opened, was good for thiry
(30) days in the refrigerator. Once opened, a
multi~ioge vial was to be dated and initialed, she
revealed. In addition, she gave the reason to
date the vial was to keep up with the expiration
date, that if the medication was expired, it would
not be potent. With an example of the Tuberoculin
Serum vial she revealed if the medication was
éxpired and you administered it to & resident, you
may not know if that resident had active
 tuberculosis or not  She further revealed If the

; Pneumnonia or Influenza Vaccines were given to a
resident with an expired date, you waould not know
if the resident was protacted from the iilnesses or
not. The Ceriified Medication Technician (CMT)

' on second shift was 1o monitor the medication
raoms, she staied.

Intarview, on 06/21/12 at 2:55 PM, with LPN #4
revealed medication vials were fo be dated when
opened and they may be stored for thirty (30)
days, and then discarded. She stated there was
nothing in place to monitor the medication
refrigerator. Sha revealed the effects on the
resident t¢ receive medication from an expired
medication vial was you could get a false reading,
ff Tuberculin Serum, the resident may have an
infection and expose all the other residerts o
tuberculosis because of the false reading, She
revealed she had been sducated 10 date a
medication vial when opened,

Imerview, on 06/21112 at 3:30 PM, with the DON
revealed multi<iose medication vials wers o be

discarded. Failure to do with could resultina
false negative reading for 3 tubareulin skin tast.

F 421

|
|
i
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{%a) 1D . SUMMARY STATEMENT OF DEFICIENGIES [Iw} FROVIDER'S PLAN OF CORRECTION . {X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHCORRECTIVE ACTION SHOULDBE | COMPLET/ON
TAG | REGULATORY DR LSC IDENTIFYING INFORMATION) L TAG CROSS-REFERENCED TG THE APBROFRIATE DATE
j i .' DEFICIENCY) i
T 7 T f !
F 4311 Continued From page 29  Fay] -
| She stated the staff had been trained on dating
| vials when opened; however, there was nothing in : |
| pigce to monitor the medication rooms, She ! i F 441 INFECTION CONTROL, PREVENT $FREAD,
. stated the medication room should be monitored LINER
, but the faciiity has not assigned a specific person, | The facility shall establish and maintain an Infection

F 441/ 483 65 INFECTION
S8=E | SPREAD, LINENS

{
|

I {a) Infection Control

i In the facility:

! isolate the resident,
1(2) The facillty must

{ {3} The facility must

: prevent the spread of infect]

CONTROL, PREVENT

| The facilty must establish and maintain an

Infection Control Program desi
- safe, sanitary and comfortal)
| to help prevent the development and transrmigsion |
J of disease and infection. ;

Program

f The facility must establish an nfection Contro/
i Program under which it -
(1) Investigates, controls, and prevents infections

! (2) Decides what procedures, such as isolafion,
" should be applisc to an jndi ]

(3} Maintains a record of incidents and cotrective |
- actions related to infections.

+ (b) Preventing Spread of Infection 1
i (1) When the Infection Control Program |
f cetermines that a resident needs isalation to }
on, the faciiity must |
!

{

prohibit employess with a

 communicabla disease or infacted skin lesions
! from direct contact with residents or their food, it
 direct contact will transmit the diseasa,

raquire staff to wash their

' hands after each direct resident contact for which |
» hand washing Is Indicated by accapted
* profassional practica,

gned to provide 2
2 gnvironment and |

F 441] Control Program dssigned to provide a

infection,

- and 112 have been cleaned andfor rep

fesident items have been organized in
encourage the resident to store persan

care. All resldent axygen equipment i
cannulas, O2 ubing, C-pap face mask

and are properly stored when not in us
Administrator completed an audit of afl

floor; and any room identified as in this
clean and arganized. Al sciled linen b
i 'parked’ away from water fountaing wh

and congmtable gnvironment and to neip preven) the
davelopment and transrmission of disease and !

Criterfa # 1: Resident E's urinal was replaced with a i
| new one on 7/11/12 and is being cleaned and propery !
stored after each use in acoordance with facility poliey l
and the resident's Individualized pian of care. Oxygen |
equipment (i.e,, nasal cannula, C-pap face mask, i
ubing, efc.) in rooms 303, 308-2, 308-1, 314-1, 102 i

|
,i  Indicated, and are properly stored when nol in uss,
f The floor in Room 306-2 has been cleaned and

1
A 2 , | the flnor. Tha solled linen. cart on the 300 Halis nol
vidual resident; and | parked rex! to the water fountain,
f Criterla # 2: All resident urinals were replaced with
[ hew ones on 7/11/12 and are being cleared and
: properly stored after each use in acoordencs with
facility policy and the residents' individualized plans of |

elc.} have been cleaned andior replacsd as indicated, |

on 718/12 to determine if thera were other residant i
rooms with personal items stored Improperly on the

Continued on next page (py. )

safe, sanitary -

i
|

laced g

away lo
al items off of

&, nasal i
. Neb masks, |

e. The |
residant rooms -

audit has baenf
arrels are b&iing}'
fleein use. i
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ey | SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION P ey
FREFIX | (EACH DEFICIENCY MUST BE PRECEDIED BY FULL PREFIX ! {EAGH CORRECTIVE ACTION SHOULL BE | COMPLETION
TAG f REGULATORY DR L$C IDENTIFYING INFORMATION) TAG | CROS&-REFERENGEO TO THE AFPROPRIATE. }I LATE
DEFICIENG Y}
i i
i
F 441 ;Conﬁhued From page 30 . Gritesia # 3: Urinaly shall be rinsed afier each use]
f (c) Linen Peg F a4t and replaced as needsd; 02 thing is routinely]
o) Hnens ‘ replaced weakly and as needed; storage bags i)
‘F’ersonnel' raust handle, store, process and Keppt on oxygen equipment o aliow for proper stor
fransport finens so as 1o prevent the spread of of lubing/maskoannita when not in use.  Residan
infection. storage needs shall be delerrinad by the :
| - Housskeeping Supervisor and/or $SD; and the
! faciiity shall provide 2ssistanca in acquiring proge
storagelorganizational containers to promate a clea
. ;. and pest free cnvionment. Soiled linan barrels.a
This REQUIREMENT is not met as evidenced , stored in designaled storaga areas away fom water
by: . fountains. Nyrsing and housekeaping staff meormber
Based pn observation, interview and faclity | foceived in-ganica education on 7212 - 7126
policies it was determined the facillty failed 1o . 1 By the DON or designee on Infecion Contol tssues,
| establish and maintain an Infection Contral R ;;i’:‘r‘j;:‘cé‘f’eﬁﬁg‘[’;*’:;g“;;“‘gﬁsg:f";q ipnien (
Prqg ram designed to prowda a safl and sanltary ! when not i use; pr‘oper sturage of resldent persona E
environment and help prevent the development ilerns off o tha tiogr, and Keeping solle finen bars
i and fransmission of disease and Infection. Ons : away from waler fnunta{ns Charge nurses an
-1 H B neow . .
f (1) of ﬁv‘.c" (5 ““Saf.“P“?-‘d residents, Resident "€ " administraflve nurses monitor during rauting rour .
- had a urinal with urine in it storad on hls/er {o detemming complianca. ! ;
overbed table on three (3) separate occasions.  Critrl #4: The QA indicator to fo the morioring :
During the tour of the facilty three (3) of sight ®) I'of infection control shall be utifzad monihly X 2 X
resident rooms, Rooms 306-2, 308-1 and 314-1, | months and then quartsdy as per established |QA .
had oxygen equipment improperly stored. One . calendar under the supervision of the Dirsctor o :
(1) of eight (8) resident moms, Room 306-2, on  Nursing, : '
tour had beiongings and food stored on the floor " Criterda # 5: Target Date TNz :
of their room with numerous flies present. The : :
{ Ice machine In the kitchen, one (1) of ane {1} ; i
which services the entire facility was noted to '
have a black substance on the Inside. ’
» Additionally, a staff member was noted to sit
, directly on the linen of an unmade resident's hed
while assisting the resident,
P
| The findings include: i
|
Raview of the Cleaning and Disinfgcting Resident !
f Care Equipment, undated, revealed a urinal shall ;
i !

