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The resident has the right to have reasonable
accoss to the use of a telophone where calls can
be made without being overheard.

| This REQUIREMENT Is not met as evidenced

by:

| Based on abaervation and Interview it was

determined the facllily falied to ensure privacy
was provided for residents' phone calis for one (1)
of twenty-six (28) sampled resldents {Resident
#265).

The findings include:

Hamthe cllm/mqucord revealed Resident

his room on 10/28/10 to use when making

private phone calls. A cordless phone was

“installed on the 100 nurse’s station during

. survey for private resident use.

| \ ,
" 2. Review of center grievance files and

resident council minutes for the last 3

. months by the center administrator on

11/5/10 revealed that while other
residents had the potential to be affected
none were identified with concerns
related to privacy use of phone.
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Interview on 10/28/10 at 10:00 AM with the

‘did not have a phone In his/her room and the

also used te have an area In therapy with a phone

#25 was admilted to the facllity on 06/26/10 with
dlagnoses of Chronic Resplratory Fallure,
Anxiety, Depression and Cancar. Qbsetvation
during the Group Masting on 10/26/10 and inthe
resident’s room, revealed the resident used a
modulator at histher throat for verbalization.

Review of the Quarterly Minimum Data
Assessment (MDS) dated 08/08/10, revealed the
tacllity assessed Resldent #25 as beling alert and
oriented and Independent In declsion-making and
cognitlon. Further review of the MDS revealed
the facliity assessed the resident's
communication ability as "understands" others,
and as being "usually understood" by othars.

Observation on 10/27/10 at 3:00 PM revealad
Resident #26 at the nurse's station an the 100
Hall using the desk telephone. The resident was
uelng a modulator for verbalization. '

resident and the resident's spouse revealed the
rosident had a problem with having no privacy
provided for personal phone calls. Resident #25

resident’s spouse stated they could not afford a
cell phone for the resident.

Residenl #25 slatéd. "It bothers me. I'd rather
heve a private place to make and recelve phone
calls to and from my (spouse)."

During the Intarview with Licensed Practical
Nurse (LPN) #6 on 10/27/10 at 11:00 AM she
stated, "we had a cordless phone for residents to
use in their rooms bafore the naw construction.
But we lost the line.for the cordless phone, We

instruction regarding the availability of
‘the cordless phone in resident council
which was held on October 26,2010,
Framed sign was posted has been posted
at each rnurse’s station on 11/1910 to
further inform residents of the availability
of the cordless phone for private use. All
| staff was provided with additional re-
education on 11/18/2010 by the Director
of Nursing Services/DON on availabitity
of cordless phones on each unit, requested
to inform nursing management if cordless
phone is missing or equipment .
malfunctions, and were re-educated
regarding the importance of providing
resident privacy when making phone
calls. As an additional measure, residents
attending monthly resident council
meetings will be asked if they are able to
make phone calls in private on an ongoing
basis,
4. The Social Services Director/ _
Activities Director will conduct an audit
of residents 3 times per week for 4 weoks
to determine if residents are being
provided with privacy when making
phone calls, Any deficient practice will
be corrected immediately. Audit findings
will be forwarded to the DON and
Administrator, who will initiate further
follow-up as indicated and present
findings at the monthly Performance
Improvement (P} meeting. Frequency of
audits after initial auditing will be

FORM CMS-2687{02-88) Provlous Verslona Obseolale Evant iD: TSEZ1

Feellity ID: 100022 It centinuation shast Page 2 of 37



DEC-28-2019 12:28P FROM:MINUTEMAN PRESS (859) 371-3891 TO: 185924623a7 . P22

' - | o : PRINTED: 11/16/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES - ) FORM APPROVED

ENTERS FOR MEDICARE & MEDICAID SERVICES . OMB.NO. 0838-0301
STATEMENT OF DEFICIENCIED {X1) PROVIDER/SUFPLIER/CLIA - {{X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN-OF CORRECTION IDENTIFICATION NUMBER: COMPI.ETED
. : : A. BUILDING - — o
. , 186000 B WING 10/28/2010
NAME OF PROVIDER OR SUPPLIER : ' | svreET ADDRESS, CiTY, BTATE, 2IP CODE
. 7300 WOODSPOINT DAIVE

BRIDGE POINT CARE AND REHABILITATION CENTER

FLORBNCE, KY 41042

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORAECTION (8)
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROBS-REFERENCED TO THE APPROPRIATE DATE
. , . DEFICIENCY)
- F 174 Continued From pagse 2 ' F174
bu; thal was lOSl in the Conslrucﬂon. tOO."- determined b’ased on ﬁndings and pl team;

| Interview with LPN #5 reveated, "The residents recommendations.

absolutely should have agcess to pravate phone .| Compliance Date 12/10/10
calls". . , :

Interview with the Administrator on 10/27/10 at
1.00 PM revealed the facllity's cell phone for the
100 Hall was not available because a staff
member had taken it home. He stated there
should have been a cell phone on each unit in
addition 1o a cordless phone on each unit.

Observation revealed there was no cordiess
phone or cell phone on the 100 Hall which
residents could use In privacy. Observation
revealed there was no phohe in Resldent #25's
room and none in Rooms 101 through 107. The
only phone observed to be avaltable o residents
on the 100 Hall was the desk phone {with a oord)

.| at the nurse's station.
Z:Sg g?Lg(Eggggggrlssé%ng MEDICALLY F 280 1. Resident #2, #5 and #15 charting in ,2’// ig s
_ L medical record was updated between
The facliity must provide medically-relaled soclal 10/29/10-11/4/10 by Social Services to
services to attaln or maintain the highest . reflect missing monies report,
practicable physical, mental, and psychosoclal investigation, social work follow-up and

wall-belng of each resident. resident education and resolution.
: | Resident #6's Social Services assessment
and care plan were updated and revised

This REQUIREMENT is not met as evidenced to accurately reflect his negative mood
by: ' and behavior issues and care interventions
Based on interview and record review It was by the Social Worker on 10/29/2010, |

determinad the tacillty failed to ensurs soclal
services were provided to attain and maintain the -
highest practicable well being for four (4) of
twenty-six (28) sampled residents (Resident #2,
#5, #6 and #15 ). Resident #2 was assessed as
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requiring supervision, and as having poor
declsion making skills . The resident was
assisted to the bank.by the. Soclal Worker, who
falled to provide supervision of the bank N
transaction and was unaware of the amount of

maoney which was withdrawn. This resulted in lost

monies of approximately $880.00. Further, the

‘Soclal Worker fallad to document In the medical

record releted to missing monies for Resldents #5
and #15. In addition, the Social Worker falled to

#6.

.Tha findings Include:

1. Resldent #2 was admitted to the facility on
10/17/08 with dlagnoses which Included
Persistent Mental Disorder, Anxlety, Depresslcn
and Psychosis. Review of the Annual Minimum
Data Set (MDS) Assesament dated 06/16/10
revealad the facllity assessed the resident as
having ahort and long tarm memory defloits, as .
being moderdtaly impalred with cognitive skills for
dally decislon making; and, as requiring
cuas/supervision due.to poor declslons. .
Continued reviéw of the MDS revealed the facility
assessed the resident as having a deterloration in
cognitive status. ' :

Review ofthe Interdisciplinary Progress Notes
dated 08/04/10, revealed the Social Worker
transported Resldent #2 to the bank, waited in
the lobby, and falled to provide the resident with
the nasdad supsrvision while Resldent #2 made
the transaction. After leaving the Bank, the Soclal
Worker went through the drive-thru at a local
restaurant and Resident #2 paid with a $20.00
bill, The Social Worker then returned the resldent
to the facility, and later the same day, Informed

address negative behavlors exhibited by Resident

F 260

2. All residents with reportable events
and documented behaviors have been
reviewed to ensure Social Service
documentation by the Social Worker.
Social Services assessments and care
plans have been reviewed by Social
Services and with 1DT team input for
current residents and revised as n¢cessary
to determine substantial compliance. This
was completed on or before 11/23/2010.

3. The nursing staff and Social Services

- staff was provided with re-education on

10/28/2010 by Administrator on the
expectation that Social Services needs to
document on any grievance/reportable
event of resident in medical record.
Nursing staff were re-educated on
11/18/2010 by ADON/DON regarding the
importance of reporting negative resident
mood and behaviors during morning
meeting and on 24 hour report.

STATEMENT OF DEFICIENCIES (X1)- PROVIDER/SUPPLIER/OLIA (X2) MULTIPLE OONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED -
A. BUILDING c
8. WING
185080 10/28/2010
NAME OF PROVIDER OR 8UPPLIER STREET ADDRESS, OITY, STATE, 2iP CODE
' 7300 WOODSPOINT DRIVE
INT CA D RE ENTE .
BRII:_JGE PO RE AN - REHABILITATION c NTER FLORENGE, KY 41042
X0 SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDEA'S PLAN OF CORRECTION {xa)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ASQULATORY OF LBC IDENTIFYING INFORMATION} TAG CROSS-AEFEAENCED TO THE APPROPRIATE DATE
) DEFICIENGY)
F 2680 | Continued From page 3 '

FORM CM8-2687{02-00) Previous Voraions Obsolate

* Event ID: TBEZ11

Faollity 10: 100022

i conlinuation shaet Page 4 of 37




DEC-28-2018 12:30P FROM:MINUTEMAN PRESS

© DEPARTMENT OF HEALTH AND HUMAN SERVICES

(859 371-3B91 TO: 18592462397 P.24

PRINTED: 11/16/2010

_ J FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ . 0938-0301.
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIEFVCLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND RLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
, A. BUILDING o
_ 185000 ° B.WiNa 10/28/2010
NAME OF PROVIDER OR 8UPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
- 7300 WOODSPOINT DRIVE
BRIDGE PO'INT CARE AND REHABILITATION CENTER _FLOFIENCE. KY 41042
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAQ REQULATORY OR LBC IDENTIFYING INFORMATION) TAQ CROBB-REFERENCED TO THE APPROPRIATE DATE
: : 3 DEFICIENCY)
F.250 Cdntlnu.ed From page 4 F 250
the resident of the need to piace the money in the _ )
faclity's safe. However, Resldent #2 stated, 4. Social Services will complets a follow-
he/she would place Ihe_ monsy In the safe It up audit of documentation, assessments
he/she didn't leave town. - and care plans on 5 residents per week for | -
. - 4 weeks to ensure grievances/reportable
Further review of the Interdisciplinary Progress , ;
Notas dated 06/07/10, revealed the Soclal events and behaviors arc addrossed. .
Worker chacked on Rasldent #2 and the resident ompleted audits will be forwarded to the
informed the Saclal Worker about the missing DON and Administrator, who will initiate
manies which the resldent had-kept In the bank further follow-up as indicated and present
envelope. Further review of the Noles revealed, findings at the monthly Pl meeting. '
| Resident #2 and the Social Worker called the - Frequency of audits after initial auditing
Bank and verifled Rasident #2 had withdrawn will be determined based on findings and
$1,000.00. The Soclal Worker did not search for 'PI team recommendations. Deficient
the manles until the next day, 06/08/10. 10 TearTIenaations. Jeliclen
e _ | practice will be corrected immediately.
Raview of the Interdisciplinary Progress Nates 5. Compliance Date 12/10/10
dated 08/08/10 revealad the Social Worker :
- completed a search of Resident #2's room and
Resldent #2's roommate's room "without positive
- | results”. The Interdisciplinary Notes ended on
06/08/10 and there wae ho Ioilow up documented.
Interview on 10/28/10 at 10:10 AM with Resident
#2, revealed that he/she had lost approximately
$1,000.00 the night after withdrawing the monles.
| The resident stated, "the money went missing
from my nightstand drawer, It was in a bank
envelope", Resident #2 also stated, he/she had
never rageived a lock box for the monies and the
facllity hed never relmbursed Resident #2 lor any
- | of the lost monles.
Inten]tlev..r on 10/28/10 at 1:45 PM,with Resldent
#2's daughter revealed she was never informed
about the missing monles, and as of October 6 1h
2010, had Power of Attornay.
Interview wlth the Soclal Worker invalved In the
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case, revealed the she did remaln in the lobby
instead of supervising Regident #2 while the
transactlon was made. The Social Worker alao
revealed she did not know how much money was
stolen and she didn't know how much money was
withdrawn untll she and Resldent #2 called the
Bank. When asked about letting Resident #2
take the monles to the room, the Soclal Worker
etated, she "did not know what Resident #2 would
do with the monles". The Social Worker also
statgd, "some days the resldent gets confused".

