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A standard survey was conducted 11/30/10
through 12/02/10. A Life Safety Code survey was
conducted on 12/02/10, Deficiencies were cited
with the highest scope and severity of "F" with the
facility having the opportunity to correct before
remedies would be imposed. : .
F 174 483.10(k) RIGHT TO TELEPHONE ACCESS F 174 ‘

oot | WITH PRIVACY 1. The portable telephone on 200

Unit was replaced. A Resident

The resident has the right to have reasonable Council Meeting was held on

accesg o the use of a telephone where calls can 12/2/10 to inform residents of the

be made without being overheard. availability of the new portable
telephone. ,

This REQUIREMENT Is not met as evidenced 2. The Social Services Director and

by: ‘ :

Based on obssrvations, and interviews it was &,lc,Umt,glIa?agerS dcon.lpletzd

determined the facility failed to provide private | - visits with alert and onented

phone setvices for six (6) of nine (9) residents. residents throughout the facility

to inform them of the availability

The findings include: of the portable telephones that

Interview with the Quality of Life Group are available for private use.
participants on 12/01/10 at 8:00am, revealed siX | 3, An in-service education program
(B) of the nine (8) residents present stated, you
have to make phone calls from the nursing station W?S completed on 121210 .by the
if you do not have your own private phone. The Director of Nursing regarding the
group confirmed there were portabie phones at new portable telephone on 200
the nurses' stations, but they did not work Hall and the availability of
Interview with Registered Nurse (RN) #1 on portable telephones throughout
11/30/10 &t 11:46am revealed the portable phone the facility for private usage by
on the 200 haflway at the nurses' station did not residents. The Charge Nurse on
work., Demonatration with the surveyor when the S vy ;
phone was turned on revealed there was no dlal each I.Jmt will be responsible for
tone. At the time of the interview with RN #1, the ensuring that the portable
phone was on the desk top, out of the charging - telephones are maintained in
cradle. f
IABORATORY BIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE %6 DATE

N (7 /77 M A X248~ /O
v il [~ 4] 0
Any deficlancy stalsment snding with an asterls¥{*) denotes a deficiency which the Instltution may be excused from correcting providing it Is determined that

othar safsguards pravide sufflelant protaction to the patients, (See instructiona,) Except for nursing homes, the findings stated above are disclosable 90 days
following the dats of survey whether or not a plan of correction is provided. For nursing homas, the above findlngs and plans of carraction ars disclosable 14
days following the date these dosumants ara made available to the facility. If deficlanciea ara clted, an approved plan of corraction Is raquislle to continued
program participation.
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was not working and had no work order to correct
the problem. However, further documentation
provided by the facility post sutvey was a work
order dated 11/27/10.

Interview with Resldent #18 on 12/02/10 at ,
10:00am revealed the resident had requested the
light to be repaired for at least two (2) weeks prior
fo the survey.

X4y ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAN OF CORRECTION (X5y
PREFIX (EAGH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULI BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROBS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY) :
F 174 | Continued From page 1 F 174 their charging cradle when not in
use. The Social Services
- Director will complete an
F 256 | 483.15(h)(5) ADEQUATE & COMFORTABLE F 266 interview with 5 alert and
85=D | LIGHTING LEVELS . :
oriented residents weekly to
The facility must provide adequate and ensure they have been provided
comfortable lighting levels in all areas. with portable telephone usage
upon their request. The
This REQUIREMENT is not met as evidenced Maintenance Director will
gy: 4 o observa L nterviows. | complete an audit of portable
asead on opservations and INterviews, twas 114
determined the facllity failed to provide adequate telephones throughou? th? famhty
over the bed reading lighting for one (1) of weekly to ensure appropriate
nineteen (19) sampled residents (Resident #18). function.
The findings nclude: Findings of the above stated
ngs| : audits for appropriate portable
Interview with the Quality of Life Group telephone availability and
participants on 12/01/10 at 9:00am revealed one function will be difcussed in the
(1) of the nine (8) group members did not have an monthlv Ouality Assuranc
overhead light that worked. The light was : ny ; Y ﬂs . ©
assessed on 12/01/10 at 10:30am, 1:00pm, and meeting for 3 months for
3:34pm as not working. Further observations recommendations and further
were made on 12/02/10 at 8:45am, 11;00am and fol]ovv._up as indicated.
2:15pm and revealed the light did not work when /2-5(D
the cord was pulled.
Interview with maintenance staff on 12/01/1Q at
4:00pm revealed they were not aware the light F256 The over-bed light for residents

#18 was repaired on 12/2/10 by
the Maintenance Supervisor.
An audit was completed
throughout the facility by the
Maintenance Staff on 12/2/10 to
ensute that there were no other
over-bed lights that were not
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. fimctioning properly. No other
F256 (Continued) concerns were identified.