b /6E Favd
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F 441/ Continued From page 31 F 441 : ]
| be cleaned andlor disinfected to pravent and ! |
} control infection. Also stated was after sanitizing, ! '

i
i

; Urinals were to be refurned to the bedside tabje in ) : ji
! the resident’s room. |

Qbservation, or: 06/1912 at 8:45 AM, revealed in | !
f the room of unsampled Resident "E", a urinal on

| the overbed table with urine ingids,

f Observation, on 06/20/12 at 11:25 AM, revealed a
; urinal with urine in it on the overbed table inthe

| room of unsampled Resident "E¥. Lunch was

| being served at the time. The sarver removed |
 the urinal, smptied it and wiped the overbed table | i
f with & wet washcloth dampened with water. The, |
; urinal was not observed to be cleaned or

f disinfecied,

:J Observation, on D6/21/12 at 8:45 AM, revealed a |
. urinal on the overbed fxble in front of unsampled ;
| Resident "E". The call light was within resch, j
!
| | }
z (nterview, on 06/21/12 at 8:48 AM, with Licensed I !
Practical Nurss {(LPN) #1 revealed unsampled | !
| Resident "E" was reminded frequently to have the | g !*
|

|

{

|

j wrinal emptied ang to use his/er call light. She

 Stated the staff was to empiy the urinal hourly, t

J Review of the facifity Oxygen Therapy
! Concentrator Set-Up, Clinical Practice

| Guidelines, 01/01/2007, revesled nasal cannula, ,
| masks or other delivery devices not in yse should | f
' be stored in & plastic bag or ¢contaimer to !
: !

4
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i
i
1
1

T
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i

i

1

F 441 ' Continued From page 32 F 441 ;
f decrease risk of contamination, A {

|

i

|

| !
.f Obsefvation, on 06/19/12 during the tour of the ‘
}' facility which began at 8:45 AM, revealed in ]
! Room 306-2 oxygen tubing and a nasal cannula :
- on the bed, uncovered and undated. Room

| 308-1 had a C-Pap facemask sitting out ‘
} uncovered, Additionally, oxygen tubing was on

| the floor in Room 308-1. Room 314-1 revealed a

| nebulizer mask with whing out and uncovered.

{

H

| Observation, on 08/20/12 at 8:50 AM, revealed
| oxygen tubing with areas of brown semi soldi

. substances around it and an uncovered nasal
| cannula on the floor in Room 308-2, that of

' Residsnt #8,

I‘ ' i

| Interview, on 06/21/12 at 2:40 PM, with Certifiad

' Nursing Assistant (CNA) #6 revealed oxygen
equipment was to be stored in a plastic hag when
notin use. She stated this was for the pravention

i of contamination, She revealed oxygen

" equipmeant not stored properly could cause cross

| containination. She had not been trained in the

f facility on the storage of oxygen equipment she
said.

i
i
i
i

{
| |
| Interview, on 06/21/12 at 2:40 PM, with Licensed | i =
J Practical Nurse (LPN) #1 ravealed nasal . i }
. cannuias, tubing and nebulizer masks were o be | i {
+ stored in a plastic bag with the nare of the ' ;
: resident on the bag. She stated the person |
| resporisible o ensure the storage was the nurse ,» !' f
| that administered the oxygen. She stated the } }
i

f
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Continued From page 33

reasan for appropriate storage was for infection
confrol issues, that there was a risk of bacterla
and infections. LPN #1 revealed she had béen
in-serviced on oxygen equipment storage and it
was the nurges who monitor the equipment when
they go in and out of the rasident's room. There
was ne documentation for the monitoring of the

| oxygen equipment.

| Interview, on 08/21/12 at 3110 PM, with the
. Director of Nurses (DON) revealed oxygen
l equipment was to be stored in bags when notin
| use. She offered no specific training the staff
| received, but revealed they (the staff) all know
I oxygen equipment was to be stored in bags. The
| equipment was monitored by the nurse caring for
E the resident, she revealed. In addition, she
. revealed the nurse daily checks the oxygen for
| the concentrator delivery and storage of
] equipment. nappropriate storage of oxygen
' equipment could be an infection control issue,
' she revealed, and could possibly make the
| resident I,

!
i
|
|

| Review of the Housekeeping Services Palicy,
« 02/2002, revealsd the facility was ta provide

‘ housekeepmg services to maintain a sanitary,
i orderly and comfortable environment for

! residents, staff and visifors.

i
I
i

1 Cbservation, on 06/19/12 at 845 AM, revaaled in
| Room 308-2 the storage of small boxes, food,
! drinks, and emply containers against the wall

| under the window. The area on the floor was

|

F 441

!
i
;
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!

. discolored and unclean. Flies wera noted abave
 the items and flying about the resident's bed.

|

| Interview, on 06/19/12 at 8:45 AM, with Licensed

 Practical Nurse (LPN) #3 revealed the resident

' did not allow the staff to fouch anything on the

! fioar when asked how does housekeeping clean

E’ the floor and the resident's room to maintain a

| sanitary environmant.

| Observatlon of the facility, on 06/19/12 at 8:15
AM, revealed oxygen tubing directly on the floor

1in Rooem 303,

I Observation of the facllity, on 06/20/12 at 11:00
i’ AM, reveated the C-PAP machine face mask was ;
| uncovered in Room 308. The oxygen tubing and
| hasal cannuls were on the floor In Rooms 314-1 |
. and 112, In addition, the mininebulizer face mask

! was uncovered in Room 112.

]

f Observation of the faclity, on 06/21/12 at 1:00

i PM, revealed the oxygen {ubing was directly on
i the floor in Rooms 112, 308-2, 102, and 303,

' The min-nebulizer face masks were uncovered in ‘
; Rooms 112 and 314 and the C-PAP machine

; face mask was uncovered in Roarn 308. in

| addition, the soiled linen cart was pushed up

_’ against the water fountsgin on the 300 Wing for
 fitsen (15} minutes bafore being moved down the
11 hallway.

!

| Interview with CNA #3, on 08/21/12 at 2:00 PM,
| revealed the solled linen cart should not have

