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F 000 INITIAL COMMENTS F 000
1

| Astandard health survey was Initiated on
' 08/07/11. Immediate Jeopardy was determined to
' exist on 06/07/11 and Identified on 08/08/11. A
| partial extended survey was initiated on 06/09/11
and concluded on 06/10/11, Anurse was
| observed not cleaning the glucometer after
1 obtalning bload glucose levels on two (2)
: (Residents #1 and #11) of the eleven (11)
; sampled residents. Deficlencles wete clted at
! 483.85, F441, Infection Control, at a scope and
| severity of an "J", 483,26, F309, Care and.
Services, at a scope and severity of 8 "D", and
483.35, F371, Dietary Sanitation, at a scope and
I severlty of an "E".
' "The facility provided an acceptable Allegation of
| Compliance on 06/09/11. The state agency
i verifled Immediate Jeopardy was removed on
1 06/10/11 as alleged. The deficlency 483,85, F441,
i Infection Control was lowered to a scope and
| severity of an "D, while the facility's Quality
i Assurance monitors glucometer testing and
_ disinfecting. :
F 308 | 483.26 PROVIDE CARE/SERVICES FOR F 309, F309 ' 74
§s=p | HIGHEST WELL BEING Resident #5 was potentially affected due to '~ al
! . . N .
' Each resident must receive and the facility must mconsnste;}r.\thd‘ocumen;alt;‘%n, of;:l‘s.iut? ‘
provide the necessary care and services to attain output which impacte MD’s ability to
i or maintain the highest practicable physical, accurately calculate residents NPQ status.
| mental, and psychosocial well-being, in Physician was notified at the time issue of
accordance with the comprehensive assessment | incorrect documentation of drain output

and plan of care. was identified. Physician was given |

i opportunity to make any needed changes
to patient treatment plan at that time.

; This REQUIREMENT s not met as evidenced Clinical Supervisor educated nurses caring

 by:
i (X8) DATE
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Any deficlency statem¥nt ending with a@asteﬂsk (*) denotes a deficiency which the Institution may be excused from correcting providing It Is determined that
other safaguards provide sufficient protection 1o the patlents, (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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|

for resident #5 immediately. Education
included correct policy/procedure for
measuring and recording patient output

F 309 ; Continued From page 1 F 309

| Based on observation, interview, record review
| and policy review regarding Intake and output

| directions, it was determined the facility failed to (including drain outputs).
ensure physician orders were followed for one (1) )
1 of eleven (11) sampled residents. Resident #5's Documentation audit was performed by

, flstula drainage was not consistently recorded by

! the nursing staff, Clinical Supervisor to determine compliance

to policy for documentation of | & O. Audit

The findings include: ' results reported to Manager for
" : ‘ , review/action. Clinical Supervisor
I The facility policy on Intake and output directions addressed non-compliant audit results with

- with a revision date of 02/09/10, revealed intake
; and output Is collected and reported svery four

{4) hours unless ofherwise ordered. Example of
device related intake/output include but are not | Clinical Supervisor will perform |1 & O

limited to a feeding pump, intravenous pump, documentation audits monthly x 4 or until
. Jackson Pratt drain, Hemovac, gastrointestinal sustained compliance and report audit

i suction, chest tube, and Foley catheter. . . .
findings to Manager. Manager will review

; Record review for Resident #5 revealed the audit results for further performance

g resident was admitted by the facility on 04/06/11 issues/further educational needs, TCC

i with the diagnoses of a Jejunostomy (J-tube) tube : -

 site infection, Malnutrltion,JFailure to Thrive, and Manag.er will then report results to TLC QA
Chronic Pancreatitis, A physician order dated Committee and OMHS Performance

' 04/06/11 stated intake/output should be recerded Improvement Oversight Committee.,

svery eight (8) hours. The resident was NPO

(nothing to eat or drink) and was receiving TPN

(total parental nutrition). Review of the

intakefoutput sheet dated 05/29/11 recorded

i revealed two different amounts for the fistula

i drainage on the night shift, The intake /outout

: sheet dated 05/31/11 and 06/02/11 did not have

the flstula output recorded for the day and/or

evening shift.

staff identified.

Observation of Resident #5, on 06/07/11 at
1 10:30am, revealed the resident sitting In a chair
" with the fistula draining into a collection device,
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by:

| labeling, dating and discarding expired foods as

i
H
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F 309 Continued From page 2 F 309
! |
Interview with Licensed Practical Nurse {LPN), on '
| 08/08/11 at 1:00pm, revealed the nurse was
i responsiole for emptying and recording the fistula
drainage. No explanation was provided as to why
| the fistula output was not recorded consistently,
 Interview with the Clinical Supervisor, on 08/07/11
 at 3:000m, revealed the flstula drainage was not
consistently or avourately recorded. She stated
_the output information was important because the
» physlcian used this information to determine the
I intake for Reslident #5. :
| Interview with the Physiclan, on 08/08/11 at
! 1:00pm, revealed she was concerned the output
I of the fistula was neither recorded correctly or not
" at all, She stated she used the output of the
| fistula to calculate the compliance of the
| resident's NPO status. The Physician stated if the
! resident was not compliant, the fistula would be
i more difficult to heal. C ,
F 371 483,35(i) FOOD PROCURE, F a7yl F3rt 7»4 |
s8=£ | STORE/PREPARE/SERVE - SANITARY - None of the 25 residents were found to be -
11 ! affected. To address the deficlent sanitary food
1 The facllity must - practice the following corrective action was
(1) Procure food from s%umezapr;rove? or local taken by the Assistant Director/Patient Service
. :ﬁ?ﬁé‘:ﬁgﬁ gigsfactory y Federal, State orloca and Executive Chef: all production staff received
(2) Stare, érepare, distribute and serve food a tralning/inservice via lecture and visual printed
* under sanitary conditions materlal on correct procedutes for storing food.
: This tralning included proper covering, labeling,
( dating of food and the food service policy 8052~
i 208 which addresses “Using Leftover Foods”.
‘ Policy “Using Leftover Foods” (8052-208) was
} This REQUIREMENT Is not met as avidenced revised to Include more detalied procedures for
{
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i F371 CONTINUED
F 371 Continued From page 3 F 371, well as storing, reheating, and use of unused