Interview with the Adminlatrator on 10/28/10 at
1:25 PM, revealed he was unaware Resident #2

| had monies and stated “we would have educated
or given options, had we known about the
withdrawal". Further interview revealsed, "the way
we knew.how much it was, was bacause the.
Soclal Worker called the bank". The
Administrator also stated, “the mansy had not
.been roplaced due to the amount",

2. Record review revealed Resldent #5 was
admilted to the facility on 04/16/08 with diagnoses
which Included Chronic Kidney Disease,
Depression, and Congestive Hearl Fallure.

Review of the Quarterly Mintmum Data
Assessment (MDS) Assessment dated 08/17/10,
revegled the facility assessed Resldent #6 as
baing alert, having short and long term memaory
Impairment, and modiliad Indspendence for dally
declslon making.

Raview of the facllity's Invastigation revealed on
07/16/10, Resident #5 reported missing $10.00
-{ from hisfher pocketbook. Further review of the
investigative report rovealed the facility conducted
an investigation, repiaced the missing $10.00 and

FORM CMS-2667(02-00) Pravious Vorslons Obaplete Event ID: TSEZ11 Faghity |D: 100022 . Il aontinuatlon shaet Paga 6ol 37



DEC-28-2010 12:31P FROM:MINUTEMAN PRESS (8591 371-3891 TO: 18592462307

DEPARTMENT OF HEALTH AND HUMAN SERVICES
: ID SEAVICES

P.26

PRINTED: 11/16/2010 -
FORM APPROVED"

OMB NO. 0038-0301

Tty PrRovDER/BUPPLER/CLIA
IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES
J AND PLAN OF CORRECTION

185080

(X2) MULTIPLE CONSTRUCTION
A.BUILDING

B, WING

{%3) DATE SURVEY
©  COMPLETED

c
10/26/2010

NAME OF PROVIDER OR BUPPLIER
BRIDGE POINT CARE AND REHABILITATION CENTER '

7300 WOODSPOINT DRIVE
FLORENCE, KY 41042

BTREET ADDREAS, CITY, STATE, ZiP CODE

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX . (EACH DEFICIENCY MUBT BE PRECEDED BY FULL .
TAG | AEQULATORY OR LBC IDENTIFYING INFORMATION)

PRAOVIDER'S PLAN OF CORRECTION

D {Xe)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE _COMPLETION
TAR CROSS-AEFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F'250 Continued From page &

-aducated the resldent an using the facility
provided resldent account system for safe
| keeping of personal spending money.

Review of Resident #5's clinical record revealed
no evidence Social Sarvices had addressed the
missing money. Interview with the facllity's Soocial
Worker on 10/28/10 at 1:30 PM reveatad stie had
conducted an Investigation and educated
-Resldent #5 on the use of the faciiity's resident .
account syslem. However, there was no
documented evidance In the clinical record of the
Incldent or the education provided to Resident #5.
Further Interview with the tacllity's Boclal Worker
ravealed she should have notad thls incldant and
resident education in the clinical record.

3. Record review ravealed Resldent #15 was
admilied to the facility on 04/08/10 with diagnoses
which Included Chronic Back Pain, Atrial
Fibrillation, Chronic Ischemic Heart Disease,
Daprasslon, Left Bundie Branch Bliock, Dlabetes
and Chronic Respiratory Failure.

Review of the Significant Change Minimum Date
Set (MDS), with an assessment date of 08/02/10,
revealed the facllity assessed Resident #15 as
being Indepandent in cognilive skllls for dally
decision making and not having any short or long
term memory deficits,

Review of the facility's invastigation revealed on
10/06/10, Resident #15 reported missing thirly
{$30.00) from his/her lop dresser drawer in
hisfher room. Further review of the investigative
report ravealed the facllity condlcted an
investigatlon, gave Resldent #15 a metal lock hox
and educated Resident #16 on using the facility's

F 260
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" | have noted the.incldent and resident dducation in

1 Review of Intardisciplinary Pragress Notes and

Continued From page 7

resident account system for safe keeping of
peraonal spending monay.

Review of Resident #15's clinical record revealed .
no documented evidence Soclal Services had
addressed the missing money. Interview wilh the
facllily's Secial Worker on 10/268/10 at 1:30 PM
revealed she had conducted an investigation,
glven Resident #15 a metal lock box and
educated him/her on the use of the facllity's
rasldent account system. Further interview with
the faciiity Soclal Workes revepled she should

the clinical record. -

4, Record review revealed Resident #6 was
admitted 1o the fagility with diagnoses which
included Lumbago, Shortness of Breath, Anxlety
and Generalized Pain.

Review of the Significant Change Minlmum Data
Set (MDS), with an assessment dale pf 07/16/10,
rovealed the faclliity assessed Resident #6 as
being Independent related to declsion making
skills. and was reascriable. The facility assessed
ihe rasldent as having no behavloral issues on.
the 07/16/10 MDS. The residant's behaviars,
such as refusing care and safely alarms, were
addressed on the 07/16/10 Care Plan,

Nuraas Notes from 07/19/10 to 10/11/10, after the
7/16/10 MDS, revealed Resldent #6 oflen relused
care and medications. The rasitdent was an
oxtroma falls risk but was non-compliant with
alarms to hig/her bed and chalr.  The resident
was noled to often be hostile with combative
bahaviors towards staff. These behavlors
Included cursing, yeliing and hitting, as well as

'F 250
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removing and qunlng cords to safety alarms.

Interview with Registered Nurse (RN} #6, who
 worked on the resident's unit, revealed that on
09/13/10 between 6:00 PM and 7:00 PM the
resldent's alarms were going off and she and
Certlfled Nurse Assistants (CNA's) # 6 and #7
responded. RN #8 stated she found the resident
up unassisted and tried to assist him/her back to
bed. The resident yelled and cursed at RN #6
and then grabbed her and hit her. '

Interview with CNA #7 on 10/27/10 at 5:15 PM
revealed she witnessed the resident grabbing and
hitting RN #6.

Interview with CNA#6 on 10/27/10 at 5:30 PM
revealad the resident got very aggressive with RN
#6 on 09/13/10 and was cursing her and
thraatening her with his fist. CNA #6 revealed
that she asked the resident to stop. She sald she
was In the hall, not in the resident’s room, when
the resident hit RN #8. CNA #8 sald the RN had
baen lrying to exptaln that the resident must not
get up without assistance rétated to safety Issues.
This CNA Indicted the nurse was trying to get the
resident to sit down when he/she became so
hostlle and aggressive.

Interview on 10/27/10 at 5:40 PM with Resldent
#13 revealed that he was In the hall in his
wheelchair cutside Resldent #8's room when he
witnessed Resident #8 yelling, cursing and hitting |
the nurse who was 1rying to get him to sit-down.
flesident #13 revealed that ho/she yelled for help
because of the fear for Nurse #8's safely.

Further interview with Resident

#13 reveslad he/she had often seen Residont #8
angry, aggressive and viclent with tacllity staff.
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Review -of Resident #6's Care Plan revealed that
Sooial Services assessed the resident as alert,
comminicates nesds and as being pleasant and
cooperative with siaff, Interview with the Social
Worker on 10/27/10 at 2:30 PM revealed she has
not experienced anything negative with Resident
118, never had a problem with the resident and
never witnessed any negative behavior with staff.
She revealed that she though |t was just a
personaility confiict with Nurse #8. The Soclal
Waorker indicated that she had heard others say
the resident demanstrated bshaviors but that was
not her experience with this resident.

Interview with the MDS Nurse, Licensed Practical
Nurse (LPN) #7, on 10/28/10 at 11:00 AM
revealed in her experience Resldent #8 was not
pleasant or cooperative with staff. She stated
that It was hard to get the resident to cooparate
when she was doing the regldent's quarterly

‘| MDS agsesament In October. LPN #7 did not do

the MDS assessment In-July. : . ' _ /
F 278 | 483.20(g) - (j) ASSESSMENT F 27g| 1. Resident #7's MDS and care plan 12428 /70
88=D | ACCURACY/COORDINATION/CERTIFIED o reflects that she has limited range of

' S . { motion in her right hand and she does not
The assessment must accurately reflectthe - use side rails.
resident's status. 2. The nursing management team and
‘ the MDS nurse with input from therapy
A registered nurse must conduct or coordinate have reviewed all of the residents :

| emch assessment with the appropriaie

pariicipatian of health professionals. assessments on or before 11/23/2010 and

determined that assessiments are complete,

Aregisterad nurse must sign and ocertify that the accurate;, match care plan interventions
assossment s completed. - and are in substantial compliance.

| Each indlyldual who compietes & portion of the
-asseasment must sign and certify the aceuracy of
that portion of the asgessment. .
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Under Madicare and Medicaid, an individual who 3. The MDS staff was provided with
williully and knowingly certities a material and additional re-education by the Assistant
.fa|g° S:atte_me{“"m a resident ﬁss‘?ssT_Bm s h Director of Nursing (ADON)/Director of
subject to a civil money panalty of not more than Nursing (DON) during the survey and on

| $1,000 for each assesgment; or an individual who
 willfully and knowlIngly causes another individual
1o certlfy a material and false statemaent in a

11/18/2010 regarding the importance of
accurate assessments of care areas and

resident assessment Is subject to & clvil money knowledge of residents status, needs,
penally of not more than $5,000 for each strengths, and areas of decline. The
assessment. . - | resident comprehensive assessments will

- : be reviewed for accuracy during weekly
Clinical disagreement does not constitute a CARE meetings ongoing.

matetial and false staternent.
' L _ 4. The MDS nurse and/or Unit manager
;’}}:Ie REQUIREMENT Is not met as evidenced will audit 5 comprehensive assessments to
| Based on interview and record review It was . ' i“ﬁ;i:cc::acﬂ 33( .pert weel:.for “.Ti gc"t
_| determinad the tacliity fallad to ansure the AWy coticient practice will be
Comprahansive Assessment accurately reflected corrected immediately. Audit findings

| the resident's status for ane (1) of twenty-five (25) will be forwarded to the DON, who will
sampled residents (Resident #7). - initiate further follow-up as indicated and
' present findings at the monthly
The flndlqgs include: ' Performance Improvement meeting for

further evaluation.

Review of Resldent #7's medical record revealed .
5. Compliance date 12/10/10

dlagnoses which Included infantile Cerebral -
Palsy. Review of the Signlficant Change Minimum
Data Sat (MDS) Assassment dated 08/05/10
revealed the facllity assessed the resident as
using bed ralls for bed mobllity and transfer.

QObservation of the reeident on 10/28/10 at 1:25
PM revealed the resident was In bad and there
" | were no slde ralls noted on the bed,

Review of the "Davice Evaluation® dated 08/08/10
rovealed the saction labeled "side rall

: FCHMCM8-2557(02—9ﬂ) Frevious Veralons Qbeolete Event ID: TSEZ11 Faclity ID; 100022 " conllnuatlon'sheat Poge 110137 7
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| while in bed as an enabler,

Coordinator, revealed she had completed the -

- | 08/05/10. Continued interview revealad she must

| Interview on 10/28/10 at 1:45 PM with the Unit

‘having a side rall on the bed. Fuither Interview

svaluation/interventions attempted to date” was
not checked to denote the resident had side rails.

Reviaw of the Cbmprehans_lve Plan of Care dated
08/07/10 revealsd the resident had the potential
for fails and the Interventions Included side rail

Interuiaw on 10/26/10 at 12:30 PM with the MDS
Significant Change MDS Asaessmant dated

have dbsarved side ralls on the bed at the time
she was completing the MDS Agsessment. She
further stated the "Davice Evaluatlens” were
competed by the Unit Managers.