F a1

i

P /PE
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F 441 | Continued From page 35 © F 441 i
been parked next to the water fountain as the ] !
| fountain was clean and the cart was not cigan. : . .
She stated thls C(?Uld contaminaie the fquntam F 465 SAFEIFUNCTIONALISANITARY!
Elﬂff' spread FﬁfECtﬂ?ﬂ, She stated the oxygen GOMFORTABLE ENVIRON
, Wwhing used by residents should not be stored on " The faciiity shall provide 2 safe, furictional, sanitary
i the floor as the fioor was soiled and the wbung and comfortable enviranment for residents, siaff and ‘
! goes amund the resident's face and Into their * the public,
| nose. She indicated this could cause an infaction Criterla # 1: Room 306 has been cleansd and 1
in the resident. facility has bean treated appropriately for fles. T
F 465 483.70(h) F 465 . dining room ceiling vant has baan claaned. Cellin .
58=E | SAFE/FUNCTIONAL/SANITARY/COMFORTABL , Ues In the 100 and 300 halls have besn cleaned '
E ENVIRON . ! . fepaired snd/or replaced as indicated. The brok :
window blinds in rooms 306 and 315 have bee ‘[
The facility must provide a safs, functional, replacegérfpglﬂr%d ;;smgé?t%%s %ﬁgﬁd; gur 'a;”i ! :
sanitary, and comfortable environment for rooms U1, U, G395, 906, 313, 318 and 404
residents, staff and the public. - gre poperdy hanging from hooks; missing hooks, :
¥ ) ¢ werd replaced. The closet doors in room 307 ha
been repaired, The builn cabinet in mom 402 hag i
. 4 L been repaired. The door frames and doors to roomg '
This REQUIREMENT s not met as evidenced 101,102, 103, 104, 108, 310 and the double dgora .
by: L . * the 100 Hall have been repaired. The floors i room ;
Based on observation, interview, and factlity ! 303, 308, 308, 309, 315 and 403 have been clean ‘
pelicy, it was determined that the facility failed to D andlor strippad and waxed a5 indicated fo ramoy ‘
provide a safe and comfortable environment for | " the dullness and dried substences. Room 301 ha
residents. Roems were noted to have dull, solled been reorganized to provide siorage for itams isheq
floors, cubicle curtains and window curtains were off of the floor, The waler fountksin on the 300 Hal’ :
missing hooks and dangling from rods, caifing _ has been cleangd, f
tiles were stained, a ventin the dining rborn was Criteria # 2: An audi of all resident rooms has bes
solled, rooms were cluttered that prevented campieled on 71 2/12 by the Administrator o identf
adequate cleaning, room doors and door frames repalr naads (L., window blinds, cubicle sudaing
, i were scuffed and chipped, baseboard was . doorsidoor frames, furniture) and cleaning/starage
missing and files wera present in a room. needs. A facility wide audlt was compleled to idezrxhﬁiv
? | dusly celling venis, soiledibroken ceiling tigs
, : doors/daor frames in nesd of repalr, floors needin
: . . : i cleaning andior stipped and waxed, and wate)
The findings include: : { fountaln cleaninass, Al fepuirsiecds identiio
| i tough these sudits have heen repaired. f
; Review of the policy for Reporting Maintenance l Continued on page 37 ‘ i
i Needs, undated, revealed staff were to enter ! {
i . |
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(h4) 10 SUMMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF CORRECTION T
PREFIX (EACH DEFICIENGY MUST B8 PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRUSE-REFERENCED TO THE APPROPRIATE | DATE
| ! . DEFICIENGY) :
F a8g I Continued From page 236 F465] Critaria # 3 The Care Tracker Kiosk has beary

enhanced fo provide alt staff with the abilty to natify

rapair needs into the compu . T
! ¢ tol puter program. The he Maitenance Director angd Heusekeeping

| Malntenance Director checked the computer dally Supsrviser of issuesiocncems.  The Maintanaron
Mg ' neerms,
for needs and documented in the computer when . and Housekeeping Care Tracker reports shall be

"epairs were completed, ; " printed out M-F and reviewed during the dally CQ)

i X meeting o determine issues sre addressed and
N e . . ' resolved, Nursing and housekeeping staff members,
Review of the facility's policies for Housekeeping j " the Housekeeplng Supervisor and the Maintenan

Services, dated 2/2002, revesled housekeepers | I Superiser reeeived in-senvics education on 7121
' will be avallable in adeqimte numbers to provide 17 = 7/2812 by the DON or designes on e fagiliy’
all aspects of housekeeping In the facility. No i protocol for identifying and reporfing envimnmartal
daily cleaning schedule was available. Extra : ropalr needs and housekespling needs. 'ﬂhe{
cleaning tasks were planned for each day. No Housekeeplng ~ Supervisor  and  Mainienanca
cleaning procedures o supervisol oversight were " Supervisor received in-sanice sducation on 7/20/12
¢ noted In the policy. as provided by the Administalor on propeg
i . monitoring of faclify for & safé, functional, sanilary
f . and comfortable snvirenment. i j
| Observation of the faciity on 06/18/12 at 8:15 Griteria # &: The QA indicator ool for thé monitorng

* of Environmental Senices shall ba utlized monthly %
2 months and then quarterly as per establishad :
calondar undar tha suparvision of the Administrator.

AM, revealed there weare flies in Room 208 where
candy wrappers, paper, opened crackers, cokes,

used tissues, fiy swatters and other papers were e S
covering the floor between the bed and the air - Criteria # 5: Target Date i e
: conditioning unlt. Flies were observed to be Also see exhibit A

present and fanding on the resident and the
reommate. The cailing vent in the dining room
was cuvered with a hrown fuzzy substance. The
ceiling tiles in the halls of the 100 and 300 halls

I were stained, broken, and had holes. The

| window blinds in Rooms 308 and 215 werg :
| broken. The cubicle curtains in Rooms 301, 302, P
[ 303, 305, 306, 313, 315, 318, and 402 were
missing hooks and dangling from the cublcle
tracks. :

| Observation of the facllity, on 06/21/12 at 1:25

1 PM, revealed the window curtains in Room 306,
| 308, 309 and 403 lacked hooks and were {
;‘ dangling from the curtaln rods. ‘The closet doors ; , ;

i ! i
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F 465 1 Continued From page 37

 in Room 307 were broken and off the track. The
built-in cabinet in Room 402 was scuffed, chipped :
~and the drawers were not able to open srmoothly, |
| The room doors and door frames to Rooms 101,
- 102, 103, 104, 105, 108, 310 and the double
 doors to the 100 Wing were scuffed, gouged and
| heavily chipped. The floors. in Rooms 303, 308,

: 308, 309, 315 and 403 were dulf and had dried
; substances on the flaors. Room 301 had wheel
I chair footrests, boxes, and a clothing hamper

| stored on the flocr under the sink,

! Observation of the facillty, on 06/21/12 at 1:25
PM, revealed the water fountain on the 300 Wing
was nted to have 3 white substance inside the

! bowl

interview with the Housekeeping Supervisor, on
08/21/12 at 2:00pm, revealed she functioned as
the supervisor, however, she also functioned as 2
| full timé housekeaper and was not able to

! supervisor the work until she finished cleaning

, her assigned areas. She stated there was no

- dally cleaning schedule and rooms were not
 stripped, waxed, or buffed untl terminally
cleaned. She stated she was also responsible for
the laundry department. She stated the fioors

| were mopped daily with 2 neutral germicide.

Interview with Licensed Practical Nurse (LPN) #1,
on 06/2112 at 1:20 PM, revealed staff used the
computer ta send work requests to maintenance. |
She stated she had not sent any work requests to
maintenance regarding curtains, celling tites, or
cubicte curtains.,