! Based on observation and interview, It was

! determined the facility falled to store food

i properly, and failed to maintain sanitary

i condltions when serving food and operating the
i dishwasher at the required temperature. The

! facility had expired food and foed not covered
"properly In the refrigerator. The dletary staff did
i not have their hair compietely coversd when

| serving food. The dishwasher was not at the

| proper temperature during a washing cycle.

% The findings include:

'! Observation of the kitchen, on 068/07/11 at

| 9:00an, revealed expired bread pudding dated

| 05/28/11 and expired orange fluff dated 05/26/11.
' The bake shop freszer contained a cake under

‘ the freezer fan that was partially covered with

' plastic wrap.

- Interview with the Dietary Supervisor, on 06/07111
: at 9:30am, revealed ihe kitohen bake shop staff

: should have removed the explred food. The cake
- should have been covered securely. She stated

" expired food could pose a heaith hazard,

I Observation, on 06/08/11 at 11:30am, revealed

] two (2) employees serving food on the tray line

! with hair not completely covered. The Assistant

| Dietary Manager wlinessed one empioyea with

! their hair not completely covered and did not ask
- the employes to cover thelr hair,

| Interview with the Assistant Director of Food

| Services, on 06/08/11 at 11:45am, revealed staff
t should completely cover their hair while In the

l kitchen.

|

.
|
|

Portions of Food. Policy 8052-208 revision was
approved by Food Service Director and
Executive Chef.

A daily log was created to monitor proper
storage and handling of leftover food. A feod
service staff member is assigned daily to
monitor compliance, discard explred food, and
complete the log, Audit of log is done monthly
per executive chef for compllance of '
process/policy,

All production staff has been educated. All staff
completed the education and competency was
validated by passing a post test, Staff will be
tested bi-annually and newly hired employees
will be educated and required to pass the post
test before beginning their first scheduled shift.

To address the deficient dishwasher practice
corrective action was taken by the Assistant
Director/Patient Service, Executive Chef, Retail
Manager and Patient Service Supervisor.
inservice/tralning was provided via discussion,
printed material and opportunity for
question/answer to all staff on the requirement
for halr covering (including beards) for all staff
working in areas where food is prepared/served,
Food Service palicy 8052-502 addresses “Hair
Covering In Food Service Area” and was
approved by Food Service Director and Assistant
Director/Patient Service, i

A log was developed for Supervisor to manitor
via ohservation and document policy
compliance on a daily basis,
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Based on observation and interview, it was
deterinined the facility falled to stere food
properly, and falled to maintaln sanitary
conditions when serving food and operating the
dishwasher at the required temperature, The
facility had expired food and food not covered
" properly in the refrigerator. The distary staff did
i not have their hair completely covered when
i serving food, The dishwasher was not at the
i proper temperature during a washing ¢ycle,

; The findings include:

]] Observation of the kitchen, on 08/07/11 at

| 9:00am, ravealed expired bread pudding dated

1 05/29/11 and expired orange fluff dated 05/26/11,
' The bake shop freezer contained a cake under

i tha freezer fan that was partlally covered with

" plastic wrap,

 Interview with the Dietary Supervisor, on 06/07/11
. at 9:30am, revealed the kitchen bake shop staff

{ should have removed the expired food. The cake
. should have been covered securely. She stated

. 8xpired food could pose a health hazard,

{ Observation, on 06/08/11 at 11:30am, revesaled
two (2) employees serving food on the tray fine
with hair not completely covered. The Assistant |

| Dietary Manager withessed one employee with

' their hair not completely covered and did not ask

i the employee to cover thelr hair,

 Intervlew with the Asslstant Director of Food

| Services, on 06/08/11 at 11:45am, revealed staff
| should completely cover their hair while in the

| Kitchen.

X4y i SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | GROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
. i F371 CONTINUED
F 371 Continued From page 3 F 371; Non-compliance will be immediately addressed

when observed,

Al staff completed the inservice/training and
competency was validated by passing a post
test. All staff signed a roster indicating
competency, Staff will be tested bi-annually.
Inservice/training was added to the new hire
orientation agenda. )
Audit results will be submitted weekly :
To Patient Service Supervisor for
review/analysis of compliance. ;