Manager assigned to Resident #7, revealed the
resident had not had a slde rall on the bed since
she had been on the unit, and she had worked on
the unit since 12/09. She further stated she had
completed the "Device Evaluation" dated
08/08/10 and had not marked the resident as

ravéaled the MDS Coordinator should have
“caught It" while completing the MDS dated
0B8/05/10. A

Further review of the Signiftcant Changa MDS
Assessment deted 08/05/10 revealed the facility
assessad the raslient as having no functional
limitation In Ranga of Motion (ROM) or voluntary
movement,

Observation of the resident during a skin
assessmenl on 10/27/10 at 10:00 AM with
Licensed Practical Nurse (LPN) #4/Wound Nurse
revaaled the resldent's laft hand was closed.
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Further observation revealed the resident was
unable to extend the left hand to full rangs of
motlon,

Review of the Occupational Therapy Evaluation
dated 12/02/09 revealed the resident had
decreased lofl fine-motor skills related to trigger
finger. : . _

Observatlon of Resldent #7 with the Occupational
Therapist (OT) and Interview with the OT on
10/28/10 at- 1:30 PM, revealed the resldent had
full ROM In the first and second digits of the left
hand, and tightness and arthritic deformity in the
third and digits of the left hand. Further Interview
‘| with the OT on 10/28/10 at 5:00 PM revealad the
resident did not have a contracture; however, had:
trigger finger which was an inflammation at the
tendon sheath. She further stated a splint or
ROM would not prevent the trigger finger from
getting worse.

Interview on 10/28/10 at 12:30 PM with the MDS
Coordinator on 10/28/10 revealed she performed
ROM on resldents prior 1o completing the MOS to
ensure there were no concerns related 1o ROM.
‘She further slated she had completed the
 Significant Change MDS on 08/06/10 and had not
noted limitations In ROM or voluntary movement
| of the resident's laft hand. .

F 270 ] 483,20(d), 483.20(k)(1)} DEVELOP F 279
$8=0 | COMPREHENSIVE CARE PLANS

A taclity must use the results of the assessment
to develop, reylew and revise the resident's
compreheansive plan of care. _ :

The facility must develop a compre_henslva care
plan for each resldent that Includes measurable
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| Based on abservation, Intarview, and record

| developed to meet the resldents' medical and

objectives and timetables to mast a resident's

medical, hursing, and mental and psychosacial
neads that are (déntifled In the comprehensive
assessment. :

The care plan must deacrlbe the services that are
10 be turnished to altaln or maintain the resident's
highest practicable physical, mental, and
paychosoctal wall-being as required under
§483.25; and any gervices that would otherwise
be required under §483.25 but are not provided
due to the resident's exerclse of rights under
§483.10, Including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT Is not riet as evidenced
by:

review, it was determined the facllily failed to
ensure Comprahensive Plans of Care were

nursing needs for one (1) of twenty-six (26)
sampled residents (Resldent #7).

The findings Include:

Raview of Resldent #7's medigal record revealed
diagnoses which included Infantile Cerebral Palsy
and a History of Falls. Review of the Significant
Change Minimum Data Set (MDS) Assessment
dated 08/05/10 revealed the tacitity assessed the
resident as having no falls the past thirty (30)
days or the past one hundred and sighty (180)
days. Further review of the MDS revealed the
faclity assessed the resident as uaing bad ralls
for bed mobillity and transfer.

Observation of the resident on 10/26/10 at 1:25

%4) ID I X8}
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' DEFICIENCY) .
Continued From page 13 F 279

12feho

1. Resident #7 ts nol using side rails on
bed. The plan of care was corrected on
October 27, 2010 by unit manager to
reflect no side rails were being used.
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PM revealed the reslident was In bed and a bed
alarm was In place. There were no side ralls 2. The nursing management team along

noted on the bed. with the interdisciplinary team reviewed

Review of the "Device Evaluation® dated 08/08/1 0 and updated the residents’ comprehensive
revealed the section labeted "slde rall ‘ : care plans on or before 12/4/10 to reflect

ovaluation/interventions attempted 1o date" was the current status of residents’ care.
not marked to denote the resident had side ralls. '

| Review of the Camprehensive Plan of Care dated 3. The MDS nurse and nursing staff were

08/07/10 revealad the resldent had the potential ~ provided with additional re-education by
for falls related to incontinence of bowel and the ADON/ DON during survey and on
bladder, requlred extensive to total assistance 11/18/2010 regarding the importance of
with bed mobility, tolleting, and transfers, and was reviewing comprehensive care plans for
non-ambutatory. The interventions included side " accuracy (o reflect resident’s level of care.
rall white in bed as an enabler. _
Interviow on 10/28/10 at 12:30 PM with the MDS | | 4. The MDS nurse :'md/of Unit Manager
COOYdII"IatOF. revealed she had Qompleted the . will conduct an nudit ofS residents’

" | MDS dated 08/05/40. She further stated she - comprehensive care plans, matching care

completed the Care Plans on Admission,
Quatterly, Annually, and with a Significant
Change Assesament. She further stated the staff

plans to identified nceds via the
comprehensive assessment, per week for

nurses were responsible for ravising the Plans of 4 weeks to determine care plan reflects
Care between Assessmants. Continued Interview | - residents care needs. Deficient practice
revealed she must have observed side rails on will be corrected immediately. Audit
the bed at the time she was completing the findings wili be forwarded to the DON,
08/06/10 Significant Change MDS Assessment. 1 who will initiate further follow-up as
She stated the MDS Coordinators did nol indicated and present findings at the

complete the "Davice Evaiuation”, and those

forms were competed by the Unit Managers.” monthly Pl meeting. Frequency of audits

will be determined based on findings and

Interview on 10/28/10 at 1:45 PM with the Unit Pl team recommendations.
Maneger assigned to Resident #7, revealed she 5. Compliance Date 12/10/10
had bsen on the unt since 12/09, and the - -
resident had not had a side rall on tha bed since -
she had been an the unit, She stated she had
compieted the "Device Evaluation® dated
08/06/10 and had not marked the resident as
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" | Acontprehensive care plan must bs developsd

for three (3) out of twenty-six (26) sempled

Continued From page 15 - : ‘
having a side rall on the bed. Further interview
reveated the MDS Coordinator should have
"caught it" when she complsted the MDS datad
08/05/10. _ oo -
483.20(d)(3), 483.10(k)(2) RIGHT TO.
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudgad
Incompetent or otherwise foundto be
Incapacitated under the laws of the State, to
participate in planning cdre and treatment or
changes In care and treatment. ‘

within 7 days after the completion of the
comprehensive assessrment, prepared by an
Interdisciplinary team, that includes the attending
physician, a registerad nurge with rasponsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's naeds,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal rapresentafive; and periodically roviewed
and revised by a team of quallfied persons after
each assessment,

This REQUIREMENT Is not mel as evidenced
by:

Based on observation, Interview and record
review [t was daetermined the facllity falied to
review and-revise the Comprehensive Care Plan

resldents (Resldent #7, #13 and #20). Residen
#7 had a Cars Plan developed which stated the
resident was to be assisted with meal set up and
supervision for completion of the meals.

F 279

F 280
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However, observation and interview revealsd the -
resident.was fed by staff. Resident #13's Care
Plan Indicated the use of welghted utensiis and ' :
cup howeéver, the Care Plan was not revised to- 1. Resident #7’s care plan was updated by /Z/%b
;gor:; gl:cgg:guﬁ:z gf tflwesedc:e\:i:ﬁ% gietzigl:nt # | unit manager on 10/27/2010 to reflect that -
. veloped fo : : ‘
whlch interview revealed the resident no Ionger she requires to be fed by staff at cach
had. meal, :
Resident #13’s care plan was updated
The findings Include: 10/27/10 by unit manager to reflect that
K - divided plate was the only adaptive eat:ng
‘| 1. Revlew of Resident #20's medical racord e t ordered.
qupI‘!"lOl'l ordcre
revealed diagnoses which included Depressive )
Disordsr, Constipation, Dysphagla, and Aphagia Resident #20's care plan was updated by
due-to a Carebrovascular Accldent. Raview of the unit manageron 10/28/10 to indicate
| Quarterly.Minimum Date Set (MDS) Asgessment resolution of C-diff.
dated 09/18/10 revealed the resident was '
assesged by the facllity es having Clostridium -
| Diftlclle Infection. 2. The nursing management team and
_ ' MDS nurse completed an audit of all
Review of the Comprehenslve Care Plan dated resident plans-of care, revised and
09/26/10 revealed the facillty had developed a updated as necessary to reflect current.
bowel simination: dlrhoe rolatod fo Cloatridum rosident status on or before 11/23/10.
Difficlle Infeofion. Interventions includedto Cars planis ware datermined to be in
adminiater anti-dlartheal medication, record bowe! substantial compliance
movements and administer antibiotic as ordered. _
' 3. The nursing staff was provided with
Review of the Medloatlon Administration racord P, ;
for Reslident #20 revealed no order for the use of additional re-educat.lon by ADC.)N/DON _
an anti-diarrheal or antiblotic and was not on 11/18/2010 to reinforce the importance -
recelving elther medicatlon per review of the of revising plans of care with any changes
resident's record. in resident orders/change in conditions.
Interview with Registered Nurse (RN) #1, Unit ) ,
Manager for the ong-hundred (100) hall and this 4. The MDS nurse and/or Unit Manager
resident, on 10/28/10 at 10:30 AM revealed she -will conduct an audit of 5 residents
- | was responsible for updating the Care Plan In this comprehensive care plans per week for 4
case beoause the antiblotic had been completed weeks to determine care plan accurately
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| and the Infection resolved after the care plan was

| and Chronic Qbstructive Pulmonary Disease.

1 Review of Resident #1's Physiclan crders dated

"has order for welghted utensils, cup and divided

| and floor nuraes ware to update the POC for all
-pther changes.

reviewed,

2. Resldent #13 was admitied to the facility an
06/02/10 with dlagnoses which included Pressure
Ulcer, Arthropathy Hand, Paraplegla, Depression

Observation of Resldent #13 on 10/26/10 al 6:16
PM, and agaln gn 10/27/10 at 8:00 AM and 12:30

PM revealed the resident's meal was BBNBG ona |

divided plats, as ordered.

09/29/10, revealed the following order with a starn
date of 09/18/10, " Resldent to'have divided plate
with meals". Review of Resldent #13's Sell Care
Deticit Plan of Care (POC) revealed " Resident
has range of motion (ROM) deflcite in legs, ieet,
arms and [eft hand, has tremor to right hand and

plate". The POC was dated as reviewed on
06/28/10. Further review of the Physiclan orders
revealed no order for weighted utenslls or cup,
Review of the rasident's medical record revealed
the resident was readmittad from the hospltat on
09/18/10 and ths POC had not been
updated/revised to Include Resldent #13's current
physiclan orders.

interview with the Minimum Data Set (MDS)
Nurse/RN #5 on 10/28/10 at 2;25 PM revealed
sha completes the Initlal POC and updates the
POC with significant change and quarterly
assessments. AN #5 stated the Unit Manager

interview with the Unit Manager, RN #1 on
10/28/10 at 2:35 PM, revealed the floor nurses
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reflects residents care needs. Deficient
practice will be corrected immediately.
Audit findings will be forwarded to the
DON, who will initiate further follow-up |
as indicated and present findings at the
monthly P1 meeting. Frequency of audits
after initial auditing will be determined
based on findings and PI team
recommendations.

5. Compliance date 12/10/10 |
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| diagnosis of Hypertension, polypharmacy, and

wore to update the residents POC at the time an
order was received. AN #1 Indicated she was
unaware as to why the POC had not been
updated, and did not know the welghted utensils
and/or the cup was on the POC.

3. Review of Resldant #7's medical record
revealed diagnoses which included Infantile
Cerebral Palsy. Review of the Signlficant Changs
Minimum Data Set (MDS) Assessment daled
08/05/10 revaaled the fecllity assessed the
resident as having severe impairmant In cognitiva
skills for daily daciston making and as heing
indepandent with eating.