i
i
|
i
}
1

|

F 488

;
i

i

TAG CROSS-REFERENCED TO THE APPROPRIATE i DATE
i

i

|
4
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X4y 10 ) SUMMARY STATEMENT OF DEFICIENCIES w PROVIDER'S PLAN OF CORREGTION -~ | 1ugy
PREFIX [ (EACH DEFICIENGY MUST B8 PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULL BE: |+ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG : CROSS-REFERENGED TQ THE APPRORRIATE DATE
, i , DEFICIENCY)
i ] .5
F 465 Continued From page 38 ! F 4651
! i f
f _ _ : j |
| interview with the Maintenance Director, on l !
1 06/21/12 at 2:00 PM, revealed the facility was old ! !
- and required many repairs, however, he did not f |
' receive any assistance in kéeping up with ali the : Co
; facility needs, He indicated he dig make rounds | ! ; P
| of the tacility daity. Me stated none of the staff | : ;
! reported the need to repair the curtains, cubicle ;
. curtaing, doors or ceiling tiles. ;
F 497 483.75(e)(8) NURSE AIDE PERFORM F 437 e
§8=E | REVIEW-12 HR/YR INSERVICE  F 497 NURSE AIDE PERFORM REVIEW.12 HRIYR
I . [ INSERVICE ;
| The facility must complete a performance review | The facility shall complete a performance raview @
i of every nurse aide at least once every 12 avery nurse aide at least once avery 12 menths, and
Frnonths, and must provide regular in-service : must provids reqular In-service education based an the|
education based an the oUtcome of these outcome of these reviews. The in-service training
| reviews, The in-service training must be must be sufficient to ensura tha continuing ;
| sufficient to ensure the continuing competence of cgmpetence of nursz daides, but mufst be a&?o less t]han
i nudrse aides, but must be no less than 12 hours 12 hours per year; address areas of weakness as
| per year, adldress areas of weakness as datermined ln nur’se zides’ performance reviews and ;
| determined in nurse aides' performance reviews - may address the special needs of residents as |
' and may address the special nesds of residents determined by the facility staff; and for nurse zides |
. as determined by the facllity staff: and for nurse providing services to individuals with C?Qf'lili'fe o
| aides providing services to individuals with ; : ;rfggaf:g"t& als0 address the care of the cogritively |
SO itive mne y j gired. 4
;j tb,?g Qggr?;i{:eﬁ; 'fg;;i‘da S0 addrass the care of ; Criteria #1: CNA’s #5, § and 7 received additional in- |
| ‘ ' i sarvice education hours to accommadate for the hours:
f | missed last yaar prior 1o reporing back fo work after l
; - , ! this alleged daficiant practice was identified. ;
‘ g‘h‘ls REQUIREMENT s not met as evidenced f Criteria # 2: An audit of all CNA in-service racords |
; g \sed d revi d intervi ’ ! was complated on B/21/12 & 6/22/12 by Administraﬁve'
; ased on recor oy ang nerviews, it was Nursing Team to determing compliance with CNA |
i determtr)ed the faclity falzted to ensure Certified yearly In-servicing requirements. Any Identified tgbe |
| Nurse Aides (CNA) received twelve (12) hours of | out of compliancs were not alowed (¢ repart bagk to j
| regular in-service education per year for three (3) work until addiional required In-3ervice hours wete |
| of seven (7) sampled CNAs (CNA#5, 6 and 7). met. s
_{ Contlnued on next page § (pg. 40) |
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“F 497 Continued From page 38
: The findings include:

{

| The facility did not provide a policy for providing
; CNAg with twelve (12) in-service hours per year.

Review of the in-gervice education records
revealed Employee #5, hired by the facility on

, 05/28/08, attended 8.5 hours of in-service training
Lin the last year.

Review of the in-service education records

_revealed Employee #6, hired by the facility on

| 03/29/98, attended 8.5 hours of in-service training
‘ in the last year.

" Review of the in-service education records |
i revealed Employee #7, hired by the faciiity on !
; 02/09/10, attendsd 8.0 hours of in-service fraining
g in the iast year,
! interview with the Director of Nursing, on
06/21112 at 3:30 PM, revesled she did not have
time 1o revisw the GNA fraining records o ensure
staff received 12 hours per year. She stated all
. the CNAs worked the day shift and had worked
con &l units in the facility. She stated CNAs not
oblaining the required hours would not be able 1o
waork, however, they had been working in the :
facility. :
F 820 483.75(0X1) QAA !
5= COMMITTEE-MEMBERS/MEET ]
| QUARTERLY/PLANS i
! J

F4y7| Criteda # 3 The in-senvicing calendar has been
reviewed {and revised if indicated) to determine that
the required in-servicing hours for CNA's is being
provided.  The Staffing Courdinator and' CNA'g
received in-service education pn 7112 - T/2612

© by the DON or designee on the requiraments fof
annual in-servicing hours for CNA's and that failurg
fo meet annuz in-semnvicing requirement may result i
an inability to work. The Staffing Coordinator {o

. designea) shall be respansible for fracking CNA in

: sarvicing Hours and ideniifying needs prior“o thei
anniversary dafs.

Criteria # 4: Each month, the Staffing Coqrdlnato
{or designee) shall review CNA in-servicing fours fo
CNA's that are within 1-2 months of their anqwersar)

. date to determing that in-service requirements ward
met and report findings to the QA team. |

" Criteria # 8: Target Date .

F 520

I
i
i

2Th2
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A facllity must maintain a quality assessment and
assurance committee consisting of the director of
| nursing services; a physician designated by the
| facility, and at least 3 other members of the
| facility's staff,

| The quality assessment and assurarice

| committee meets at least quarterly to identify

| issues with respect to which quality assessment
!, and assurance activities are necegsary; and

| develops and implements appropriate plans of

| action to correct identified quality deficiencies.

f A State or the Secretary may not require
 disclosire of the records of such commities

| except ingofar as such disclosure is related o the
{ compliance of such committee with the

i requirements of thig section.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by

f Based on observation, interview, record review

" and review of facility policy, it was determined the
: facllity failed to identify pharmacy issues and ;
! infection control isses and develop and

| implement plans of action to correct quality

f deficiencles. The facility failed to identify and
; develop a plan of action to address the

| pharmiacy's failure to moniter the medication
; rooms and medication storage. The facility falled
i to identify and devejop plans of action to address

|
i
|
I

. Oof Nursing Sesvices [DON); a physician designated

. HR, BOM, CDM, MRC, SSD, Maintenance (Director
* Medical Director and Pharmacist Consultant), aion

+ deficiency (including, but rot fimited io: p,harma%
" dates.
"implementsd and the QA team in-serviged
, Criteria # 3},

Cand #10 ars raceiving their levothyroxing as pej

. elfectiveness of the medication ‘

" ringl was replaced with a new one an 7111412 and s
" being cleaned and proparly stoced after esch use i

QUARTERLY/PLANS
The facility shall maintain a quality assessment and
&ssurance (QA) cormmittee consisting of the Oiractoy

by the facility; and af least 3 othar members of ihe
facility's staff.

Criteria # 1: The QA committce (consisting of the
DON, ADON's, Administrator, SDC, Hek Supervisor,

wilh the nurse consultant, has devaloped an
implemented plans of action to comsct all allege
deficient practicss idenffied in this statament

and infection confrol issues) by the designated targ

A policy for the QA program has baen
(setﬁ

Regarding Pharmacy lssues: Residents # 3, #5, #

on oAl
t

and
maximize

manufaciurer's
adminigtration

spacifications
scheduls  to

Regarding Infection Confrol Issues; Resiq;!ent E‘sj

individusilzed plan of care. Oxygen equipment (..,
nasal cannulz, C-pap face mask, tubing, stc) i
reams 303, 306-2, 308-1, 314-1, 102 and 1‘12 have;
been dleaned and/or reptaced as indicated, iand arel
propedy stored when nolin use. The flaor in Roam;
308-2 has heen cleaned and resident flems have
been organized In a way 10 encourage the resident m’
store persanal iteins off of the ficor. The safled lingn)
cart an the 300 Hall
fountain,

accordence with faclity policy and the r@sidentj

fs nat parked next ta the wate1
o

Continued on next page

i

e
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i
!
PROVIDER'S PLAN OF CORRECTION |
{

the facility's infection controf concams with
axygen tubing and nasal cannulas heing In
contact with the floor, storage and protection from
hacteris of mini-nebullzer machinas and C-PAP
machines. The facility failed to ensure resident
rooins were clear of clutier causing the presence
of pests. The facllify failed to ensure urinals were
emptied and disinfectad betwsen uses. The
facility failed to ensure the ice machine (used for
all residents) was clean.

The findings include:

. The facility did not pravide & policy for Quality
Agsurance.

Review of the Cleaning and Disinfecting Resident
Care Equipment, undated, revealed a urinai shatl
be cleaned andfor disinfected to prevent and

i control infection. After sanitizing, urinals were o
be retumed io the bedside table In the resident's !
roQiT.

Qbsetvation, an 06/19/12 at 5:45 AM, revgaEed in
the room of unsampled Resident "EY, 8 urinal on
the overbed table with wrine inside.