6/9/11 _
None of the 25 residents were found to be
affected. . ,

To address the deficiency corrective action was
implemented by the Assistant Director/Patient
Service, Executive Chef, and Patient Service
Supervisor. Inservice/training was provided to
all staff with dishwasher responsibility via
discussion, printed material and opportunity for
guestion/answer, The Inservice/training agenda
included “Quality Control Measure Policy: -
Dishwasher Temperature” #8052-504 review,
ensuring correct temperature for safely sending
i dishware through dishwasher, and a step by
step dishwasher operatlon. Step by step
dishwasher operational information was posted
for reviewing as needed to operate the
dishwasher. This information contains pictures
and identifies area to fill, temperature gauges
and run buttons. Return demonstration was
utilized to ensure staff could correctly set
dishwasher temperature within the required
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F 371 Continued From page 4 F371: F 371 CONTINUED
| Observation of the dishwasher, on 06/08/11 at  range. All staff completed the lnserwce/trammg
| gﬁeeggmrgg‘gﬂ?}g::g gésgtﬁﬁxzhﬁlredga??t ;each and competency was validated by passing a post
ofa ORI .
f washing cycle, The gauge was marked for the tESt' Thi.traim_n &/ tmts.erwce hzs b?en added to
' required temperature. the new hire orientation agenda.
! Interview with the Dietary Worker, who was | Food Service policy for “Quality Control
| starting the dishwasher, on 06/08/11 at 12:00pm, i Measure Policy: Dishwasher Temperature”
' revealed he was not aware the dishwasher ! 8052-504 was approved by Food Service
| should reach a required temperature, He stated Director and Assistant Director/Patient Service.
?86) rr‘r?gnlt)r?:gt?(?z;aé]ggtt?:ogliig\évisgﬁ{nfgr elght To sustain compliance all staff will review
* regarding the operation of the dishwasher, policies and U ccessfully pass post test on a
: i quarterly basis.
| 1
! Interview with the Assistant Director of Food ] . _
Services, on 06/08/11 at 12:00pm, revealed she Supervisor will perform random observation
did not have tralning records for the employee monitoring to ensure dishwasher temperature is
' who was operating the dishwasher. She within required range. If temperature is found
+ acknowledged running the dishwasher at a lower out of range immediate corrective action will be
' gae?:‘%eg ?é%r:rl?/os;%i;fzsetgta’géhp?o?;?izﬁyeégug?ég taken. Immediate feedback/review of correct
| food borne linesses. procedure will be provided.
F 441 : 483.65 INFECTION CONTROL, PREVENT F 441 . o
85=J | SPREAD, LINENS F441 — Residents #1 and #11 had potential to be 7/ ,
affected due to the possible transmission of 'f/
| The facllity must establish and malntaln an infection. Both identified residents were
. Infection Control Program designed to provide a assessed by clinical supervisor and presented
safe, sanitary and comfortable environment and with stable v/s and no s/s of infection that might
t?c S?‘p prever(\jt 'thfe dtgvelopment and transmission be related to non-cleaning of the glucometer.
§ Ot aisease ana iniection. As aresult of these findings, Residents #1 and
(a) Infection Control Pragram f#ll vs'/gre found not to be affected. AII residents
The facllity must establish an infection Control identified to have orders for chemstrips were
Program undetr which it - i assessed by clinical supervisor and presented
i (1) Investigates, controls, and prevents infections with stable v/s and no s/s of infection that might
In the facllity; ‘ ‘ be related to non-cleaning of the glucometer,
(2) Decides what procedures, such as isolation, Alf residents identified were assessed every shift
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1 {8) Maintains a record of incidents and corrective
actions related to infections.

(b} Preventing Spread of Infection ’
: (1) When the Infection Control Program

¢ determines that a rasident needs isolation to

| prevent the spread of infection, the facility must
isolate the resident,

(2) The facility must prohibit empioyees with a
communicable disease or infected skin lesions
from direct contact with residents or thelr food, if
' direct contact will fransmit the disease.

- (3) The facillty must require staff to wash their

. hands after each direct resident contact for which
i hand washing Is indicated by accepted
professional practice.

(c} Linens

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

This REQUIREMENT s not met as evidenced
by:
" Basad on observation, interview, record review
and review of the Glucometer and the Reusable
i Equipment policy, it was determined the facility
failed to have an effective system to ensure
infection control policies were implemented for
two (2) (Resldents #1 and #11) of the eleven (11)
sampled residents, The glucometer was not
. cleaned after blood glucose levels were obtained
on Resident#1 and #11. Immediate Jeopardy
- was determined to exist on 06/07/11 and
; identified on 06/08/11. The facility's failure to
|

A. BUILDING
8. WING
185396 06/10/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
811 EAST PARRISH AVENUE
THE TRANSITIONAL CARE CENTER OF OWENSBORO
OWENSBORO, KY 42303
() ID SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORREGTION (45)
PREFIX ! (EACH DEFICGIENCY MUST 8E PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) © O IAG CROSS-REFERENGED TO THE APPROPRIATE DATE
\ DEFIGIENCY)
er nursing staff with any abnormal vital sigris /
F 441 P Ve
Continued From page 5 F 441 signs & symptoms of infection reported to MD

for appropriate follow-up. Documentation
audits performed by Clinical Supervisors on .
residents with potential to have been affected
by deficient practice to ensure residents had no
documented signs / symptoms of infection
during their stay on the Transitional Care Center
(TCC). Audit findings reported to Manager for
review/follow-up. Audit results then submitted
to TCC QA committee and OMHS performante
improvement oversight committee for '
review/follow-up.

Staff have been educated on policy.

s Staff have read newly revised policy
with proper cleaning instructions
including the lens, test strip holder with
10% bleach solution {example:
Dispatch) and exterior surface with
hospital approved disinfectant
(examples: Sani-wipes/Cavi-wipes) .