3. Anin-service was completed for
facility staff on 12/3/10 by the
Maintenance Supervisor and the
Director of Nursing regarding
immediate reporting through
completion of a work order when
over-bed lights are not functional
in a resident’s room. Work orders
will be reviewed in the morming
meeting 5 days per week with
weekend work orders reviewed
in the meeting each Monday.
Follow-up to work oxders will be
reported in the subsequent
moming meeting to ensure
appropriate completion. The
Maintenance Staff will complete
an audit of over-bed lights
throughout the facility weekly to
ensure appropriate function.

4, Findings of the above stated
audit will be reviewed in the
Quality Assurance Mesting
monthly for 3 months for
recommendations and further
follow-up as indicated.
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1risks, The facility failed to ensure Resldent #2

A facllity must Use the results of the assessment
to devslop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensivs care
plan for each resident that includes measurable
objectives and fimetables to meet a resldent's
medijcal, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnishad to attaln or maintain the resldent's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would othenwlss
be regquired under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuss treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on observation, Interview and record
review, it was determined the facility failed to
review and revise care plans for six (6) of
nineteen (19) sampled residents (Residents #1,
#2, #4, #6, #10, end #11). The facility failed to
gnsure care plans were developed when
Residents' #4 and #11 were ldenfified as falls

had a revised care plan to reflect the current need
for foot treatments. Resident #10's care plan did
not reflect the resldent's elopement risk, Per
Resident #6's plan of care, the facilily failed to

. (X4) D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF GORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROFPRIATE
, DEFIGIENCY)
2 1
F 279 | 483,20(d), 483.20(k)(1) DEVELOP F279 1. The care plans for resident’s #4
s8=¢ | COMPREHENSIVE CARE PLANS and #11 were reviewed by the

Interdisciplinary Tearn on, and

were revised to identify their risk -

for falls and ensure that all
interventions were included on
their care plans as indicated. The
care plan for resident #10 was
reviewed by the Interdisciplinary
Team on 12/3/10 and a care plan
for the risk for elopement was
developed. The care plan for
Resident #2 was reviewed by the
Interdisciplinary Team on
12/3/10 and was revised to
include the most recent
interventions as per the
Physician’s order regarding her
care. Interventions that are no
longer in place were discontinued
from the care plan as indicated.
The care plan for resident #1 was
reviewed by the Interdisciplinary
Team on 12/1/10 and was revised
to identify the current code status
wishes of the resident. A care
plan regarding Resident #1°s
isolation precautions was
developed immediately upon
identification by LPN #4. This
was reviewed by the

|  Interdisciplinary Team on
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The findings include:

1. Record review of Fall Risk Evaluation dated
11/09/10 revealed Resident #4 scored twelve
(12). The scale indicates a score greater than ten
(10} places the resident at risk for falls. Record
review of Incident/Occurrence Investigation dated
08/23/10 revealed Resident #4 ieaned forward
while sitting in a wheslchair and slipped out onto
the floor, Review of Incident/Occurrence
Investigation dated 11/23/10 revealed Resident
#4 was leaning forward in a wheelchair to reach
an item in the bottom drawer of 2 chest near the
bed and the wheelchair tipped forward and the
resident fell onto the floor.

Interview on 12/01/10 at 8:16am with Unit
Manager revealed that Falls Care Plan was not
iniiated and placed on the chart for Resident #4.
The Unit Manager agreed that based on two falls
from the wheelchalr and the Fails Rlsk
Evaluation, the Falls Care Plan should hava been
implemented,

Interview on 12/02/10 at 9:20am with the
Minimum Data Set (MDS) Coordinator revealed
that the Falls Care Plan was not initiated for
Resident #4 as indicated by MDS triggers dated
11/16/11 (incorrect date of 2011) and should have
been Implemented. She stated she would inliiate
the Falls Gare Plan immaediately.