Observation, on 06/20/12 at 11:25 AM, revealed a
urinal with urine In it on the overbed teble in fhe
room of unsampled Resident "E". Lunch was i
being served at the time. The server removed |
thes urinal, emptied i and wiped the overbed tabls
with & wet washcloth dampened with water. The

i o
. - 5 L
packsd S PAEGEOED BT T : B ! BACH CORRECTIVE ACTION SHOULD BE | | COMPLEYON
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | ( ‘ | | coMELED
. F ) 1 CROSS-REFERENGCED TO THE AFPROPRIATE

TRG REGULATORY OR LEC DENTIFYING INFORMATION) N L aAPPS N
7 ) T ’ T
i ) Regarding Environmental fssues: Room 308 m;
F‘SEO Continued From page 41 F 5203 Peen clgancd and treated appropriataly for flies, The

files in the 100 and 300 hal's have besn cleane
repaired andfor replaced as indicated. The broken
: window Dlings in rooms 308 and 315 have heg
eplaced/repaired as Indlicated. Cubicle curdaing ir
rgoms 301, 302, 303, 305, 306, 313, 318 and 40
" are properly hanging from hooks; missing hook
were replaced. The closet doors in room 307 havé
been repaired. The bulfth cabirel In room 402 hag

dining room ceiling vent has been cleanad. Ceilisg

* been repaired. The doar frames and doors to room:
101, 102, 103, 104, 108, 310 and the double doors
the 100 Hall have been repaired. The floors in roome
303, 306, 308, 308, 315 and 403 have been cleaned

“and/or stripped and waxed as indicatsd to remov
the dullness and dried substances. Room 301 h
been reorganized 1o provide storage for ilems listed

o off of the floor. The waler fountain on the 300 Hatl

hay been cleanad.

Criteria # 2 Al residents have the pofential to be
affected by this alleged deficient prasiice.

Criterla # 3: The QA commitfee received insenvice
education on Q7/11/12 by the faclity's nurse
congulitant on the QA process; this included, but was

, not imited to: identifying potential deficient practices;

developing and implementing plans of action for

identified concerns; and evaluating effectiveness of

+ plang of action.

Critaria # 4; The QA indicator toot for tha monitaring
of, and the effeclivenass of, the QA process shall be
utilized monthly urtll compllance is ashieved, and

4 then every B months thereafter under the supervision |
of the Administrator. The Administrator shall oversen !
scheduling the frequency of QA monloring teols,
deferming i thresholds are met, assist in
development of action plans (a5 needed), and
deferming iHurlher cotractive action is neaded.

I Critaria # 5: Target Date

{ TN2

.
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i i
F §20 | Continued From page 42 F 520
wrinal was notl observed to be cleaned or ;
disinfected. !

: Observation, on 06/21/12 at 8.45 AM, revealed &
urinal on the overbed table in front of unsampled
Resident "E". i

Interview, on 06/21/12 at 8:48 AM, with Licensed |
Practical Nurse (LPN} #1 revealed unsampled
Resident "E" was reminded frequently to have the
| urinal emptied and to use hig/her call light, She

" stated the staff was to empty the urinal hourly.

!
| Review of the facility Oxygen Therapy
' Concentrator Set-Up, Clinical Practice
i Guidelines, 01/01/2007, reveaied nasal cannula,
" masks or other delivery devices not in use shouid
| be stored in 2 plastic bag or container 10
| decrease the risk of contamination.

v
{

| Observation, on 08/19/12 during the tour of the
! facil ity which began at 8:45 AM, revealed in J
| Room 306-2 oxygen tubing and a nasal cannuia
| on the bed, uncovered and undated. Room !
308-1 had a C-Pap facemask sifting out !
uncovered. Additionally, oxygen tubing was on

the floor in Rooms 308-1. Room 314-1 revealed
| @ nebulizer mask with tubing out and uncavered, |

| Observation, on 06/20/12 at £:50 AM, revealad g‘ | !
| oxygen tubing with nasal cannula on the floor in | ;
Roorn 306-2, the room of Resident #8, with :
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Sp/2b do%d J5IMAT PRPEPLERLE 18121 ZTBZ/02/.0



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

PRINTED: 07/08/2012
FORM APPROVED
OMEB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUSPLERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185334

{X2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
(I-OMPLETED
A BUILDING [
8. WING ! .
| pgr21/2012

MAME OF PROVIDER OR SUPPLIER

BEAVER DAM NURSING & REHAB CENTER, INC

STREET ADDRESSE, CITY, STATE, ZIP CODE

1538 US HWY 231 &,
BEAVER DAM, KY 42320

' several areas of a brown semi solid substance
| around it.
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F 5205 Continued From page 43 F

Interview, on 06/21/12 at 2:40 PM, with Certified
Medlcaﬂon Technician{CMT) #8 revealed oxygen
| equ&pment was to be stored in a plastic bag when
| I notin uge. She stated this was for the prevention
of contamination. She revealed oxygen
f equipment not stored properly could cause cross
I containination. She had not been tralned in the
facilify on the storage of oxygen equipment she
saud.

{
|
3

! Interview, on 08/21712 at 2:40 PM, with Licensed |

[ Practical Nurse (ILPN) #1 revealed nasal
cannulas, twbing and nebulizer masks were 1o be

| stored in a plastic bag with the name of the

i resident on the bag. She stated the person

% responsible fo ensure the storage was the nurse

| that administered the oxygen or the respiratory

l company that came to the facility weekly, She
5tated the reason for appropriate storage was for |
{ infection control issues, that there was a risk of

§ bacteria and infections.

Interview, on 06/21/12 at 3:10 PM, with the
Diractor of Nurses (DON) revealed oxygen

| equipment was to be stored in bags when notin

{ use, She offered no specific training the staff
- received, but revealed they (the staff) all know
oxygen equipment was 10 be stored in bags. The
. quipment was monitored by the nurse caring for

i the resident, sha revealed. In addition, she

| revealed the nurse daily checks the oxygen for

|
|
i
|
|
3
|

|
|
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|

F 820 Continued From page 44

the concentrator delivery and storage of
equipment, Inappropriate storage of oxygen
squipment could be an infection control issue,
she revealed, and possibly make the resident ifl, |

Review of the Phammacy Services Agresment,
agreement from 06/01/10 to 05/31/13, revealed
as part of the Standard Services in the
Agraement, a Pharmacy Representative would
gerve on the Facility's Quality Assurance (QA)

- Committee and/or Pharmaceutical Services

; Committée. However, the Pharmmacist which
serviced the facility was not a member of either
committee. In addition, the Agreement stated the
¢ Pharmacist would perform random quarterly

| audits of medication carts or audit medication

| storage aress, The medication storage argas

; were not monitored by pharmacy. Medication |
: vials of Tuberculin Serum, Pneumonia Vatcine
and Influenza Vaccine were found apened and
undated In two {2) of two (2] medication roams,

Review of the medication regimen review (MRR)
revealed the administration for the medication

| Levothyroxine did not follow the manufacturer's |
" recommendations and was not noted as a
concern during the MRR. This medication was
ordered for Residents # 3, #6, #7 and #10. The
MRR was not brought up before the QA

[ Committee as an area of concern,

i
| interview, an 0B/21/12 at 3:30 PM, with the

i Director of Nursing (DON) revealed it had not
i been identified by the QA Committee that the
|

F 520 |

. -

, j i
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Pharmacist job was not conducted according to ;

‘ the Pharmacy Services Agresment.

{

i Continued interview with the DON revealed there
; were no audits of the medication storage areas

I by pharmacy or ainy other person. She revealed |
nothing was in place to manitor the medication

s rooms, She stated using expired Tuberculosis

| Serum could give false and inaccurate testing

| results. She stated the pharmacy had not been

' contacied regarding not following the contract far
- auditing medication storage and medication

| raoms. !

|
|
i
|
|
|
|

|
!
!
1
i
3
i
:
;

f | | ]

1
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K Q00 | INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1964, 1975, 1984
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNFINF

TYPE OF STRUCTURE: Type V (111) °

SMOKE COMPARTMENTS: Five (5) smoke
compartments

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system. -

GENERATOR: Type I! generator. Fuel source is
propane.