¢ Competency testing was performed5
with all Transitional Care Center Staff
who perform blood glucose monitoring

¢ Competency testing tool has been I
developed and includes: :

» Gloves will be worn during cleaning :
processes
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» The bedside blood glucose device shall
F 441! Continued From page & F 441 . §
' provide adequate cleaning of the glucometers be decontaminated between each
- placed residents at risk for infection and placed patient use

- residents In a situation that is likely to cause ; ; '
t sgrious Injury, harm, impairment, or death to a *  Proper cleaning will be demonstrated
resident, by Educator/Supervisor, Manager

X it Centeri
The facility provided an acceptable Allegation of Trans| ‘On?{ Car.e en. ?r " \
! Compliance (AOC) on 06/09/11. The state : collaboration with Clinical Supervisors

agency verified Immediate Jeopardy was Transitional Care Center/Extended Care
removed on 06/10/11, The deficiency 483.65, '
F441, Infection Control was lowered to a scope Educator
i and severity of an "D". o Staff successfully completed (score

100%) written competency test
| ® Staff returned demonstration of
_cleaning bedside blood glucose device

The findings include:

' The facility policy on reusable equipment with a
: revision date of 02/01/11, stated patient care

| reusable items shall be decontaminated between per policy for trainer

: each resident use with a hospital disinfectant, s Staff successfu’”y completed the post-

i The facility policy on the SureStepFlexx Whole test and demonstration signed a roster
Blood Glucose Testing, with a revision date of indicating competency !

07/13/10, stated the glucose monitor shall be £ . i '
cleaned at least once every twenty four (24) ¢ Staff remediated until competency was
"hours. The moenitor will be cleaned according to proven

manufacturer's recommendation in the operator's -
manual. Keypoint: Use a molst cloth to wipe the ¢ Staff who are unable to demonstrate

machine clean, A cloth with ten percent 10% competency were not allowed to WOrk
bleach sclution may be used when indicated. To -
clean the test strip holder, remave from the i o Staff completed the required

machine and clean with ten percent (10%) bleach lidation b
¢ solution and cotton swab. The test strip holder competency valication by :

[ should stay moist for one (1) minute. 06/09/2011 or before next
‘ scheduled shift for those on
The SureStepFlexx Whole Blood Glucose Testing current FMLA/vacation ;

manual, dated 2002, stated clean the meter if dirt,
; blood, or lintis present, when an error message
1 appears indicating the meter may need to be

l
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+ Observation audit tool was developed

F 441, Continued From page 7 F 441" . ) AR
" cleaned, and as defined by your institution's _ and included the following monitoring
. Infection control policies. The manual stated, and evaluation method:

i clean the outside of the meter with a cloth " .-
" dampened with a ten percent (10%) bleach i ® Transitional Care Center Clinical :
* solution, Follow with a cloth moistened with water Supervisors/Extended Care Educator

" to remova residual bleach. Dry the meter ; ; -
“ thoroughly. Refer to cleaning agents listed In the will perform 20 observations (divided

- manual for other solutions that can be used to among all shifts) per week X 4 weeks,
clean the outside of the meter. then 20 observations per month X 3

| Clinical record review for Resident #11, revealed | months for a sustained compliance of

- the facility admitted the resident on 06/02/11 with ’ 100%

. the diagnoses of Peripheral Vascular Disease, . . . ,
Hypertension, Coronary Artery Dissase, Chronlc * Audit results will be submitted weekly

. Obstructive Pulmonary Diseass, Insulin to department manager of Transitional

i Dependent Diabetes Mellitus and a recent : ; i

i amputation of the right lower extremity. The Care Center in collaboration with

i resident was ordered Humalog Insulin per sliding Transitional Care Center Clinical
“scale (adjusted dose to cover slevated blood Supervisors/Extended Care Educator.
, sugars).

Manager will report audit results to

! Clinical record review for Resident #1, revealed Transitional Care Center QA Committee
; the resident was admitted by the facility on

- 04/08/11 with diagnoses of a Compression and to OMHS Performance i
| Fracture of the Lumbar Spine, Chronic Improvement Oversight Committee:
| Obstructive Pulmonary Disease, and Insulin . }

: Dependent Diabetes Mellitus, The resident was * Obser\'/atlons f)f any St?ff non L
- ordered Humalog Insulin via sliding scale (dose Is compliance will result in appropriate
i adjusted to cover elevated blood sugars). disciplinary action

‘ Observation of Registered Nurse (RN #7), on

i 08/07/11 at 6:30am, revealed the nurse entered

| Resident #11's room and performed the blood

| glucose test. She identified the resident, scanned
: the meter to her badge and the resident's

- ldentification bracelet, wiped off the resident's

- finger with alcohol, donned gloves, did the finger
: stick, and placed a drop of blood onto the strip,

FORM CMS-2867(02-89) Previous Verslons Obsolete Event ID; RBFT 11 Facliity 1D: 100735 if continuatlon sheet Page 8 of 12
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i She obtained the reading of one hundred (100) ! .

i and placed the needle in the sharps contalner, 1

i { RN #7 placed the glucometer In her uniform
pocket until she entered the medication room
: where she placed the glucometer directly onto the |
charger base.

i Observation of RN #7, on 06/07/11 at 7:00am,

. revealed she entared the medication room and

g retrieved the glucometer. She proceeded Into the
- room of Resident #1 and performed a blood
» glucose level, She then proceeded to the

. medication room and placed the glucometer onto ,
« the charger base,

i interview with RN #7, on 06/07/11 at 7:10am,
| revealed she did not olean the giucomster before
placing it In the charger. She stated sha cleaned
‘ the glucometer between some residents, however
not between each resident. The RN stated the
polley of the facility was to clean the glucometer
 between each resident with the facility }
i disinfectant, She acknowledged the glucometer [
could potentially spread Infection if not cleaned
propetly between tesidents.