2. Record review of an Interim Plan of Care dated
11/23/10 for Resident #10 revesled the resident

. their plan of care, and to ensure

) 1D SUMMARY RTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECGTIVE ACT|ON SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
T . DEFICIENCY)
F 279 | Continued From page 3 F 279 12/3/10 _to ensure appropriate
snsure the call light remained in reach for the completion. , '
resldent to uss. The facllity falled ta Include Care plans will be reviewed for
Reslident #1's health code status on the plan of all residents by the
Arg, . g :
care -Interdisciplinary Team by

12/20/10 to ensure appropriate
identification and interventions
for fall risk and elopement sk,
changes in physician’s orders
that would require a change in

that interventions that are no
longer applicable are
discontinued from the care plan,
and that care plans appropriately
reflect each resident’s code status
wishes. Development and
revision of care plans will be
completed as indicated.
In-service education was
completed on 12/23/10 by the
Director of Nursing for the
Interdisciplinary Team and
Licensed Nursing Staff regarding

~ appropriate development and

updating of care plans for all
residents. Care plans will be
reviewed and revised daily in the
Clinical Meeting by the
Interdisciplinary Team for
residents who have changes in
their orders that would require a
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F 278 | Continued From page 4 F 279 cha'nge in their p'lan of care. T_he
was not found to be at risk for elopement, and no Unit Maxllager will be responsible
interventions were implemented. for ensuring appropriate changes
ob ’ 12/0140 5t 12:400m and have been made to the care plans
servation on at 12:40pm an . . :
1210210 at 9:00am, found Elopement Risk for the residents on their assigned
documentation Including & photo of Resident #10 units, The Director of Nursing
posted at East and West nursing statlons. and MDS Coordinator will
. . complete i °
Interview on 12/01/10 at 9:05am with the Unit X P g audit of 10% of care
Manager revealed that Resident #10 was plans weekly to ensure
admitted on 11/23/10 and was not found fo be an appropriate development and
elopement risk upon admission, She said updating to reflect the regident’
Resident #10 was observed by nursing staff Cﬁn ent i ced ' raents
seeking exits and asking, "How do 1 get out of . A S.
here?" several days after admisslon. The Unlt 4. Findings of the above stated
Manager said the Elopement Risk Protocol was andits regarding appropriate
initiated as a result of the exit seeking behavior of :
Resident #10. When asked If the Interim Care development and updating of
Plan should have bsen updated based on the care plans will be reviewed in the
most current assessment of Resident #10 and Quality Assurance Meeting
the Implementation of the Elopement Risk monthly for 6 months for
i i b .
ggiteo.col, she replied that this should have been reco endations and further
follow-up as indicated. /A -3/ 0
Interview on 42/02/10 at 9:40am with the MDS .
Coordinator revesled that the Interim Care Plan :
should have been updated when the Elopament
Risk Protocol was initlated. -
3. Record review of the Fall Risk Evaluation dated
11/28/10 for Resident #11 revealed a score of
twenly (20). ' The scale indicated a score of
greater than ten (10) places the resident at risk
for a fall. Record review of care plans for
Resldent #11 revealed a hand~written Falls Care
Plan on plain white paper with an implementation
date of 07/13/10 and two (2) interventions for
wheelchair alarm and reassess for bowel and
biadder program, both dated 07/13/10.
FORM CMS-2667(02-£%) Pravious Verslohs Obsolate
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Observation on 12/01/10 at 4:00pm and 12/02/10
at 8:30am of Resident #11 lying in bed, revealed
a mat on the floor by the bed and a pressure
gensitive alarm in use.

(nterview on 12/02/10 at 8:45am with the Unit
Manager revealed that the Falls Risk care plan for
Resident #11 was incomplete because 1t did not
include interventfons. The Unit Manager stated
the facility has a standardized care plan for Falls
Risk which is available and she did not know why
it was not utilized.

Interview oh 12/02/10 at 9:565am with the MDS
Coordinator revealed the Falls Risk care plan for
Resident #11 was incomplete bacause the plan
"did not include approaches." She stated that she
wouid update the care plan immediately.

4. Resldent #2 was admltted to the facility on
07/30/09 and readmitted on 08/11/08 with the
diagnoses of, Mallgnant Neoplasm of the Hard
Palate, Bone and Skin Neoplasm, Frotein Calorie
Malnutrition and a Gastrostomy.

Record raview of the physiclan orders dated -
10/28/10 revealed an order for ace wrap toss to
khees during the day and off at hour of sleep.
The ace wraps were changed to TED hosge on
10/30/10 and then discontinued.

Observation of Resident #2 on 11/30/10 at
11:10am, 2:23pm, and 3:15pm revealed he/she
was sitting on the side of the bed with bare feet
and legs.

Record review of the ¢are plan revealed an
intervention dated 09/23/10 for ace wrap toes ta
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knees, as per a medical doctor ordet, for lower
extremity edema. The current care plan did not
reflect the updated changes for the TED hose use
or when the TED hose were discontinued.

Interview with the West Hall MDS Coordinator on
12/02/10 &t 1:15pm revealed she was responsible |
for updating the care plang, In addition, she
stated she missed those orders and just did not
catch the new orders, or place the interventions
on the care plan. She stated she failed to update
the plan of care.