A standard Life Safety Code survey was
conducted on 06/20/12. Beaver Dam Nursing and
Rehab Center was found not to be in compliance
with the requirements for participation in
Medicare and Medicaid. The facility is licensed for
fifty eight (58) beds with a census of fifty eight
(58) on the day of the survey.

The findings that follow demonstrate
nancompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from
Fire)

K000

LABORA)T\%%D!R R'S %VGDERISUPPUER REPRESENTATIVE'S SIGNATURE

s Xl

other safegudrds provi

Any deﬁcie? stateme ing with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
ide/s

faliowing th

program participation,

cient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
date of sUivey whether or not a plan of cgrrec:tion is provided. For nursing homes, the above findings and plans. of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is-requisite-to continued
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Doors protecting corridor openings in other than

! required enclosures of vertical openings, exits, or

hazardous areas are substantial doors, such as
those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required fo resist the passage of smoke. There is
no impedimant to the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed. Duich doors meeting 12.3.6.3.6
are permitted.  19.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilities.

This STANDARD is not met as evidenced by:
Based on cbservation and interview, it was
determined the facility failed to ensure there were
no impediments to the closing of corridor doors fo
resist the passage of smoke, in accordance with
NFPA standards. The deficiency had the
potential to affect three (3} of five (5) smoke
compartments, residents, staff and visitors. The
facility is licensed for fifty eight (58) beds with a
census of fifty eight {58) on the day of the survey.

required by federal and state law.

: STANDARD

: Doors pratecting corridor openings in other than
© required enclosures of vertical openings, exits, on
. hazardous areas are substantial doors, such as
- wood, or capable of resisting fire for at least 20
- minufes. Doors in sprinklered buildings are only;

© are provided with a means suitable for keeping the

© when not in use fo prevent blockage of the resident

- 403 doors have been adjusted to resist passage of

_room doors close without blockage, and are
resistant to passage of smoke.

K 018 NFPA 101 LIFE SAFETY CODE

those constructed of 1% inch solid-bonded core

required to resist the passage of smoke. There is
no impediment to the closing of the doors. Doors

door closed. Dutch doors meetfing 18.3.6.3.6 are|
permitted. 19.3.6.3

Roller latches are prohibited by CMS regulations in|
all health care facilities.

Criteria #1: The privacy curtains In rooms 106,
301, 302 and 404 are secured by a le-back hook

room doors. Resident rooms 302, 306, 314 an(?i
i

smoke. The bedside floor mats in resident rooms
307, 311 and 313 have been size adjusted to allow
for door closure without blockage.

Criteria. #2: An audit of resident rooms was|
completed on 7/16/12 by the Administrator and)
Maintenance Director fo determine that all resideng!

Continued on page 2
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K 000 | Continued From page 1 K 000| Disclaimer: Preparation and execution of thislv
Deficiencies were cited with the highest Plan of correction dacs not constiute admission
deficiency identified at "F* level. RD K 018 fact'a? alleged o}:’ conpclusions set forth in th

K 018 NFPA 101 LIFE SAFETY CODE STANDA "\, statement of deficiency. This plan of correction

SS8=E | . is prepared and executed solely because it is
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. Criteria #3: The Care Tracker Kiosk has been
K 018 Continued From page 2 K018} enhanced to provide all staff with the ability to notify
: . the Maintenance Director and Housekeeping
Supervisor of issues/concems. The Maintenance
The findings include: and Housekeeping Care Tracker reports shail bel
prinied out M-F and reviewed during the daily CQI
meeling fo determine issues are addressed and
Observations, on 06/20/12 between 11:30 AM resolved. The dMa";?enaﬂce D"gﬁgqgas received
and 3:00 PM, with the Director of Maintenance g’m’-ﬁfmf gca lfi? g;f CI g S?Y ’ t“:
revealed some of the corridor doors to resident el 5, but i ot i tod eg d&g pr:t’;c?i;é
rooms were b lc;ked from closing by the privacy . corridor openings: {1} are required to resident the
curtain hangiqg in the doorway. The doors passage of smoke, (2) there is to be no
affected by this were rooms #106, 301, 302, 404. * impediment to the closing of the doors. Nursing
- and housekeeping staff members received in-
Interviews, on 06/20/12 between 11:30 AM and " service education on 7/13/12-7/26/12 as provided
3:00 PM, with the Director of Maintenance - by the Administrator or designee on Life Safety
confirmed the observation of the doors not " Code Standard including, but not limited to: there is
closing due to the privacy curtains hanging into ‘ to be no impediment to the closing of doors
the doorway. prgtec_tmg corridor openings. )
‘ Criteria #4: The QA monitoring tool for the
Observations, on 06/20/12 between 11,30 AM momtgnr;g dOf Life tSegety C(_)ge Stan_dardshul}
and 3:00 PM, with the Director of Maintenance Legar, 10 doors protecting cormcor openings shalt|
; . . e utiized monthly X 2 months and then quartery
revealed corridor doors to resident rooms would as per established QA calendar under the
not resist the passage of smoke. The rooms supenvision of the Administrator.
affected are rooms # 302, 306, 314, and 403, Criteria #5: Target Date 8/2112
Interviews, on 06/20/12 between 11:30 AM and
3:00 PM, with the Director of Maintenance
revealed he was not aware the doors would not
resist the passage of smoke.
Observations, on 08/20/12 between 11:30 AM |
and 3:00 PM, with the Director of Maintenance
revealed corridor doors {o resident rooms would
not close due to a padded mat on the floor
blocking the door from closing. The rooms
affected are rooms # 307, 311, and 313.
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{nterviews, on 06/20/12 between 11:30 AM and
3:00 PM, with the Director of Maintenance
revealed he was not aware the doors were hiting
the padded mats and unable to close properly.

Reference; NFPA 101 (2000 edition)

19.3.6.3.1* Doors protecting corridor openings in
other than required enclosures of vertical
openings, exits, or hazardous areas shall be
substantial doors, such as those constructed of
13/4-in. (4.4-cm) thick, solid-bonded core wood
or of construction that resists fire for not less than
20 minutes and shall be constructed to resist the
passage of smoke. Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shall
not be required. Clearance between the bottom
of the door and the floor covering not exceeding
1in. (2.5 cm) shall be permitted for corridor
doors.

Exception No. 1: Doors to toilet rooms,
bathrooms, shower rooms, sink closets, and
similar

auxiliary spaces that do not contain flammable or
combustible materials.

Exception No. 2: In smoke compartments
protected throughout by an approved, supervised
automatic sprinkler system in accordance with
19.3.5.2, the door construction requirements of
19.3.6.3.1 shalt not be mandatory, but the doors
shall be consiructed to resist the passage of
srmoke.