“Interview with the Unit Manager, an 06/07/11 at
7:35am, revealed her expectation would be the
glucometsr would be cleaned after.obtaining a ...
blood glucose level, She stated the nurse should
i not have placed the glucometer In her pocket

» after obtalning the blood glucose, The Unit
Manager explained It was the facllity policy to
clean the glucometer after obtaining the blood
glucose sample.

I'An Interview conducted with the Infection . ;
. Preventionist, on 06/06/11 at 7:50am, revealed

. !
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 the glucometer was to be cleaned every shift

i unless contaminated. She admitted there was a
discrepancy between the glucometer cleaning
policy and the reusable equipment policy. Her

_expectation would be the glucometer should be

{ cleaned after obtaining the blood glucose sample,

| because all residents could potentlally carry an

Porganism. She stated the reusabie equipment

“policy indlcated the equipment should be

; decontaminated after each resident use and the

| glucometer would be consliderad reusable

| equipment, '

The facility's AOC included the following and was
i verifled by the state agency:

l 1, Review of the revised palicy, dated 06/08/11,
" on the SureStepFlaxx Whole Blood Glucose
; Testing included: the exterlor surface shall be )
| decontaminated between each resident use with ;
| a hospital approved disinfectant, example :
; "Sani-Cloth Plus or Cavi Wipes" (for C-diff
" resldents, must use ten percent (10%) bleach
_ solution example "Dispatch” towelstte. Gloves
¢ shall be worn during the cleaning policy.

" 2. Review of the staff education records revealed
. all staff who perform blood glucose testing were

. i Inserviced on the revised cleaning policy, dated |
i 06/08/11, and competency tests were completed
i on 06/09/11.

| 3. Continued review of the education records
, revealed staff performed a return giucometer
| cleaning demonstration on 06/08/11,

4. An audit tool was devsioped for exterior and ‘
* !lnterior glucometer cleaning o be completed :
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" using a random sample of staff, The facility
" completed ten (10) random observations with
. 100% compliance, on 08/09/11,

, 5. All dlabetic residents were assessed from
; 08/07/11 through 08/09/11 for any ’
| conditions/diseases that would compromise their i . :
5 immune system and for any signs or symptoms of

i Infection that may be related to non-cleaning of !
_the glucometer, '

interviews with staff on 08/09/11 revealed they.
: ware knowledgeable regarding the revised
+ cleaning policy. The staff, which included
| Licensed Practical Nurse #2 and #3, Registered
| Nurse #4, #5, #7 and #9, and Nursing Assistant
{#1 and #3 stated the glucometer was to be
! cleaned after each resident use with Sani-wipes
* or Cavl cloths uniess the resident has C-diff
| which requires a ten percent (10%) bleach
! Soluﬂon. ¢
I
| Observations on 06/09/11 revealed staff Licensed
| Practical Nurse #2 and #3, Reglstered Nurse #4,
| #8, #7 and #9, and Nursing Assistant #1 and #3 |
did clean the glucometer after each resident use
- according to the naw policy.
i

1

| The state agency reviewad the revised cleaning

| policy and the audit tool that was developed to

| ensure staff compliance, Record review revealed
“the facility completed ten (10) random

" observations with 100% compliance.

! Intarview with the Unit Manager on 06/09/11

i revealed no dlabstic residants had been

| adversely affectad by the glucometer not being
cleaned, :
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i The facllity provided an acceptable Allegation of Ty
{ Compliance {AQC) on 06/09/11, The state

' agency verified the Immedlate Jeopardy had

- béen removed prior to exit on 06/10/11, The
deficlency 483,65, F441, Infection Control was
lowered to & scope and saverity of an "D" while
the facliity's Quality Assurance monitors ! :
| giucometer testing and disinfacting. :
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varying condlitions, 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 drlils Is
assigned only to competent persons who are
qualified to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of audible
alarms.  19.7.1.2

This STANDARD is not met as evidenced by:
Based on Interview and record review it was
determined the facility failed to ensure fire drills
were conducted at unexpected times under
varled conditions, The deficlency had the
potential to affect alf smoke compartments, staff
and residents. The facility Is licensed for thirty
(30) beds with a census of twenty five (25)
residents on the day of the survey,

The findings include:

Record review on 06/07/11 at 11:20 AM with the
Safety and Security Representative revealed the
fire drills were not being conducted at unexpected
times under varled conditions.

1. The Corporate Safety and Security
Manager in-serviced (read and sign)
the Facility Supervisors (who conduct
the fire drills) on NFPA Standard 101
19.7.1.2. Which states, “fire drills
shall be conducted at least quarterly
on each shift and at unexpected
times.under varied conditions on ali
shifts” Far this unit varied conditions
are times such as meal times, activity
times, etc.