Review of the Comprehensive Plan of Care dated
12/16/09 and revised on 08/07/10 revealed the
rasident was at nutritional risk related to &

had varled Intakes. The intarvantions included
asslsting with meat set up as needed and
supervising for completion,

Obsetvation of the resldent on 10/26/10 at 6:20
PM revealed the rasident wes being fed by a
Certifled Nursing Asslstant (CNA). Further
obsérvation of the resident on 10/27/10 at 8:20
Agl revealad the resident was being fed par CNA
#9. .

Interview on 10/27/10 at 10:00 AM with CNA #11
revealed the resident used to feed his/herself,
however, the resident stopped feading self about
a month ago and now needed to be fed.

Interview on 10/28/10 at 12:30 PM with the MDS
Coordinator revealed she daveloped the Plans of
Care with Quarterly and Comprehensive

Assessments and at the time she completed the
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[ Interview on 10/28/10 at 1:46 PM with the Unit

F 282

_The findings Include:

Continued From page 19

Signlficant CHange MDS dated 08/05/10, the
resident was feeding her/ himself, She further
stated she was unaware the resident now nesded
to'bs fed, and the stalf nurses were to revise the
Plans of Care between Assessments.

Manager assigned to Resident #7, revealed sha -
had just talked with CNA #11 who had Informed
her the resldent needed to be fed all the tims.
She further stated the aldes should have
Intormed the nurses so the Plan of Carg could be
updated to reflact the resldent's decline In feeding
status.

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

The services provided or arranged by the facility
must be provided by quallfled persons in
accordance with each resldant's written plan of
care, :

This REQUIREMENT Is hot met as evidenced
by: :
Based onh observatlon, racord review and
interview, It was datermined the faolllty failed to
foliow wrilten plans of care for two (2) of twenty
8ix (26) sampled residents Resident ¢10 and
#13). Rasldent #10 was care planned for the use
of a'Nosey cup and Resident #13's Plan of Care
included to be up In a chalr no more than three
(3) hours.

1. Revlew of Resldant #10's madical record
revealed diagnoses which Included Cerebral
Vascular Accident and Aphasle.

F 280

F 282

I. Resident #10’s nosey cup was not
reordered upon return from hospital on
9/27/2010. Resident # 10°s plan of care
was revised during survey by Unit
Manager and nosey cup discontinued. .
Resident #13’s care plan was updated
during survey and on | 1/19/10 to reflect
his non compliance with being in chair no
more than 3 hours and that staff have

-educated him on risks and benefits of this

decision,

13ho/le| |
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| Record review of Resident #10's Camprehensive
. | Ptan of Care interventions Included the resident

.| should have Nosey cups for all ligulds, to
Increase the resident's lndapendence in self
feeding.

| Observation of evening meal service'on 10/26/10
and 10/27/10 revealed Resident #10 was not
provitded Nosey cups for liquids, Review of the
resident's meal service ticket indicated the need

"| for tha use of the Nosey cups,

" | Interview with' the Dietary Manager an 10/27/10 at
5:15 PM revealed It was dletary staffs'
responslibliity to read the meal servics ticket and
ensure Resldent #10 had the adaptive utenslis.

interview with Licensed Practical Nurge (LPN) #1
on 10/26/10 at 3:30 PM revealed Reslident #10's
Care Plan interventlon for the use of the Nosey
cups should have heen followad by all staff, at all
times.

2. Review of Resident #13's medicat record
revealed diagnoses which intiuded Pressure
Ulcer, Arthropathy Hand, Paraplegla, Depression
and Chronic Obstructive Pulmonary Disease.

Review of Resident #13's Skin Plan of Care
(POC) revealed the resident was bodfast related
to pressure ulcers, The POC Indicated an
Intervention that "the residsnt may be up in Gerl
chair for maximum of twe (2) hours per day, per
the Physician's orders”. .

Observation of Resident #13 on 10/26/10 at 1:15
PM, revealed the resident was sitting up In a
reclined Geri-chair. Continued observations on

2. The nursing management team along
with the interdisciplinary team completed
an audit of all resident care plans to
ensure implementation of interventions
and that services are provided by
qualified persons in accordance with
written plan of care on or before 12/4/10.
We determined that no other residents
were affected.

3. The nursing staff was provided with
additional re-education by the
ADON/DON on 11/18/2010 to reinforce
the importance of revising and following
plans of care with any changes in resident
orders/ resident conditions,

4, The MDS nurse and/or Unit Manager
will conduct an audit of 5 residents’
comprehensive care plans per week for 4
weeks to determine care plan reflects
residents care needs and that care plan is
revised as needed and being followed,
The audit will consist of reviewing the
care plan and assessing resident to ensure
interventions are in place. Deficient
practice will be corrected immediately.
Audit findings will be forwarded to the
DON, who will initiate further follow-up
as indicated and present findings at the
monthly Pl mecting. Frequency of audits
will be determined based on findings and
Pl team recominendations.

5. Compliance date 12/10/10
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.6poken with the physician and recelved orders for

. | the State Registered Nurse Aide (SRNA) POC

- | Resident #22, who was admitted at 1:30 PM on

Continued From page 21 ~

10/26/10 at 2:45 PM, 3:15 PM, 4:00 PM, 5:00 PM,
5:16 PM and agaln on 10/27/10 at 12;30 PM, 1:30
PM, 2:30 PM, 3:30 PM, 4:30 PM and 5:30 PM
revealed Resident #13 Plan.of Care falled 1o be
implemented related to the lenpth of ime he/she
was {o bs silting up in the Ger! chair,

Review of Resident #13's Physiclan orders dated
08/29/10, revealed the following order with a start
date of 07/13/10, may sit In motorized wheelchalr
for thres (3) hours maximum of two (2) times per
day. :

Interview with the Minimum Data Sat (MDS) RN
#5 on 10/28/10 at 4:00 PM, revealed she had

the Geri chalr, max 3 hours a day. She indicated
she would update the POC, right away.

Interview with the Unit Manager, RN #1 on
10/26/10 at'4:30 PM, revealed she was not aware
the resident's POC stated to only be up two (2)
hours a day. She further stated It should be on

and she would get It updated.
483.25(m}(2) RESIDENTS FREE OF
SIGNIFICANT MED ERRORS

The facllity must ensure that residents are free of
any significant medication errors.

This REQUIREMENT s not met as evidenosd
by:

Based on interview and record review it was
determined the facliity falled to ensure
medications were avallable and administerad to
one (1) of twenty-six (26) sampled residants,.

F 282

F 333

1. Resident #22 was discharged from 4]34!//0

facility on 2/29/10 and readmitted on
3/5/2010 with no medication availability
issues.

2. An audit of all medication records was
completed by Unit managers and ADON
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;ﬁ: J%I%%?:"ﬁ g:? 1”5:‘ ;783"’3 ordered medication current residents for November and
‘ ' : December 2010 were audited with no
The findings include: " | significant medication errors noted on 12-
10-10.
Review of Resldent #22's medical record ]
revaaled the resident was edmitted o the facility .
on 12/10/09 at 1:30 PM with dlagnoses of 3. The Nursing staff were re-cducated by
Muscular Sglerosis, Hypertenston, Hemiplagle, the ADON/DON on 11/18/2010 regarding
Selzure Disorder, Anxisty Disorder, Bl-polar : expectation for follow-vp with pharmacy,
Disorder, Urine Retention and Muscle Weakness, pulling initial dosage of medication from
E-box , protocol of calling pharmacy to

Interview with the Assistant Director of Nursing alert them of admission after | PM and

(ADON), Reglstered Nurse (AN} #2, on 10/28/10 |
at 10:00 AM roevealed Resldent #22 transferred
from home health care and the facility did not

documentation of contact made with
pharmacy. Education also included

recelve a definite order of medications presoribed contacting nurse manager for untimely

for the resident unti! 3:30 PM on 12/10/09. At - delivery of medications. Pharmacy logs -
3:37 on 12/10/09 PM, the facllity faxed the order are being maintained on each unit to

to the pharmacy. The ADON revealed that his communicate and track needs from the
shift had ended at 3:00 PM and hae ieft the facliity, pharmacy. This log will be reviewed
transferring his dulies to the next nurse on duty. daily by a nurse supervisor to ensure that

RN #2 revealsd that the medications did not
arrive to be administered at the 4.00 PM _
medication pass because lhey were ordered so
late. The madications. missed at 4:00 PM wers

items necded from the pharmacy are
received timely.

the following: Coreg 3.123 MG, Kepra 1000 and 4. The Nurse Managers will audit
5?&5’3 500 MG, Naproxen 600 MG and Zanaflex medication availability and pharmacy logs
for 3 new admissions per week for 4
(nterview with the ADON on 10/20/10 at 10:10 AM weeks. Audit findings will be forwarded
revealed that Resident #22's madications did not to the DON, who will initiate further
arrive on 12/10/00 and no one called the follow-up as indicated and present
pharmacy to check on them. The ADON revealed - findings at the monthly Pl. Frequency of
the resident also missed his/her medications at audits will be determined based on

8:00 AM on 12/11/08: Aspirin 81 MG, Coreg ‘ o
3.125 MG, Ferrous Sulfate 325 MG, Flonase 50 findings and PI team recommendations.

MG, Keppra 1000 MG and Keppra 600 MG, - 5. Compliance Date 12/10/10
Naproxen 500 MG, Omeprazole 20 MG,
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Simvastin 40 MG, Zanaflex 4 MG, Fluoxetine 20
MG and Hydrochlordth!azlde 12.6 MG.

The ADON ravealed after the madication pass on
8:00 AM on 12/11/08, with no medications
administered to Resident #22, RN #3 ordered
Resldent # 22's medicat/ons.to be deliverad "stat" | -
from the pharmacy. :

Record Review of the Pharmacy Requisition
Report revealed the medications for Resident
#22 were received from the faolllty on 12/10/09 at
3:38 PM

Record review of the Shlpment Summary
revaaled the medications were delivered to the
tacllity on 12/11/09 at 2:20 PM.

Record review of the 12/11/09 Medicatlon:
Administration Report (MARS) revealed that-
Residant #22's medications were adgministered-at
4:00 PM and 8:00 PM on 12/11/09.

Interview with the ADON on 10/28/10 at 10:15 AM
ravealed he did not know why no one foliowad up
and reordered Resldent #22's medications "stat"
on 12/10/09 when they were not avallable for the
12/10/10 4:00.PM medication pass. He did not
know why RN #3 walted until 10;00 AM on
12/11/10-t0 order the medications "stat" for
Resident #22. When asked what happened that
the resideni did not get his/her medications until
approximately 26 hours after admissian, the
ADON stated "there must have been a
breakdown” with the pharmacy.

Racord Review of faclliity policy regarding
medication not available revealed the following
directives:
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not walt untll the med pass is completed. The

- | and utensils for residents who need them.

| provide speclal eating utensllis and equipment for
one (1) of twenty six (26} residents, Resident #10.

| Fievlaw‘ of the Signlficant Change Minimum Date

Continued From page 24 -

Upon discovery that 8 medication Is unavaliable,
the licensed nurse shouid take action at once and

nurse should call the pharmacy and speak to a
Reglstered Pharmacist to determine the status of
the order. If not ordered, the nurse should place
the ordar re-order to be sant with the next
scheduled delivery. if the next avallable delivery
causes delay or missed dose in the medication
schedule, take the medlcation from tha
amargency stock supply to administer the dose.
If the medicatlon Is not available In the
emargency stock supply, notity the pharmacist
and arrange for an.emergency delivery. The
facllity falled to foliow thelr poliby regarding
unavallable medications. =~

483.35(g) ASSISTIVE DEVICES - EATING
EQUIPMENT/UTENSILS

The facillty must provide spaclal eating equipment

This REQUIREMENT ia not met as evidenced
by:

Based on ohsaervation, record review and ,
interview, It was determined the tacllity falied to

The findings Include:

Resldent #10 was admitted on 07/01/05 with
diagnoses that Included: Diabetes, Cerebral
Vasoular Accident, Aphasla, an Depression and
Congestive Heart Fallure.

Set Assessment (MDS) dated 08/17/10 revealed

F 333

F 369

1resident tray card.