18.3.6.3.2* Doors shall be provided with a means
suitabte for keeping the door closed thatis
acceptable to the authority having jurisdiction.
The device used shall be capable of keeping

the door fully closed if a force of 5 Ibf (22 N} is
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S8=F .
Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3,19.3.7.5,18.16.3,19.16 4

This STANDARD is not met as evidenced by:
Based on observations and interview, it was
determined the facility failed to maintain smoke

" penetrations identified were filled (as described
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K 018 Continued From page 4 K 018
applied at the latch edge of the door. Roller K 025 NFPA 101 LIFE SAFETY CODE
latches shall be prohibited on corridor doors in STANDARD
buildings not fully protected by an approved Smoke barriers are constructed to provide at least
automatic sprinkler system in accordance with a one half hour fire resistance rating in accordance
_with 83. Smoke barriers may terminate at an
. ~ atriym wall. Windows are protected by fire-rated
19.3.6.3.3* ) glazing or by wired glass panels and steel frames.
Hold-open devices that release when the door is A minimum of two separate compartments are
pushed or pulled shall be permitted. pmv;ded on each floor. Dampers are not required
in duct penetrations of smoke barmiers in fully
A1036.33 ] ducted heating, ventilafing, and air conditioning
Doors should not be blocked open by furniture, ' ?rﬁe::’ 1;‘2%??'7.3?’;35;65' 19'1‘%3’ $'1‘6'4 K
door stops, chocks, tie-backs, drop-down or ¢ : ons g e Soe
lunger. devi ther devices that compariments have been filled with a material
piung '—type evICes, or other devices 1) , rafed egual to the partition and can resist the
necessitate manual unlatching or refeasing action passage of smoke.
to close. Examples of hoid-open devices that Criteria #2: The Maintenance Director performed
release when the door is pushed or pulled are an inspection 6/21/12 —~ 7/26/12 of all smoke
| friction catches or magnetic catches. - compartments to determine that all penetrations
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K025  are filled with a material rated equal to the partition

and resists the passage of smoke.  Any

above) by 7/26/12.

Criteria #3: The Maintenance Director ha
received in-service education on 7/16/12 by the
Administrator on Life Safely Code Standard,
including, but not limited to: penetrations in smoke
compartments must be filled with a material rated
equal to the partition and resists the passage o
smoke. The Maintenance will inspect smoke
compartments -after any oulside vendors have!
performed any work that might hinder the smokel
compartment and make the necessary repairs in 4
fimely manner.

Criteria #4: The QA indicator for the monitoring of
physical plant specific fo penetrations in smoke
barriers/partitions will be utilized monthly x 2 and
then every 6 months per the QA schedule under the
supervision of the Administrator

Criteria #5: Target Date 82112
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K 025 | Continued From page 5

barriers that would resist the passage of smoke
between smoke compartments in accordance
with NFPA standards. The deficiency had the
potential to affect five (5} of five (5) smoke

| compartments, residents, staff and visitors. The
facility is licensed for fifty eight (68) beds with a
census of fifty eight (58) on the day of the survey.

The findings include:

Observations, on 06/20/12 between 10:00 AM
and 11:00 AM, with the Director of Maintenance
revealed the smoke partitions, extending above
the ceiling had multiple penetrations due io the
original drywall ceiling having holes from former
fixtures being removed when the suspended
ceiling was instalied for an updated look. All five
(8) smoke compariments were penetrated in
sporadic locations above the suspended ceiling.
The penetrations were not filled with a material
rated equal to the partition and could not resist
the passage of smoke.

Interview, an 06/20/12 between 10:00 AM and
11:00 AM, with the Director of Maintenance
revealed he was not aware of the penetrations.

Reference: NFPA 101 (2000 Edition).

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

{a) The space between the penetrating item and

K025
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This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure access
doors in smoke barriers were installed in

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION s
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TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFIGIENCY)
K025/ Continued From page 6 KO25) ' 027 NFPA 101 LIFE SAFETY CODE
the smoke barrier shall STANDARD
1. Be filled with a material Capab'e of maintaimng Door openings in smoke barriers have at least a
the smoke resistance of the smoke barrier, or 20-minute fire protection rating or are at least
| 2. Be protected by an approved device designed 1%-inch thick solid bonded wood core. Non-rated
for the specific purpose. protective plates that do not exceed 48 inches from
(b) Where the penetrating item uses a sleeve to the botiom of the door are permitied. Horizontal
penetrate the smoke barrier, the sleeve shall be sliding doors comply with 7.2.1.14. Doors are self-
solidly set in the smoke barrier, and the space closing or automalic closing in accordance with
between the item and the sleeve shall 19.2226. Swinging doors are not required to
1. Be filled with a material capable of maintaining swing with egress and positive laiching is not
the smoke resistance of the smoke barrier, or » ?2:;:?:;?3%2 [Jg&%7§éd1%ig m7 door and frame
?c;rBtiep;g[ee;?: pbuigg‘sz?pm%d device designed were replaced 7/18/12 with fire rated materials, The
(c) Where designs take transmission of vibration , I@St;ajf’ r?;'stﬁ:;o fzpﬁégﬂorwﬁﬁma fr?‘ufi?: ggrg:i
o v b, o
2. Be made by an approved device designed for ~ re:;mengnc: :ungggf ey on y e
the specific purpose. Criteria #2: An audit of all comridor doors was done
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K027 to ensure that (1) all doors and frames are fire rated
88=D . - as indicated; and {2) any doors with a tastragal
Door openings in smoke barriers have at least a - would close first after the initial close and c!osed,;
20-minute fire protection rating or are at least properly on 7/13/12 by the Maintenance Supervisor,
1%-inch thick solid bonded wood core. Non-rated No other residents were found to be affected by this
protective plates that do not exceed 48 inches alleged deficient practice.
from the botiomn of the door are permitted. Criteria #3: Maintenance Director was in-serviced o
Horizontal sliding doors comply with 7.2.1.14. the necessity of corridor doors closing properly in th
Doors are self-closing or automatic closing in event of an emergency and that doors with the t-
accordance with 19.2.2.2.6. Swinging doors are astragal requiring a door coordinator to ensure thel
not required to swing with egress and positive go‘z;:ﬁﬁ%‘t’ggf after the initial close on 7/ 10“2
S : . ¥
lqagc; '.?%IS not required.  19.3.7.5, 18.3.7.6, Criteria #4: The QA indicator for the monitoring 0
I corridor doors will be utilized monthly x 2 months an
then quarterly as per the QA schedule under th
supervision of the Administrator
Criteria #5: Target Date 812112

FORM CMS-2567(02-89) Previous Versions Obsolate

Event I1D: 810021

Facility ID; 100353

if continuation sheet Page 7 of 28




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

PRINTED: 07/05/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185334

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A. BUILDING 01 - MAIN BUILDING 01

B WING 06/20/2012

NAME OF PROVIDER OR SUPPLIER

BEAVER DAM NURSING & REHAB CENTER, INC

STREET ADDRESS, CITY, STATE, ZIP CODE
. 1585 US HWY 231 5.
BEAVER DAM, KY 42320

X4y 1> SUMMARY STATEMENT CF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5}

PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

K 027 | Continued From page 7

accordance with NFPA Standards. The deficiency
had the potential to affect two (2) of five (5)
smoke compartments, residents, staff, and
visitors. The facility is licensed for fifty eight (58)
beds with a census of fifty eight (58) on the day of
the survey.

The findings include:

Observation, on 06/20/12 at 10:50 AM, with the
Director of Maintenance revealed one {1) unrated
door and frame in the smoke barrier. The dooris
to the North Med Room and is part of the smoke
barrier.

Interview, on 06/20/12 at 10:50 AM, with the
Director of Maintenance revealed he was not
aware the door was part of the smoke barrier,
and must be rated for use.

Observation, on 06/20/12 at 2:35 PM, with the
Director of Maintenance revealed the
cross-corridor doors, located in the 100 Hall by
the North Lobby, would not close completely
when tested. This was due to the doors not
having a coordinator to ensure the door without
the t-astragal would close first.

interview, on 06/20/12 2:35 PM, with the Director
of Maintenance revealed they were unaware the
doors needed a coordinator to ensure the doors
would close properly in the event of an
emergency.

K027
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NFPA Standard: NFPA 101, 19.3.7.6*. Requires
doors in smoke barriers to be self-closing and

; resist the passage of smoke.

Reference: NFPA 101 (2000 Edition)

19.3.7.3 ]

Any required smoke barrier shall be constructed
in accordance with Section 8.3 and shall have a
fire resistance rating of not less than 1/2 hour.