2. Monthly logs are kept which
document fire drill times/locations
and critiques of drills. These logs are
submitted to the Corporate Safety
and Security Manager who then
reviews log data monthly to ensure
drills occur at unexpected times and
are under varied conditions on all
shifts. This data is then reported to
the OMHS Environment of Care
Committee for further review and to
ensure sustained regulatory
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K 000 | INITIAL COMMENTS K 000
A Life Safety Code Survey was inltiated and
conhcluded on 06/07/2011. The facllity was found
not to meet the minimal requirements with 42
Code of the Federal Regulations, Part 483.70,
The highest Scope and Severity deficiency
identifled was an "F",
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050| K050
8S8=F None of the 25 residents were found to 7/‘//
Fire drills are held at unexpected times under be affected. 2

compliance

R/ISUPPLIER RERRESENTATIVE'S SIGNATURE

LABORAZORY OIRECTOR'S,CR PROVI MR

b TLE

etk pyerdd (o g -2l

(X6) DATE

/A\ny deficiency st\atement enﬂwg with a'n asterisk {*) denotes a deflclency which the Institution may be excused from correcting pr/obiding it is determined that

other safeguards provide sufflcient protection to the patlents. (See instructions.) Except for nursing homes, the fin
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings
days following the date these documents are made available to the facility. If deflciencies are cited, an approved

program participation,

dings stated above are disclosable 90 days

and plans.of gorrect|op are displosable 14
plan of c%;?péfw éﬁlé@glsi@ggfcégntir?ui}!
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Continued From page 1

Interview, on 06/07/11 at 11:20 AM, with the -
Safety and Securlty Representative revealed that
he was unaware that fire drills were not being
conducted as required.

Reference; NFPA Standard NFPA 101 19.7.1.2,
Fire drills shall be conducted at least quarterly on
each shift and at unexpected times under varled
condltions on all shifts,

NFPA 101 LIFE SAFETY CODE STANDARD

Required autamatic sprinkler systems are
continuously maintained In rellable operating
condition and are inspected and tested
peripdically.  19.7.8, 4.6.12, NFPA 13, NFPA 25,
9.7.6

This STANDARD is not met as svidenced by:
Based on observation and Interview it was
determined the facllity fafled to maintain the
sprinkler system according to NFPA standards.
The deficiency had the potential to affect alf

| smoke .compartments, residents, staffand . . ..

visitors. The facllity is licensed for thirty (30) beds
with a census of twenty five (26) the day of the
survey.

The Findings tnclude; -
Observation on 06/07/11 at 10:35 AM, with the

Construction Coordinator revealed that the facility
falted to provide a sprinkler head wrench per

K080

K 062

Ko62
1.

" maintenance manager will in-

There were no residents affected by
this finding, A sprinkler head
wrench was placed in the cabinet
on 6/8/2011 by the biomed
department.

There were no residents affected
by this finding. A sprinkler head
wrench was placed in the cabinet
on 6/8/2011 by the biomed
department. ‘

The biomed manager and

service {read and sign) their
respective staffs by July 4™, 2011 oh
NFPA Standard 13, 6.2.9.6. Which
states, “A special sprinkler wrench
shall be provided and kept In the

cabinet to be used in the removal

and Installation of sprinklers. One

FORM CMS-2687(02-88) Previous Varsiong Obsoléte

Event ID: RBFT21

Facllity ID: 100736

if continuation sheet Page 2 of 10




PRINTED: 06/10/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 91 - MAIN BUILDING 01
B, WING
185396 ) 06/07/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE

811 EAST FARRISH AVENUE

THE LC
TRANSITIONAL CARE CENTER OF QWENSBORO OWENSEORO, KY 42303

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCER TO THE APPROPRIATE DATE
DEFICIENCY)
K062 | Continued From page 2 ' K 062 sprinkler wrench shall be
NFPA requirements. . provided for each type of
' sprinkler installed”,
Interview, on 06/07/11 at 10:35 AM, with the 4. Quarterly inspections will be
Construction Coordinator conflrmed the conducted to assure that the
observation. wrench remains in the cabinet.
Reference: NFPA 13 Resuits will be reported to the
6.2.9.8 Aspecial sprinkler wrench shall be Environment of Care
provided and kept in the cabinet to be used in the Committee Meetings.
removal and installation of sprinklers, One
sprinkler wrench shall be provided for each type
of sprinkler installed. )
K 084 ; NFPA 101 LIFE SAFETY CODE STANDARD K 064 r-l
§8=D Ko64 A
Portable fire extinguishers are provided in all 1. There were no residents affected
health care occupancies In accordance with by this finding. The fire

9.74.1. 193586 NEPA10 extinguisher will be relocated, by

July 4™, 2011, to an area that
complies with the unimpeded
access requirement.

This STANDARD s not met as evidenced by: 2. There were no residents affected
Basad on obssrvation and interview, the facility by this finding. All other
failed to maintain the installed fire extinguishers extinguishers were checked and