1. Resident #10 was reassessed by |17 )WA
Occupational therapy on 10/28/10 and

| nosey cup was deemed unnecessary at this
time and removed from orders and

=5
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the facliity assessed Resldent #10 as having
mddifled independence related to cognition,
Review of an Annual Assessment dated 04/26/10
revealed the facility assessed Resident #10as
having no issues with-his/her cognltion/decision
making skllis. The facllity assessed the resident
as needing extensive asslstance with eating,

Revisw of Physiclans Ordars datad 09/03/10
revealed an order for Speech Therapy to evaluate
and treat as Indicated.for Dysphagla.

Review of the Comprehensive Plan of Care dated
009/27/10 revealed a plan had been developed
related to the restdents Risk for aiteration in fiuld

_{ batanoe related to: decreased Independent

access to flulds and not consuming all ligquids
provided, The Plan of Care Indicated the resident
was on diuraetics and had a diagnosls of
Congestive Heart Faflure. The goal for meeting
this focus included the use of Nosey cups tar all
liquids,

Observatlon of evering meal on 10/26/1'0 and
10/27110 revealed Resldent #10's meal tickel
indicated this resident was to have Nosey cups
for llquids. During ochservations, during both of
these meals, reveated Resldent #10 failed to be
provided the Nosey cups. Resident #10 was
observed during both the above mesgls to be -

drinking from regular cups without difficulty.

Review of the Medical Nutrition Therapy

1 Assessment dated 09/08/10 and signed by

Reglstered Dietlctan (RD) on 08/17/10 revealed
the use of the Nosey cups, for Resldent #10.
Review of Interdisciplinary Communication to
Nutritien Services dated 08/09/10 and signed by
LPN #1 revealed the request for Nosey cups for

F 360

. |equipment use and providing equipment

: , FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID SERVICES OMB NO. 0938-0391
ETATEMENT OF DEFICIENCIES Py PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE.CONBTRUCTION (X2} DATE BURVEY .
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. ' A, BUILDING
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g B, WING :
. 186080 10/28/2010
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(X4 ID SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (x8)
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DEFIGIENCY)
F-380 | Continued From page 26

2. The Dietary Manager/Dietician will
audit residents with adaptive equipment
orders to determine adaptive equipment is
available for residents to use by 12/6/10.
All equipment will be available and
accurately reflected in orders, on tray
cards and in use by 12/6/10.

3. During the survey on 10/27/10 dietary
staff were re-educated by dietary manager
on the importance of providing adaptive
equipment per physician orders and -
reporting refusails of adaptive equipment
to responsible nursing staff. Additional re-
education re-enforcing adaptive

on tray will be provided for dietary staff
by Administrator and Dietician on or
before 11-30-2010. Nursing staff were
provided with additional re-education on
11/18/2010 by DON/ADON regarding the
importance of checking tray tickets for
adaptive equipment notations and
requesting dietary to provide if not on
{tray. .

4, The Dietary Manager/Dietidian will
audit all residents with adaptive

FORM CME-2607(02-80) Pravious Verslons Dbsolote

Event ID: TAEZ11

Faclily ID: 100022
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| considered satistagtory by Federal, State or local

| prepare, store and distrlbute food under sanitary

The tacllity must -
(1) Procure food from sources approved or

authorities; and
(2) Store, prepare, distribute and sarve food
under sanitary condltlons

This REQUIREMENT i not met a8 ovidenced

by. . - .
Based on observation, Interview and record
review It was determined the faollity failed to

condltions. Obsarvation revaaied a mixer to be
stored dirly, tive (6) hotel pans stored wet,
Improper glove usage and hand washing,
improper wearing of halrnets, and fans with dust
bulldup on them.

;l’he findings include:

(859) 371-3891 TO: 18592462307 P.46
DEPARTMENT OF HEALTH AND HUMAN SERVICES PB'?JHE%AW%E\?ES
CENTERS FOR MEDICAR% & MEDICAID SERVICES - OMB NO. 0938-0
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED-
- - A BUILDING o
, 186080 B.wING 10/28/2010 -
NAME OF PROVIDER OR SUPPLIER "§TAEET ADDRESS, CITY, STATE, ZIP CODE
. : ' - 7300 WOODSPOINT DRIVE
BRIDGE POINT CARE AND HEHAB!LITATIOIINI CE.NTEFI PLORENCE, KY 41082
(X4) D T BUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'B PLAN OF CORRECTION (%)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE CGOMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG OROBB-REFERENCED TO THE APPROPRIATE DATE
- _ DEFICIENCY)
F 369 Continued From page 26 F 360/ equipment orders to determine if adaptive
- | all meais, to incraase the resident's equipment is available for resident to use
independence with self feeding. | on trays and orders remain active and
' _ | update tray cards as indicated 3X week
Interview with the Dietary Manager an 10/27/10 at } for  total of 6 meals per week for 6
5:15 PM revealed it was all Dlstary stafts weeks. Audit findi 1 be fi ded
responsibllity to make sure recommended ecks. Audit findings will be forwarde
adaptive equipment was made avaliable to to the Admmlstratm:, who vtnll initiate
residants. She further stated that Resldent #10 further follow-up with nursing as
had told staff numerous times he/she no longer indicated and present findings at the
wanted the Nosey cups and was nol going to monthly P meeting. Frequency of audits
drink out of them. However, observations, noted after initial auditing will be detcrmined
above, revealed staff falled to offer the Nosey based on findings and P team

_ .oups to the rasident, ‘ recommendations

F 371 | 483.35(1) FOOD PROCURE, F371] R

5=k | STORE/PREPARE/SERVE - SANITARY. 5. Compliance Date 12/10/10
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PROVIDER'S PLAN OF CORRECTION

1; Observation on 10/26/10 at 10:20 AM revealed
the mixer was stored covered with crumbs In the
bottom of the bowl. .

Interview, with the Dietary Manager on 10/26/10
at 10:20 AM, revealad the mixer should not ba

.| 2. Observation on 10/26/10 at 10:23 AM revealed
five (6) pans storad wet.

Interview with the Dietary Manager on 10/26/10 at
10:23 AM revealed the pans should not be stered
wet because It could cause bacterla to grow,

3. Observatlon on 10/26/10 at 4:35 PM rovealed
the Administrator entered the kitohan from the
dining reom without wearing a halrnet. He was
observed to stand approximately three (3) feat
Inalde the kitchen, during the trayline.

interviaw with the Administrator on 10/26/10 at
{ 6:40 PM revealed he did not normally enter the
kitchen without wearing & hair net. He further
indicated there was a safe araa to enter the
kitchan without wearing a halrnet,

Intervisw with the Dietdry Manager on 10/26/10 at
6:23 PM revealed per the policy If you were in the
kitchan you should wear & halrnet.

Obsarvation on 10/27/10 at 7:05 AM, a Dietary
Alde was observed to enter the kitchen from the
backdoor. She was then noted o -enter the
kitchen officé, the storage room and walk through
the back food preparation area. QObservation
revealed the Alde was not wearing & hairet.

(X&) ID SUMMARY STATEMENT OF DEFICIENCIES D - (8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PAEEIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ - REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEAENCED TO THE APPROPRIATE DATE
. ' DEFICIENCY)
F 371 | Continued From page 27 F 371| |. Mixer was cleaned and stored and all 2 /M //,a _

stored In this manner because it was. not sanitary. |’

pans were rewashed and allowed to dry
completely on 10/26/10 by dietary
manager. No specific residents were
identified.

2. Sanitation rounds were conducted by
the Administrator on 10-26-10 with no
negative outcomes or other issues
identified.

3. During survey the dietary staff were
re-educated by Registered Dietician on
10/26/10 regarding the importance of
storing, preparing, distributing and
serving food under sanitary conditions.
Additional re-education will provided by
Dietician for dietary staff on or before

11/30/10 regarding storing kitchen
equipment in a clean and sanitary manner;

properly air drying kitchen equipment

before storage; proper glove use and hand

washing. The Dietician re-educated the

dietary staff and Administrator on 11-24-

110 regarding properly restraining hair by
‘the use of a hairnet in all areas of the
kitchen, Fans were added to cleaning

- schedule.

4. Administrator/Dietary Manager and/or
Dietician will-conduct audit of kitchen for
sanitary practices 3X/weeks for 4 weeks
and immediately correct non compliances
issues if found. The audit findings will be
forwarded to the Administrator, who will
initiate further follow-up as indicated and
Ipresent findings at the monthly Pl

FORM OMB-2867{02-69) Previous Verslons Obgolpter Event 1D: TSEZ11
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Interview with the Dietary Manager on 10/27/10-at meeting. Frequency of audits afier initial

- | 10:15 AM reveated the Dietary Alde should have auditing will be determined based on
had a halmet In place. She further Indloated the findings and PI team recommendations -

staff member had anly been working at the facliity 5. Compliance Date 12/10/10

for a short period of lime and stated | think she ‘

nesds more training.

Review of the facllity's policy titlad Stalf Attire

| states, the Nutrltion Services Director ensuras
that all staff members have thelr hair off the
shoulders, confined in a halr net or cap, and faclal
halr properiy restrained. ‘

4, Ohsearvation on 10/26/10 at 5:05 PM rovealsd
Dietary Alde #7 touched the door knob for the
dining room door, took a plate which was handed
back Into the kitchen from the resident dining
area, he then handed the plate to the Dletary
Mangger. Distary Alde #7 went baok to selting up |
resident trays on the trayline. Dietary Alde #7 was
not observed to wash his hands or changs hig
glovaes afler thls occurrence.

| Interview with Dietary Alde #7 on 10/26/10 at 6:20
PM revealed he shotld have changed hls gloves
and washed his hands afler touching the door
knob and the plate from the dining arsea. '

Observatlon on 10/26/10 at 5;40 PM rovealed
Dietary Aide #8 took her gloves off and used her
bare hands 10 lift the garbage can lld to dispose of
the gloves. She was then observed to place new
gloves on her hands without washing them and
returned o preparing food for the tesident

| trayline. ' '

Interview with Dietary Alde #8 on 10/26/10 at 8:21
PM revealed she should have washed her hands
before putting.on new gloves. She further

FORM GMS-2687(02-09) Pravious Varalons Obsolele Even! ID: TSEZ11 Faollity tD: 100022 It continuation sheal Page 29 of 37
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' Indicated she did not realize she had done this.

5. Observation on 10/26/10 at 5:30 PM roevealed
one (1) tall floor standing fan and two (2) large
lans mounted on the wails. Observation revealed
one of the fans located in the dishwashing area,

" | and the other fan was located above the area
were the tray carts were stored. Further
abservatlon revealed a substantlal dust buitd up
on the matal casings of the fan. Further
inyestigation on 10/26/10 at 5:66 PM ravealed the
gubstance on the matal casing of the fan above
the tray cart storage was sticky and black.

Interview with the Dletary Manager on 10/26/10 at
5:66 PM revealed maintenance was responsible
for cleaning the fans in the kltchen.

Interview with the Maintenance Director on

] 10/28/10 at 3:15 PM revealed he had planned to
cledn the fans at the end of each month and he
beliaved the fans.were last claanad at the end of
Ssptember. The facllity was unable to provide

| documented evldence of when the fans were last
cleanad. .

F 441 | 483.86 INFECTION CONTROL, PREVENT ~ F441|1. No resident was cited as affected by ' J2/1@ //ﬂ
89=D | SPREAD, LINENS o this practice.

The facllity must astablish and maintain an 5 o :

Intaction Control Program designed to provide a infe?:;?z:ﬁ 0?23:: di“:ﬁ:;::ig i

safe, sanitary and comfortable environment and 10-26.10 y , cility on

to help prevent the development and transmission -26-10 . The ADNS reviewed infection

of digsase and infection. _ control reports / rounds for October and
' November and no other residents were

(a) Intection Control Program noted to be affected.

The faollily must eatablish an Infection Conlrol _

Program under which it -

(1) Investigates, controls, and prevents lntectlona

In the facitity.
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(2) Decides what proceduras, such as isolailen,
should be applied to an individual resident, and

actlons relaied to infections.