Reference: NFPA 101 (2000 Edition)
Continuity 8.3.2

Smoke barriers required by this Code shali be
continuous from an outside wall to an outside
wall, from a floor to a floor, or from a smoke
barrier to a smoke barrier or a combination
thereof. Such barriers shall be continuous
through all concealed spaces, such as those
found above a ceiling, including interstitial
spaces.

Reference: NFPA 101 (2000 edition)

8.3.4.1* Dooers in smoke barriers shall close the
opening leaving

only the minimum clearance necessary for proper
operation

and shall be without undercuts, louvers, or grilles.
NFPA 101 LIFE SAFETY CODE STANDARD

One hour fire rated construction (with 34 hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
andfor 19.3.5.4 protects hazardous areas. When

- the approved automatic fire extinguishing system

K027

K 029
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option 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 bottorn of the door are
permitted. 19.3.2.1

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to meet the
requirements of Protection of Hazards in
accordance with NFPA Standards. The
deficiency had the potential to affect three (3) of
five (5) smoke compartments, residents, staff and
visitors. The facility is licensed for fifty eight (58)
beds and the census was fifty eight (58) on the
day of the survey.

The findings include:

Observation, on 06/20/12 between 2:00 PM and
2.55 PM, with the Director of Maintenance
revealed doors {0 hazardous area did not have a
| self-closing device. The doors are located in the
following;

1) Biohazard Room located in the 400 Hall.

2} Central Supply Room located in the 400 Hall.
3) Medical Records Office located in the Front
Hall.

4) Dry Storage Room located in the Kitchen.
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. K 029 NFPA 101 LIFE SAFETY CODE
K 028 | Continued From page 9 K 029

STANDARD
One hour fire rated construction (with % hour fire-
rated doorsj or an approved automatic fire
extinguishing system in accordance with 8.4.1
andfor 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
opfion is used, the areas are separated from other
spaces by smoke resisting pariiions and doors.
Doors are self-closing and non-rated or field-applied
protective plates that do not exceed 48 inches from
_ the bottor of the door permitted. 19.3.2.1
Criteria #1: A door closer has been installed on the
- following doors: (1) Bishazard Room located in the
400 Hall; (2) Central Supply Room locafed in the
400 Hall; (3) Medical Records Cffice located in the
Front Hall; and (4) Dry Storage Room located in the
Kitchen by the Maintenance Supervisor on 7/8/12.
Criteria #2: An audit was completed of hazardous
areas to ensure door closures were in place and
ceilings were sealed by the Maintenance Supervisor
on 6/28/12.
Criteria #3: The Mainkenance Director was in-
serviced on what hazardous areas are and the
importance of having a2 door, a self<loser, and
_ separation, by the Administrator on 7/16/12,
Criteria #4: The QA indicator for the menitoring of
hazardous areas will be utilized monthly X 2 months
then every 6 months as per QA schedule under the
supervision of the Administrator
Criteria #5: Target Date 81212

|
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interview, on 06/20/12 at 2:00 PM and 2:55 PM,
with the Director of Maintenance revealed he was
not aware the doors were required to be
self-closing.

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 sprinkier
option is used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shall be self-closing or
automatic-closing. Hazardous areas shal
inctude, but shall not be restricted to, the
following:

{1) Boiler and fuel-fired heater rooms

(2) Centralibulk laundries larger than 100 fi2
(9.3 m2)

(3) Paint shops

(4} Repair shops

1 (5) Soiled linen rooms

(6) Trash collection rooms

{7y Rooms or spaces larger than 50 fi2 (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 gquantities less than

those that would be considered a severe hazard.

K029
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Emergency lighting of at least 1% hour duration is
provided in accordance with 7.9.  19.2.9.1.

This STANDARD is not met as evidenced by:

Based on staff interview and observation, it was
determined the facility failed to provide
emergency lighting in accordance with NFPA
standards. The deficiency had the potential to
affect one (1) of five (5) smoke compartments,
residents, staff and visitors., The facility is
licensed for fifty eight (58) beds with a census of
fifty eight (58) on the day of the survey.

The findings inciude:

Observation, on 06/20/12 at 10:53 AM, with the
Director of Maintenance revealed an emergency
exit sign fight with battery backup located in the
North Lobby, did not function when tested.

Interview, on 06/20/12 at 10:53 AM, with the
Director of Maintenance revealed he was
unaware the light was not functioning properly.

Reference: NFPA 101 (2000 edition)
7.9.2.1* Emergency illumination shall be provided
for not less than 11/2 hours in the event of fajlure

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION ) gg&i LSEU 1f(EvEY
LAN OF CORRECTION IDENTIFICATION NUMBER: , » =TED
AND PLAN OF Femio A BUILDING 01 - MAIN BUILDING 0t
B. WING '
185334 06/20/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE E
EAVER DAM NURSING & éEHAB CENTER, INC 1595 US HWY 231 S.
B ’ BEAVER DAM, KY 42320 )
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K 029 Continued From page 11 K 029
| Exception: Doors in rated enclosures shall be
permitted to have nonrated, factory or
field-applied ,
protective plates extending not more than
48 in. (122 cm) above the bottom of the door.
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 046

* STANDARD :
. Emergency lighting of at least 1 % hour duration is|

+ Criteria #1: The emergency exit sign light with

" Criteria #3: The Maintenance Director was i

K 046 NFPA 101 LIFE SAFETY CODE

provided in accordance with 7.9. 19.2.9.1.

battery backup localed in the North Lobby was
replaced by the Maintenance Supervisor on 7/3/12,
Criteria #2: An audit was done to ensure all other
emergency lights with battery backup were
functioning, by the Maintenance Supervisor on
7/18/12. ) '

serviced on the importance of ensuring emergency
lights with battery backup are functioning properly, byl
the Administrator on 7116/12. .
Criteria  #4: The QA tool for the monitoring of
emergency lighting will be utilized monthly x 2
months and then quarterly as per the QA schedule
under the supervision of the Administrator
Criteria #5: Target Date 81212
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of normal lighting. Emergency lighting facilities
shall be arranged to provide initial illumination
that is not less than an average of 1 ftcandle (10
lux) and, at any point, not less than 0.1 fi-candle
(1 lux), measured along the path of egress at
fioor level. lHlumination levels shall be permitted to
decling to not less than an average of 0.6
ft-candle (6 lux) and, at any point, not less than
0.08 ft-candle (0.8
lux) at the end of the 11/2 hours. A
maximum-to-minimum illumination uniformity
: ratio of 40 to 1 shall not be exceeded.
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD KO50! Kk 050 NFPA 101 LIFE SAFETY CODE
8§8=F STANDARD

Fire drilis 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. 18.7.1.2

This STANDARD is not met as evidenced by:
Based on interview and record review, it was
determined the facility failed to ensure fire drilis
were conducted quarterly on each shift at random
times, in accordance with NFPA standards. The
deficiency had the potential to affect five (5) of
five (5) smoke compartments, residents, staff and
visitors. The facility is licensed for fifty eight (58)
beds and the census was fifty eight (58) on the
day of the survey.

L TN8N2.

Fire drills are held at unexpected times under
varying conditions, at least quarterlly on each|
shift. The staff is familiar with procedures and ig
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 ar
conducted between 9 PM and 6 AM a code
announcement may be used instead of audibl

alamms, 19.71.2

Criteria #1 and #2: Fire drills are conducted
quarterly at unexpected times under varied
conditions.

Criteria #3: The Maintenance Director has received
in-service education on the need fo conduct fire drills
quarterly at unexpected times under vared
conditions, as provided by the Administrator on

Criteria #4: The QA indicator for the monitoring of
fire drills will be utilized monthly X 2 months and then|
quarterly thereafter under the supervision of the
Administrator..

Criteria #5: Target Date 81212 '
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