. to be free of obstructions. The deficlent practice were found to be in compliance.

~~~~~~~~~~ : affected one (1).smoke compartment, staffand - | - . | cte e e T T T U T
all residents, The facillty is licensed for thirty 3. The Security Department conducts
beds (30} with a census of twenty five (25) the monthly inspections of fire
day of the survey. , extinguishers. The Security Staff

will be in-serviced (read and sigh)

Findings Include: by the Security Supervisor to ensurg

Observation on 06/07/11 at 10;18 AM with the that installed fire extinguishers are
Safety and Security Representative revealsd that free from ohstruction. It will be
the portable fire extinguisher located in the 3-3 noted that if staff find an

Hall Nurses Station was mounted over a work
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.|.corrosion, leakage,. or.clogged nozzle .. AN
(7) Pressure gauge reading or Indicator ln the

counter.

Interview, on 06/07/11 at 10:15 AM, with the
Safely and Security Representative revealed that
he was not sure why the portable fire extinguisher
had been mounted over the work counter.

Reference; NFPA 10

6.2.1* Frequency. Fire extinguishers shall be
inspected when initially placed in service and
thersafter at approximately 30-day intervals, Fire
extinguishers shall be inspected, manually or by
electronic monitoring, at more frequent Intervals
when clrcumstances require.

6.2.2* Procedures. Perlodic Inspection of fire
extinguishers shall include a check of at least the
following items:

{1) Lecatlon in designated place

(2) No obstruction to access or visibility

(3) Operating instructions on nameplate legible
and facing outward

(4)* Safely seals and tamper Indicators not
broken or missing

{5) Fullness determined by weighing or " hefting
1]

(6) Examinatlon for obvious physical damage,
operable range or position
(8) Condition of tires, wheels, carriage, hose, and

nozzle checked (for wheeled units)
{8) HMIS labei in plac

Reference NFPA 10 (1998 Edition).
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K 064 | Continued From page 3 K 064 extinguisher obstructed, they must

remove the obstruction
immediately.

Security Staff will continue to
conduct monthly inspections of the
fire extinguishers, The inspections
will be reported to the Environment
of Care Committee.
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K 064 | Continued From page 4 ' K064

1-8.10 Fire exfinguishers having a gross welght
not exceeding 40 b (18.14 kg) shall he
installed so that the fop of the fire
extinguisher is not more than 6 ft (1.53 m)
above the floor. Fire extinguishers having a
| gross welght greater than 40 Ib (18.14 kg)

(except wheeled types) shall be so Installed
that the top of the fire extinguisher Is not
more than 3 1/2 f£$1.07 m) above the floor,
In no case shall the clearance between the
bottom of the fire extinguisher and the floor
be less than 4 In, (10.2 cm).

K 070 | NFPA 101 LIFE SAFETY CODE STANDARD kool K070

§8=D
Portable space heating devices are prohibited In 1. There were no residents affected | | ’%'H
all health care occupancies, exceptin by this finding. During the tour on
non-sleeping staff and employee areas where the 6/7/2011, a portable space heater
heating elements of such devices do not exceed was found in the MDS office. The

212 degrees F. (100 degrees C)  18.7.8
grees F. d ) facility had no specific

documentation that this specific
heater complied with OMHS policy
#8060-508, requiring that the

This STANDARD is not met as evidenced by: "Maximum temperature of space

Based on observation and interview, it was

determined the facility failed to ensure portable heaters must not exceed 212
space heaters used in the facility were according degrees F. The space heater was

potentlal to affect ona (1) of two (2) smoke

compartments, residents, staff and visitors. The . office. '
facillty is llcensed for thirty (30) beds with a 2. There were no residents affected
census of twenty five (25) on the day of the by this finding. A thorough
survey. ‘ inspection of the unit followed

' verifying no other non-compliant
Observation on 06/07/11 at 9:37 AM, with the space heaters.

| Safety and Security Representative, revealed a
space heater being used in the MDS Coordinator
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THE TRANSITIONAL GARE GENTER OF OWENSBORO

| STREET ADDRESS, CITY, STATE, ZIP GODE
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(x4) ID SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORRECTION x6)
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K 070 , 3. Policy #3060-508 (Basic Electrical
Continued From page 5 K070 Equipment Safety Guidelines will be
Offce. reviewed and read by all applicable|
. f
Interview, on 06/07/41 at 9:37 AM, with the Safety (office staff) TCC staff, by July 4",
and Security Represantative revealed he was 2011, An emphasis was placed on
g?gvgare that Przrls}bieml;eiteés co;ld not eﬁcsed the section “Guidelines for Use of
egrees, The facllity had ne documentation
for the heater, listing lts temperature range. The Personal Electrical Heaters.
space heater was immediately removed from the 4. The Transitional Care Manager or
office, designee will conduct rounds
weekly to monitor for the use of
electronic space heaters to ensure
they are in compliance,
Reference: NFPA 101 (2000 edition)
19.7.8 Portable Space-Heating Devices. Portable
space-heating
devices shall ba prohibited in all health care
occupancies.
Exception: Portable space-heating devicss shall
be permitted to be used
in nonsleeping staff and employee areas where
the heating elements of
such devices do not exceed 212°F (100°C). K130 _ T4
K130 | NFRA 101 MISCELLANEQUS K 130| 1. There were no residents affected
88=F by this finding. The identified
+ | OTHER L8C DEFICIENCY NOT ON 2786 . corrosion was cleaned on 6/7/2011;
2. There were no residents affected
1" by'this finding, The Tdentifled
corrosion was cleaned on 6/7/20114|
, T intenance staff current!
This STANDARD is not met as evidenced by: 3. The SRS
Based on observation and Interview, the facility conduct preventive maintenance
falled to maintain the generator sets by NFPA work orders every month on the
standards, This deficient practice has the generators. One of the tasks is to
potential to affect all smoke compariments, staff, “check the batteries for fluid level
and all the resldents, The facility is licensed for d . ion”. Th
thirty (30) beds with a census of twenty five (25) and excessive corrosion™, 1he
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K 130 | Gontinued From page 6 K 130 maintenance‘manager will re-