(b) Preventing Spread of Infection
(1) When the Infection Control Program
determines that a resident needs izolatlon to

1solate the resident.
(2) The facility must prohiblit employees with a
communicable disease or Infestad skin lesions

direct gontact will transmit the disease.
| (3) The facllity muet require statf to wash thelr

hand washing Is indicated by accaptad
professional practice.

(c) Linens

Petsonnal must handle, store, proceas and
transport linens so0 as 1o prevem the spread of
infaction,

This REQUIREMENT s not met as evidenced
by. -

Based on ohservation and Interview It was
determined the facllity falled to establish and
maintaln an infection control pragram to help
prevent the devalopment and transmission of

during the medication pass. Improper hand
washing, touching medications with ungioved

preps, not 1:10 bleach, per the facility's policy.

The findings Include:

(3) Maintalns a racord of Incldents and corrective

prevent the spread of Infection, the facllity must

‘| from direct contact with residents or thelr foad, if

harids after each direct restdent contect for whioh

disease and Infection regarding Infection control

hands and cleaning the glucometer with aloohpt
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"F 441 | Continued From.page 30 F441

3. The center maintains an infection
control program and system to monitor
and investigate causes of infection and
manner of spread. This is reviewed by
the DNS at least monthly to determine
acttons needed to sustain compliance.
Licensed Nurses were re-educated on
11/18/2010 by DON/ADON on general
infection prevention/control policy and
procedures including medication pass and
sanitation policy to be used for glucose
meters between residents. Nurse # 4 was
provided with re-education and
counseling on 10/27/10 and a medication
pass audit was done by ADON regarding
the importance of washing hands before
and after gloving, between resident care
procedures prior to applying new gloves,
removing pills onto medication cups, and
sanitizing glucose meters with 1/10
bleach solution between residents. Nurse
#4 Followed correct infection control
practices during medication pass audit
with ADON on 10/27/10.

4. The ADON will complete 3 audits per
week on licensed staff that will include
compliance with infection control
program including but not limited to

glucose meters for 4 weeks. Any
deficient practice will be corrected

‘washing hands, proper gloving procedure,
proper pill pass procedure and sanitizing

. FORM CM6-2567(02-08) Pravious Vamtans Obzoloto

Event ID: TRE241

Facllty 1D: 100022
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F 441

'| to remove the medication from the medication

maedication cart. AN #4 then cleaned the

Continued From page 31

Observation of the medication pass on 10/28/10
at 4:05 PM revealed Reglstered Nurse-(RN) #4
was pushing the medication into his hand from
the medijoation card and then placing the
medication Into the medication cup. RN #4 then
entered unsampled Resident A's room and
administered the madications. This nurge then
applied gloves and completed a blood sugar
finger atick (FS), removed his gloves and
raturned to the medication cart. The RN clsaned
the glucometer {FS machine) with a dispatch wipe
(10% bleach) and started preparing another
rosident's medication using the sama téchnique

card. RN #4 antered unsampled Resldent B's
room, administered the medication, put gloves on
and completed a FS. He then removed the
gloves, left the room, returned 1o the medication
cart, drew up the required Insulin for the sliding
scale covarage. AN #4 then returned to the
resident’s room, applied gloves, administered the
fnsulin, removed his gloves and returned to the

glucometer with an alcoho| wipe. RN #4 never
washed his hand before preparing the
medication, after removing gloves or belwesen
residents,

Intarview with' RN #4 on 10/26/10 at 4:20 PM,
revealed he had not washed his hands at any
time during the ohserved medication pags. He
continued stating you should wash your hands
anytime you remove gloves or leave a rasident's
room. When asked about touching the
medication with hare hands he stated, "l usually
pop the pllls out In my hand to prevent them from
flying across the room, | guess | shouldn't touch
them".

F 441

immediately. Audit findings will be
forwarded to the DON, who will initiate
further follow-up with nursing as monthly
Pl meeting. Frequency of audits will be
determined based on findings and PI team
recommendations.

5. Compliance Date 12/10/10
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1 1:30 PM, he revealed after the first oleaning of the
'| glucometer there was no dispatch wipes left in.the

1 10/28/10 at 1:46 PM, revealed the faclity's

-| resldent's room or any time your hands mey be
‘Review of the Manutactorlas guldelines

| cleaning the glucometer revealed, the facliity stalf

Continued From page 92

During further interview with RN #4.on 10/268/10 at

medication cart and thé alcohol preps were all he
had to clean the glucometer. He further stated he
had completed six (6) more blood sugar checks
and had cleaned the glucometer with the alcohel

preps. ‘
interview with the Director of Nursing (DON) on

procedure for cleaning the glucometer's was to
wlipe the machine's off wilh the dispatch wipes.
The DON Indicated hands weré to be washed any
time you remove gloves, when ieaving a

dirty.

recommend 10% bleach, 70% alcohol or 10%
ammonja. Howevaer, the tacllity's policy for ‘

was to clean and disinfect only with 1:10 bleach
{10%) solution In the form of wipes or towelettes.

Obsarvatlon of other stafl members on the other
units revealed the corract procedure was used 1o -
clean the glucometer.

483.76())(1) RES - '
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE '

The facllity must maintain clinical records on each
resident In accordance with accepted professional
standards and practices that are complete,
accurately documented; readlly access|ble; and
systematically organized.

F 441

F 514

i. Resident # 7’s medical record is
accurate and complete as of 10-28-10.

2. Medical Records personnel conducted
an audit of resident charts for
completeness, accuracy of documentation;
accessibility and organization on or
before 12/8/10 and no other residents
were noted to be affected.

(2Jrls|
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| The findings include:

'Iniervlew with the Asslstant Diractbr of Nursing on

The clinical record must contain sufficlent
information to identily the resident; & record of the
rasldent's assessments; the plan of care and
sarvices provided; the results of any
preadmission screening conducted by the Stale,
and progress notes. - ' '

This HEQUIREMENT Is not met as avidenced
by: : '
Based on interview and recard review it was
determined the facility failed to malintain clinical
records on each resident in accordance with

accepted prolessional standards and practices for

one (1) of twenty-five (26) sampied residents’
{Residant #7). :

Raview of Resident #7's medical record revealsd
diagnoses which included Infantite Cerebral
Palsy. '

10/28/10 at 8:35 AM reveaied he had found parts
of Resident #7's medical record in an unsampled
resident's medical racord.” Review of the records
obtalned from the unsampled resident's medioal
racord revealed there were two skin assessments
dated 08/26/10 and 09/17/10, and a Plan of Care
dated 08/268/10 tor Resident #7. He further stated
the unsampled resident had a similar name and
the racords must have inadvertently been filed in
the wrong chant, Continued interviaw revealed
there was no name alert system In place to
enaure staff were awars of residents who had the
same last name or simllar iast names.

3 .Medical records personnel and nursing
staff were provided with reeducation on
the importance of filing resident '
information in correct medical record on
11/18/2010 by ADON/DON. Education
included utilizing medicul record #
identifiers, middle initials and nicknames
to differentiate residents with similar last
names and to ensure residents documents
are complete, accuracy of documentation,
accessibility and organization of medical
record,

4. Medical Records personnel will _
conduct random audits for completeness,

accuracy of documentation, accessibility
and organization of medical records.
Audits will be conducted on 5 resident’s
medical records 3X/week for the next 4
weeks and immediately correct any
deficient practice identified. Audit
findings will be forwarded to the
ADON/DON, who will initiate further
follow-up as indicated and present
findings at the monthly P mesting.
Frequency of audits will be determined
based on findings and Pl team
recommendations,

5. Compliance Date 12/10/10

F 518 | 483.76(m){2) TRAIN ALL STAFF-EMERGENCY F 518
8s=E | PROCEDURES/DRILLS =
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F 518

1 The tacllity must train all employees in emergsnoy

‘periodically review the procedures with existing

| The findings Include:

| 'She stated the residents wera to remaln in their

procedures when they begin to work In the facliity;

staft: and oarry out unannounced gtaff drilis using
those procedures. '

This REQUIREMENT Is not met as evidenced

hy: .

Based on observation, interview, and record
review, it was determined the facliity falled to
ensure staff were knowladgeable of emergency
procedures related to Inclement weather.

Obsbervation on 10/26/10 at 12:05 PM revealed an
overhead announcement was made for a “Code
Black" Tornado Waming. Staff were observed to
check the windows, and remove ltemas from the
window area In the resident roeoms, Further
observation revealed some staff on the 100 Hall
ware closing resident doare and other staff were
leaving resident doors open. '

intarview on 10/26/10 at 12:10 PM with Licensed
Practical Nurae (LPN)#5/Unit Manager of the 100
Hall, rovealed staff were to remove any ftems
around the windows and ensure residents were
not close to the windows in the resident rooms.

rooms and were not to be brought Into the
hallways.

Interview on 10/26/10 at 12:16 PM with
Registered Nurse (RN) #8, who was assieting
rogidents on the 100 Hall rovealed the residents
were to be accounied for, ltems were to be

citation,

2. Residents had the potential to be
affected, but none were. :

3. The facility assures that all employees
are trained in emergency procedures

| during initial orientation; as well as re-
educating employees on annual basis to
review all emergency procedures and
drills. The staff was provided with
additional re-education on 11/18/2010 by
ADON/DON. Maintenance Director will
conduct a tornado drill on or before
12/6/10.

4. The maintenance director will conduct
tornado drills for 3 consecutive months
and correct deficient practice
immediately. Result will be forwarded to
the Administrator who will report
findings to Pl monthly meeting. Further
. drills will be determined by the Pl team
after results discussed.

5. Compliance Date 12/10/10

| Jz//o//ﬁ
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removed from the window sllis, and the blinds and
curlains were to'be pulled in resldent rooms
during a tornado warning. She further stated, the
resident room doors were to be shut; however,
the residents were not to be brought out of the
rooms and into the hallways.

Furthar observation on 10/26/10 at 12:20 PM

revealed stafl were assisting residents into the
haliways and.shutting restdent room doors on the |
1 100 Hall,

Further Interview on 10/26/10 at 12:20 PM with
LPN #5 revealad she had "double checked" with
the Agsistant Director of Nursing (ADON) on the
procedurs for a Code Black and found out the
residents were to be moved to the hallways if the
‘rgsldents were ambulatory, and non-ambulatory
residents were to have the beds moved away
from the window. She further stated the residents |
doors were to be shut. Further Interview revealed
she had atltended a recent inservice at the facllity
related to emergency procedures for weather, bul
did not remember the correct procedure for the
"Caile Black". )

Confinued Intetview on 10/26/10 at 12:30-PM with
AN #8, revealed she was new to the facilily and
hed been employed for five (8) months, She
stated she had an inservice related to weather
emergencles an orlentation; hawever, was
unaware she was to hring residanis into the
hallway for & “Code Black" until she checked with
her Unlt Manager. ‘ '

Interview on 10/28/10 at 4:00 PM with the -
Asslstant Director of Nursing (ADON), revealed
he taught amergency procedures for weather
during orientation to all new employees. He

FORM CMB-2607(02-80) Previous Varslons Obaclete Event ID: TSEZ211 Faollity 1D: 100022 If continuation sheet Page 36 of 37



DEC-28-2010 12:54P FROM:MINUTEMAN PRESS (859) 371-3891 . T0: 18592462307 - P.3B

PRINTED: 11/16/2010

DEPARTMENT OF HEALTH AND HUMAN SEHVICES' o : S FORM APPROVED
CENTERS FOR MED E & MEDICAID SERVICES : . ___OMB NO, 0838-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/GUPPLIEF/OLIA® (X2) MULTIPLE CONSTRUGTION - (X3) DATE QURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ' , COMPLETED
. : A. BULDING
' C
B8, WING ‘ :
| - | 185090 N _ 10/26/2010
NAME OF PROVIDER OR SBUPPLIER STAEET ADDAESE, CITY, 8TATE, ZIP CODE '
_ ' . ' 7300 WOQDSPCINT DRIVE
BFIID_QE POINT C{\HE AND REHAPILlTATION CENTER FLORENCE, KY 41042
(X4) I - SUMMARY STATEMENT OF DEFICIENCIES 0 ‘PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | -  (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG  CROSS-REFERENCED TO THE APPROPRIATE | OATE
. : DEFICIENCY). .
F 618 | Continued From page 38 F 618

further stated employees were to complets a
program an the computer related to.emargency
pracedures every quarter. The ADON Indicated
he had witnessed staff were not knowladgeable of
| what to do when the tornatlo warning was called
-and he compteted another inservice related to
emergency procedures for weathar on 10/26/10.

Review of the facllity's policy entitled "Tomado
Procedure", revealsd during a Tornado Warning
rasidents were to be moved Into the haliways,
closets, and away from the windows, and the
resident room doors were to be closed. Further
review of the Policy entltied "Code Biack",
revealad Code Black was a tornado warning and
the residents who were not bed bound were to be
moved to the hallway. Further review of the
Polioy revealed bed bound residents were to be
moved olose to the door, the privacy curtaln was
| 10 be pulled, windows were to be closed, and
jtems were to he removed tfrom the windowsill.
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‘@ =i DEFICIENCY)
K Q00 | INITIAL COMMENTS 9 d‘-ﬂﬂ% “§Bis Plan of Correction is prepared and
: ' ' DE{' 3 itted as required by law. By
ALite Safety Code survey was initlated a submitting this Plan of Correction,
e s o~ Bt Coe & Rk
n it tl
Code of the Faderal Regulations, Part 483.70. g?tgr d?esl‘.":t;dmlttht.;aft t!:: exist. nor
The highest scope and severity deficlency eeticioncies Usted on ths fol '
identified wes a "F". does the Center admit to any statements,
~ K 012| NFPA 101 LIFE SAFETY CODE STANDARD K 012| findings, facts, or conclusions that form
- 88=D the basis for the alleged deficiency. The
Bullding construction type and helght meets one Center reserves the right to challenge in
of the following. 19.1.6.2, 18.1.6.3, 18.1.8.4, | legal and/or regulatory or administrative
19'3'5'1 proceedings the deficiency, statements,
facts, and conclusions that form the basis
for the defigiency.”
This STANDARD s not met as evidenced by:
. | Based on obsérvatlon and Interview, the facliity .
falled to ensure a combustible canopy, located at K012 , 1
the rear of the tacllity, was sprinkier-protected, 1. A sprinkler will be installed on 12/7/10| {®/7 op
according to NFPA standards. The deflclency in the canopy area located at the rear dock
) ‘required by the Life Safety Code.
Therﬂndlngs Include: _ 2. Inspection of the center on 11/16/10 by
Observation on 10/26/2010 at 11:32 AM, with the |the center Maintenance Director-did not
Director of Maintenance, revealed a canopy of reveal any other areas not meeting the
combustlble construction (wood) appraximately requirements of the Life Safety Code
elaven (11) feet by six (8) feet in size, located at .concerning sprinklers. No residents were
the rear loading dack near the kitchen of the negatively affected. |
Canopies consivaciod of somovalbie materl. 3. Requirements of the Lifo Safoty Code
must be sprinklered to prevent the spread of fire, pertamm.g fo SP"Pkler placement have
_ _ been reviewed with the center
.| Interview on 10/26/2010 at 11:32 AM, with the |Maintenance Director and Administrator
Maintenance Director, revealed he was unaware on 11/18/10 by the Corporate Life Safety
the canopy was not sprinklered. and Construction Director.
LABGRATGRY DIREGTZ UPFLIER REPRESENTATIVE'S BIGNATURE TITLE

l_)('ﬂ) DATE E
Lol oy name QAJJ’Z

" Any deficlency atalnslant anding with an aslerlsk {*) denotes a deficlancy which the insfitulton may be excused from correating providing It Is datermined thal
cother safaguards provide eufflolant protection to the patlonte. (See Inetructions.) Except lor nureing homes, the findings staled above are disciosable 80 days
following the dale of survay whether or not a fan of corraction Is provided. For nureing homas, tha abova findings and plane of correction ars dlaclosable 14
daya following the date these documents are mada avallable to the facllity, i deflctencles are clled, an approved plan ol corraclion Is raquiglte to continuad
program paricipation. .
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- | those gonstructed of 1% Inoh sdlld-bonded core

Doors protecting cortidor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantlal doors, such as

wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buitdings are only
required to resist the passage of smoke. There Is
no Impediment to the closing of the doars. Doors
are providod with a means euitable for keeping
the door oloséd. Dutch doors meeting 19.3.6.3.6
are permitted.  18.3.63

Roller latches are prohibited by CMS regulations -
In all health care facllities. ~

This STANDARD lg not met as evijdenced by:
Based on obsetvation and interview it was
dotermined the facllity falled to ensure there were
no impedimenits to the closing of resident room
doors, according to NFPA standards. The

{¥4) 10 BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION g
PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION BHOULD BE COMPLEYION
TAG - REQULATORY OR LSC IDENTIFYING INFORMATION) ThQ CROSB-HEFERENGED TO THE APPROPRIATE DATE
S ' DEFIOIENCY)
K 012 | Continued From page 1 K 012| 4. The Maintenance Director will
| Reference: NFPA 13 (1988 Edllion), . complete rounds on a monthly basis to
' R ' ensure the facility is sprinkler — protected
6-13.8.1 . according to NFPA standards. Any
Sprinklers shall be installed under exterlor roofs deficient practice will be corrected, The
orcanoples exceeding 4 ft (1.2 m) in widih. results of rounds will be forwarded to the
Exception: Sprinklers are permitied to be omilted Administrator and discussed in -
where the canopy or roof is of noncombustible or ' . .
limited combustible construction. . ;performance improvement committes
- K 018 | NFPA 101 LIFE SAFETY CODE STANDARD - K 018| monthly for 3 months to ensure
88=D| : compliance.

‘5. Compliance Date 12-10-10

K018
1. The trash can obstructing the closing
of room #120 was repositioned on
10/26/10. .
2. Rounds completed on 11/16/10 by
center maintenance personnel of the
center revealed no other obstruyctions
impeding the closing of fire doors. No
residents were negatively impacted.
3. Staff were re-educated by the DON on
"11/18/20 regarding impediments to the
closing of fire doors.
4. The Maintenance Director will
complete rounds weekly times 4 weeks,
then monthly times 2 months to ensure 1o |
fire door is blocked. Any deficient
practice identificd will be corrected
immediately. The results of rounds will
be forwarded to the Administrator and
discussed in Performance Improvement
committee for 3 months to ensure
‘compliance.
5. Compliance date 12/10/10.
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iD

loast a one half hour fire resistance rating In

Smoke barrlers are constructed to pravide at

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 stael frames. A minimum of iwo

(x4) I BUMMARY BTATEMENT OF DEFICIENGIES PROVIDER'S FLAN OF CORRECTION X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - {EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR LAG IDENTIFYING INFORMATION) TAG °H°53'“EFEHE§§,§&E§ gy)s APPROPRIATE ATE
K 018 Conlinued From page 2 Ko18
deficiency alfeoted one (1) resident and one (1) of
six (6) smeke compartments.
The findings Include:
Observation on 10/26/2010 at 1:07 PM revealed a
trash can in resident room #120 was positionad
so that it prevented the closing of the door. The
observatlon was confirmed with the Malntenance
Director, who was present at that time. ‘
- . K 025 . A
Interview on 10/26/2010 at 1:07 PM, with the I. The doors near room # 101 were 12])10/%
-{ Maintenance Director, revealed the trash can was
10 hold an. adjusted so as to seal on 11/16/10 by
used to hold the door opan .center maintenance personnel.
_ :2. Rounds were compieted at facility on
Reference: NFPA 101 (2000 edition) 11/16/10 by center maintenance
' ’ ipersonnel. No other doors were identified
. . ito not seal. No residents were negatively
ﬁ%l%’%:é?\ tevices that releasd when the door Is impacted
o ‘3. The Maintenance Director was re-
pushed or pulled al_\all be permitted. educated by Administrator on 10/28/10
A.10.3.6.3.3 ' ' regarding applicable sections of the
Doors should not be blocked open by furniture, ‘NFPA fire code ?ertaining to smoke
door stops, chocks, tie-backs, drop-down or 'barriers and sealing of doors.
plunger-type devioces, or other devices that 4. The Maintenance Director will
necessitate manual uniatching or releasing actlon .complete rounds weekly times 4 weeks,
to close. Examples of hold-open devioss that then monthly times 2 months to ensure
release when the door Is pushed or pulled are doors have adequate seals. Any
friction catches or magnetic catches. - ! . e
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K ogs | deficient practics identified will be
88=D : , corrected immediately. The results of

‘rounds will be forwarded to the
Administrator and discussed in
performance improvement committee for
3 months to ensure compliance.

5. Compliance date 12/10/10.
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separate compariments are provided on each

floor. Dampers are not regquired in- duct

penstrations of smoke bartlers In fully ducted

| heating, ventilating, and air conditioning systems.
19.3.7.3, 18.3.7.5, 10.1.6.3, 16.1.6.4

This STANDARD Is not met as evidenced by:

.| Basad on observation and Interview, it was
determined the facllity falled to ensure corridor
doors were maintained apcording to NFPA
standards. The deficient practice affacted two (2)
of six (8) compartments, staff and approximately
seventeen (17) resldents,

The tindings Include:

Observation on 10/26/2010 at 11:45 AM reveealed
the cross corrider doors near room number 101
did not have an adstuate seal due to the -
Magnetic lock arm sirlking the wall above the
doors. The observation was confirmed with the
Maintenanoe Director, who was prasent during
the ohservation. Cross corridor doors must seal
lo reslst the passage of smoke.

Interview on 10/26/2010 at 11:48 AM, with the
Maintenanoe Director, revealsd he had not
noticed the doors were not sealing.

Reference: NFPA 101 (2000 edition)

8.3.4.1* Doors in smoke barriers shall close the
opening leaving

Onty the minimum clearance necassary for
proper operation

And shall be without undarcuts, louvers, or grilles,

FORM CMS-2567{02:99) Previous Verslane Cosoleto Event ID: TSEZ21 Facllity ID: 100022 If continuallon sheat Page 4 of 11



DEC-28-2018 12:22P FROM:MINUTEMAN PRESS

DEPARTMENT OF HEALTH AND HUMAN SERVICES

(859) 371-3891 - TO+18592462387 P.13

PRINTED: 11/08/2010

A , FOAM APPROVER
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ . OMB NO. 0838-0391
GTATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER: : . COMPLETED
. A BU_ILDlNG 01 « MAIN BUILDING 01
B. WINa
: 185080 10/26/2010 .
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, GITY, STATE, ZIP CODE :
' 7300 WOODSPOINT DRIVE
RIDGE POINT CARE AND REHABILITATIO! ER i
B N o N CENT FLORENCE, KY 41042
) 1D " 8UMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TC THE APPROPRIATE - DATE
: DEFICIENCY) ‘
K 029 | NFPA 101 LI_FE SAFETY CODE STANDARD
88=D

| andfor 19.3.5.4 protects hazardous areas. When

One hour fire rated conatruction (with 2 hour
fire-rated doors) or an approvad automatic fire
extingulshing syatem in acoordance with 8.4.1

the approved automatic fire extingulshing system
opttan is used, the.areas are separated from
other spaces by smoke reslisting partitions and
doors. Dcoors are seif-closing and non-rated or
fleld-appiled protactive plates that do not exceed
48 inches from the boltom of the door are
pormitted. 19.3.2.1 .

This STANDARD Is not mat as evidenced by:
Based on observation and Interview, the facliity
falled to ensure corridor doors, to hazardous
areas were aquipped with a self-cioaing device
and were rasistant to the passage of smoke.

The findings include:

Observatlon on 10/26/2010 at 2:08 PM, with the
Director of Maintenance, revealed the corridor .
doors to the Maintenance work shop,
housekeepling aupply room, medical supply room
falled to have a door self-closing device, Further
ohservation revealed these doors had gaps, In
tha doors, preventing the doors from realsting the
passage of smoke. Door closing devices are
required on doors (o rooms deemed to be &
hazardous area. Doors in hazardous locations
must also reslst the passage of smake.