the day of the survey - educate applicable staff on the
proper procedure on what to look
for when they conduct preventive
The findings include: malintenance on the generators.
The Corporate Safety and Security
Observation on 06/07/11 at 10:45 AM with the Manager will monitor the reports,
Safety and Security Representative and the for three months, once completed
Construction Coordinator revealed that three (3) to ensure compliance. The
of six (6) generator sets had patteries with information will be reported to the
corrosion on the battery terminals. Environment of Care Committee.
Interview, on 06/07/11 at 10:45 AM, with the
Safety and Security Representative and the
Construction Coordinator revealed that they were
unaware of the corrosion on the battery terminals,
Reference: NFPA 110 (1999 Edition).
K 141 | NFPA 101 LIFE SAFETY CODE STANDARD K141 K14l M1y
88=E 1. There were no residents affected b -

Non-smoking and no smoking signs In areas
where oxygen is used or stored are in accordance
with 19.3.2.4, NFPA 99, 8.6.4.2,

This STANDARD s not met as evidenced by:

| Based on observation and interview ltwas | |
dstermined the facllity failed to properly mark

areas that contained oxygen storage in the event
of an emergency or a fire. The deficiency had the
potential to affect all smoke compartments, staff
and residents, The facility Is licensed for thirty
(30) beds with a census of twenty five (28) on the
day of the survey,

20T L e

this finding. The two storage closets
stored oxygen were found without
a sign Indicating oxygen was stored
in the room. Signs indicating
oxygen Is being stored In the rooms|
were place on the doors on June 30,

There were no residents affected
by this finding. During the tour on
6/7/2011, no cther areas were
found where oxygen was being
stored.

The TCC staff will be educated on
the need to only store oxygen in the
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K 141 | Continued From page 7 K 141 two rooms designated to store
The findings Include: - oxygen. . .
: L 4. The TCC Manager or designee will
Observation durlng the Life Safety Code conduct weekly rounds of the
Inspection on 06/07/11 at 8:40 AM, with the. department to ensure that oxygen
Safety and Securltyﬁepresentatlve revealed.two cylinders are stored in the proper
(2) storage closets with oxygen storage. The door
to the storage room did not have a sign Indicating areas.
oxygen was storad in the room.
Interview, on 06/07/11 at 9:40 AM, with the Safety
and Security Representative revealed he had not
noticed the signs on the doors fo the room where
oxygen was stored, had been removed.
NFPA: 99, 1999
8-6.4.1.7
All labeling shal! be durable and withstand
cleansing or disinfection.
8-8.4.2* Signs.
Precautionary signs, readable from a distance of
5 ft (1.5 m), shall be conspicuously displayed
wherever supplemental oxygen Is in use, and in
aisles and walkways leading to that area, They ;
| shall be attached to adjacent doorways orto | |
1 building walls or be slipported by other .
appropriate means. :
K147 | NFPA 101 LIFE SAFETY GODE STANDARD K147| K147 74,{\
§8=F 1. There were no residents affected b
Electrical wiring and equipment Is in accordance this finding. The power strips found
with NFPA 70, National Elecirical Code. 9.1.2 t0 be out of compliance were
removed from the department on
June 30, 2011,
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-2) Arefrigerator plugged Into a power strip
located in the Managers Office located in 3-3
Hall,

3) Arefrigerator, two (2) Med Cart chargers, and
a Glucose Meter were plugged info a power strip

4) ltem were being stored in front of electrical ™’
panels located In the Med Room in the 3-3 Hall,

5) A Difibriliator, Crash Cart charger, and a
suction pump, were piugged into a power strip
located in the Nurses Station In the 3-3 Hall,

6) Abath bag warmer, and a DynaMap charger
plugged intc a power strip located in the clean

| lecated in the Med Room inthe 3-3 Hall. -~ " | *~

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMPLETED
A BUILDING 01 - MAIN BUILDING 01
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
. 811 EAST PARRISH AVENUE
THE
TRANSITIONAL CARE CENTER OF OWENSBORO OWENSBORO, KY 42303
o4y Ip SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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K 147 | Continued From page 8 K 147 2 Th'ert? w.ere no res;df_nts affected by
: this finding. The entire department
i : was inspected on June 30", 2011
This STANDARD s not met as evidenced by: R : :
Based on observation and interview, it was and no other areas were found to
determined the faciiity failed to ensure electrical be out of compliance in regards to
wiring was maintained according to NFPA electrical standards
standards. This deficient practice affected all . o
smoke compartmerts, Including residents, staff, 3. The Malntenance Manager will in-
and visitors, The facility is licensed for thirty (30) service (read and sign) maintenance
beds with a census of twenty five (25) the day of staff, by July 4, 2011, on NFPA 99
the survey. 3-3.2,1.2 D, This states “minimum
The findings include: number of receptacles. The
number of receptacles shall be
Observations on 06/07/11 between 9:30 AM and determined by the intended use of
11:30 AM with the Safety and Security the patient care area. There shall
Representative revealed: be sufficlent receptacles located so
(1) Glucose Meters plugged into a power strip as t0 avoid the need for extensuot:
located in the Med Room listed as Staff Only in cords or multiple outlet adapters”.
the 3-2 Hall. 4, The TCC manager or designee will

conduct weekly rounds to monitor
for Improper use of power strips. If
any strips are found to be non-
compliant, they will be removed
immediately.
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K 147 | Continued From page 9 K 147

utility room, in the 3-3 Hall,

Interview, on 066/07/11, with the Safety and
Security Representative confirmed all
observations,

Reference: NFPA 99 (1999 edition)
3-32.12D

Minimum Number of Receptacies, The number
of receptacles shall be determined by the
Intended use of the patient care area. There shall
be sufficient receptacles located so as to aveld
the need for extension cords or multiple outlet
adapters.

Reference: NFPA 70 (1999 edition)
110-26. Spaces

About Electrical Equipment, Sufficient access
and working space shall be provided and
maintained around all electric equipment to

‘| of such equipment. Enclosures housing electrical
apparatus that are controfied by lock and key
shall be considered accessible to qualified
persons,
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