During an Interview on 10/26/2010 at 2:08 PM
with the Director of Maintenance he revealed he

1. The doors to the maintenance work
shop, housekeeping supply room and
medical supply room have been equipped
with self-closing devices and gaps
repaired to resist passage of smoke on
11/18/10 by center maintenance
personnel. : :
2. Rounds were completed at facility on
11/18/10 by cénter maintenance personnel
and no other doors were noted to need -
“self-closing devices or gaps repaired. No
residents were negatively impacted.

3. The Corporate Life Safety and
:Construction Director re-educated the
Administrator and Maintenance Director
.on the applicable sections of the NFPA
fire code pertaining to door closures and
smoke seals and what is considered a
"hazardous area on 11/18/10

4, The Maintenance Director will
»complete rounds weekly times 4 weeks,
then monthly times 2 months to ensure
identified doors have self closing devices
.and no gaps, Any deficient practice
identified will be corrected immediately.
The results of rounds will be forwarded to
the Administrator and discussed in
| performance improvement committee for
'3 months to ensure compliance.

5. Compliance date 12/10/10

K 029 R
K 029 | ,2/,,},, -
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extingulshing system In accordance with 8.4.1.

areas shall include, but shall not be restricled to,

| deemed hazardous by the authority having

than 48 In, (122 cm) above the bottom of the

was unsure which rooms were considered
hazardous areas, which would requlre a door
eloalng device.

Reference: NFPA 101 (2000 Edition).

10.3.2.1 Hazardous Areas. _
Any hazardous areas shall be safeguarded by a
fire barrtar having a 1-hour fire resistanoe rating
or shall be provided with an automatic

The automatic extingulshing shall be permitted to
be in accordance with 19.3.5.4. Whare the '
sprinkler option is used, the areas shall be
separated from other spaces by smoke-resisting
pariitions and doors, The doors shall be
seli-closing or automatic-ciosing. Hazardous

the tollowing:

(1) Boller and fuel-fired heater rooms

(2) Centrallbulk laundrles Iarger than 100 fi2 (©. 3
m2)

(3) Paint shops

{4) Repalr shops ‘

{6) Sclled linen rooms

(8) Trash collection rooms

(7) Rooms or spaces larger than 60 12 (4.6 m2),
including repalr s8hops; usedfor storage of
combustible suppiles and equipment in quantities

jurisdiction

(8) Laboratories employing llammabia or
combustible materials in gquantities less than
those that would be considered a severs hazard.
Exception: Doors in rated enclosures shall be
permitted to have nonrated, factory- ot
fleld-applied protective plates extending not more
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PROVIDER'S PLAN OF CORRECTION

of the survey. \

Regulred automatic sprinkisr systems are
continuously maintained In rsllable operating
condition and are Inspacted and tested
periodically.  18.7.6, 4.8.12, NFPA 13, NFPA 25,
875 :

This STANDARD is not met as evidencad by:
Based on obaarvation and Intérview, It was
determined the faclilty failed to ensure sprinkler
heads were malintained, according to NFPA
standards. The deficiency affected all staif in the
Kitchen area.

The findings include:

Observation an 10/26/2010 at 11:35 AM revealed
a sprinkler head located in & slorage room,
located on the dock area, was locatet to close to
the wall. Sprinkier heads must be located a -
minimum of four {4) Inches from the wall to
praduce an.affective spray pattern. The
ohservation was confirmed with the Maintenance
Director.

Interview on 10/26/2010 at 11:36 AM, with the
Meaintenance Director, revealed he had hot
noticed the sprinkler heads location unil! the day

Roference.

NFPA 13 (1809 edition) . '
5-6.3.3 Minimum Distance from Waells. Sprinklers
shall be located a minimum of 4 in, (102 mm)
from a wall, '

1 compliance.

(X4) D - GUMMARY BTATEMENT OF DEFICIENCIES (X?
" PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG AEGQULATORY OR L8O IDENTIFYING INFORMATION) TAG CROSS.AEFERENCED TO THE APPROFRIATE BRE
- : DEFIOIENCY)
K 028 | Continued From page 8 Ko29|
door. : . .
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD Kogz| K062 , )2 /, /J 2
§5=D - ~ | 1. The sprinkler will be relocated by a

local contractor on 12/7/10 in a storage
room located on the dock area near the
kitchen as required by the Life Safety
Code.

2. Inspection of the center by center
maintenance personnel on 11/18/10 did
not reveal any other areas not meeting the
requirements of the Life Safety Code
conceming sprinklers. No residents were
megatively impacted.

3. Requirements of the Life Safety Code
Jpertaining to sprinkler placement were
reviewed on 11/18/10 by the Corporate
‘Life Safety and Construction Director
with the center Maintenance Director and
administrator.

4. The Maintenance Director will
complete rounds monthly times three.
months to ensure sprinkler placement,
Any deficient practice identified will be
corrected. The results of rounds will be
forwarded to the Administrator and -
‘discussed in performance improvement
committee for 3 months to ensure

5. Compliance date 12/10/10
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| for Health Care Faoliities. -

Medical ges storage and administration areas are
protected In accordance with NFPA 98, Standards

(a) Oxygen storage locatlons of greater than
3,000 cu.ft, are enclosed by & one-hour
separation,

(b} Locatlons for supply systems of greater than
3,000 cu.it. ara vantad to the cutside. NFFA 89
43.1.1.2, 19.3.24

This STANDARD I8 not met as evidenced by:
Based on observation and Interview It was
determined the facility failed to ensure oxygen
supply areas where maintained according to
NFPA standards. The deficlency affectad one (1)
smoke compartment, stafr and twenty four (24)
resldents

The findings include:

Observation on 10/26/2010 at 12:10 PM revealed
the oxygen supply room contained one (1) light
switch located three (3) feet from the floor level
and one (1) slectrical outle! located one (1) foot
from fHoor level. The obsarvation was conflrmed
by the Maintenance Director. Electrical switches
and outlets must be localed a minimum of five (5)
tast. from the floor to prevent against physical
damage. '

Interview on 10/23/2010 at 12:10 PM revealed the

(XD " SUMMARY STATEMENT OF DEFICIENCIES . ‘ID PROVIDER'S PLAN OF CORRECTION ' )
PREFIX {EACH DEFICIENCY MUBY BE PRECEDED BY FULL PREFI (EACH CORRECTIVE ACTION 8HOULD BE | COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-AEFERENCED TO THE APPROPRIATE DATE
- : DEFICIENCY)
K 078 | NFPA 101 LIFE SAFETY CODE STANDARD K 076

K 076 /2 /F//J
1. The light switch and electrical outlet
cited in the oxygen supply room will be
relocated to meet standard of 5 ft from
floor on 12/7/10 by a local contractor.
2. Rounds of the center completed by
~ center maintenance personnef on 11/18/10
-did not reveal any other switches or
outlets not meeting NFPA standards. No
residents were negatively impacted.
3. The Corporate Life Safety and
Construction Director re-éducated the
Maintenance Director and Administrator
on the applicablc sections of the NFPA
Fire code pertaining to electrical switches
and outlets on 11/18/10.

4 The Maintenance Director will
complete rounds weekly times 4 weeks,
then monthly time for 2 months to ensure
electrical switches and outlets are at least
5 feet from floor. Any deficient practice
identified will be corrected immediately.
The results of rounds will be forwarded to

the Administrator and discussed in
performance improvement committee for
3 months to ensure compliance.

5. Compliance date 12/10/10.
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K078

.| Maintéenance Rlrector was not aware the electtical

1 locatlons. Elactric wall fixtures, switches, and

'| legs than 1562 e¢m (5 ft) above the ficor as a

-enclosure or within an enclosed interior space of

{ materiala by ane of the following:

Continued From page 8

swilches and/or the electrical outlets locatlons did
not meet the réquirements for the Lite Safety
Code.

Refsrance: NFPA 99 (1080 Edition).

4-3.1.1.2

4, The electric Installation In-storege locations or
manifold anclosures for nonflammable medical
gases shall comply with the standards of NFPA
70, Natlonal Electrical Code, for ordinary

receptacles shall be Installed In fixed locations not

precaution against thelr physical damage.

8-3.1,11.2

Storage for nonﬂammable gases greater than 8.5
m3 (300 {t3) but less than 85 m3 (3000 {t3) .

(A) ‘Storage locations shall be outdoors in an

noncombustible or limited-combustible
construction, with doors {or geales outdoors) that -
can be secured agalnst upauthorlzed entry.

(B) Oxldizing gases, such as oxygen and nitrous
oxide, shall not be stored with any flammable gas,
liquid, or vapor.

(C) Oxidizing gases such as oxygen and nitrous
oxide shall he separated from combustibles or

(1) A minimum distance of 6.1 m (20 1)

(2) Aminimum distance of 1.6 m (6 1) if the
entire storage location is protected by an
automatlo sprinkler system designed in
accardance with NFPA 13, Standard for the
Installation of Sprinkler Systems

K076
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{3) An enclosed cabinet of noncombustlble ' _
construction having a minimum fire protection K 147
rating of ¥ hour. An approved flammable fiquid 1. All electrical panel boxes on the 100 // /, y
| storage cabinet shall be permitted to be used for front corridors, 200 front corridors and (&)
: cylinder slorage. 300 front corridors will be secured b '
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 " ¢ secuiret by

locks installed by a local vendor on

Electrical wirlng and equipment Is in accordance ; 12/7/10.

with NFPA 70, Natlonal Electrical Code. 9.1.2 2. Rounds were completed by center
: maintenance personnel on 11/18/10 and

'did not reveal any other electrical panels -
in common areas not meeting NFPA
‘standards. No residents were negatively
“impacted.
3. The Corporate Life Safety and
-Construction Director re-educated the

58=F

This STANDARD Is not met as evidenced by:
Based on observatlon and Interview, it was
determined the facility falled to ensure Electrical

panals were maintained, aocording to NFPA ‘Maintenance Director and Admimstrator
standards. This deflclent practices affected three :on 11/18/10 regarding the applicable
(3) of six (8) amoke compariments, staff and sections of the NFPA Fire code pertaining
approximately eighty-three (83) residents. to maintenance of electrical panels.
: : _ o ‘ 4., The Maintenance Director will

The findings Include: . complete rounds weekly times 4 weeks,
Based on observalion and Interview, the facility then monthly times 2 months to ensure
falled to guard against an electrical hazard by not electrical panels are secured.  Any
seouring an electrical panel box en'the 100 front deficient practice identified will be
corridors, 200 front corridors and 300 front - . corrected immediately. The results of
corridor of the fagilily. rounds will be forwarded to the

. Administrator and discussed in
Interview on 10/26/2010 at 11:58 AM, with the performance improvement committee for

Maintenance Director, revealed he was unaware

3 [y i .
the electrical panels should be securad. months to ensure compliance

5. Compliance date 12/10/10.

Reference: NFPA 70 (1868 Edition),
110.27 Guarding of Live Parts.

(A) Live Parts Guarded Against Accidental
Contact. Except as elsewhere required or
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permitted by this Code, live parts.of electrical
equipment opérating at 50 volts or more shall be
guarded against accidental contact by approved
enclosures or by any of the following means:

(1) By location In a room, vaul, or simllar
enclosura that Is accessible only to qualifled
persons, -

(2) By sultable permanent, substantial partitions
or screens arranged so that only qualitied
psrsons heve access to the space within reach of
the live parts. Any cpenings in such partitions or
goreens shall be sized and located so that .
persons are.not likely to come Into accldental
oontact with the-live parts or to bring conducting
objects inlo contact with them.

(3) By location on a suitable balcony, gallery, or
platform elevated and arranged so as to exclude
ungualified persons,

(4) By.elevation of 2.5 m (8 {t) or more above the
tioor or other working surface,

(B) Provent Physical Damage. in locations where
eleotric equipment is likely to be exposed to
physlcal damage, enclosures or guards shail be
80 arranged and of such strength as to prevenl
such damage. '

(C) warning Signs. Entrances to rooms and ather
guarded locations that contain exposad live parts
shall be marked with conspicuous warning signs
forbldding unquallfled persons to enter.
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