8. Observation of Resident #5 on 12/01/10 at
10:60am revealed the call light was on the floor
against the wall between the resldent's bed and
dresser and out of reach of the resident. The
resldent was sitting in a Broda chair beside the
bed and in front of the dresser.,

Record review of the Care Plan for Resident #8
on 12/01/10 at 11:00am revealed the call light
was to be kept within reach,

Interview on 12/01/10 at 10:50am with RN #71,
and on 12/02/10 at 11:30am with CNA#2
revealed the call light should have been within
reach of Resident #6,

8. Record review of the Codes Status Care Plan
far Resident #1, dated 09/28/10, revesied
Rasident #1 had chosen a Full Code Status.
Further review of the resident's file revealed a
physician's order for Do Not Resuscitate (DNR)
status dated 11/05/10. Advance '
Directives/informed Consent in the resident's file
also indicated a DNR status for resident #1 dafed
11/05/1Q. The resldenf's care plan was not
revised fo reflect this change.
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‘bags, and disposable masks coversd with a

Continued From page 7

Interview with LPN #4 revealed she had worked
at the facility for 16 (sixteen) years, She stated
she was responsible for care plans of the
residents' on the East Wing 100 Hall, which
included Resident#1. In reviewing the care plan
for Resldent #1, she acknowledgsd that the
resldent's care plan should have besn updated
whien the DNR status change was made. She
stated sha norimally updated those types of
changes, but just failed to do it this time,

Record review of the Care Plan for Resident #1
did not include a Plan of Care for isalation
precautions even though the resident was on
Isolation precautions for Vancomycin-Resistant
Enterococci (VRE) of urine according to the
resldent's file.

Observation revealed a bedside table outside the
room of Resldent #1 with disposable gloves, red

sheet. A sigh posted on the resident's door
directed visitars to soe the nurse before entering
the résident's room.

Interview with LPN #4 revealed that she failed fo
create a Plan of Gare for isolation precattions for
Resident#1. She acknowledged that she should
have implemented a Care Plan for isolation
precautions for VRE of urine for Resldent #1 but it
Just got missed. She stated she would take care
of It Immediatsly.

483.30(e) POSTED NURSE STAFFING
INFORMATION

The facllity must post the following information on
a dally basls:
o Facility name.

F 279

F366| 1. "No specific residents were
1dentified in this citation.

2. Posting of nursing staffing was
completed immediately upon
1dentification of the concern.
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o The cument date.
0 The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shlft:
- Registered nurses.
- Licenssd practical nurses or licensed
vocatiorial nurses (as deflned under State law),
- Cortifled nurse aldes,
o Resident census,

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as follows:

0 Clear and readable format.

o In a prominent place readily accessibie to
residents and visitors.

The facility must, uponh oval or written request,
make nurse staffing data availabls to the public
for review at a cost not to exceed the community
standard.

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 manths, or as
required by State law, whichever is greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation, Intervisw and record
review it was dstetmined the facility failed to post
the nurse staffing data sheet on a daily basis at
the beginning of each shift, The East and West
Nurse's Station staffing date sheef posted was
dated 11/17/10 as observed on 11/30/10.

The findings include:
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F 356 | Continued From page 8 Fass| 3. The Staffing Coordmator

received in-service education on

11/30/10 _ ,
provided by the Director of Nursing

regarding the requirement of daily
posting of nursing staffing. The
Staffing Coordinator will be
responsible for posting of daily
nursing staffing each morning 5 days
per week, The Nursing Supetvisor
will be responsible for posting of
nursing staffing each weekend
morning. The Staff Development
Coordinator will complete a daily(5
days per week) audit to ensute that
nursing staffing is posted for that
date as required, The Nursing
Supervisor will complete the audit
on weekends. '
4. Findings of the above stated
audit will be reviewed in the
Quality Assurance Meeting
monthly for 3 months for
recommendations and further
follow-up as indicated.
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Continued From page 9

Observatlon of the East and Wast Nurse's Station
on 11/30/10 at 9;:00am revealed the nurse staffing
data sheet was dated 11/17/10 and the census
was eighty-two (82).

Observation on 11/30/10 at 9:05am at the East
Nurse's Station revealed the staffing sheet dated
11/17/10 was looked at, then slide back into the
clear packet, and left posted on the nursing unit
by the Staffing Coordinator.

Interview with the Staffing Coordinator on
11/30/10 at 9:15am revealed she had hesn in this
staffing position for a couple of weeks, and that
she was still learning her new position, She
reported she had forgotten to post the daily
staffing sheets on the units as she was new to
this position.

Interview with the Director of Nursing on 12/02/10
at 2:20pm revealad the staffing coordinator was
responsible for posting the staffing data sheet on
East and West nurse's station. She did confirm
the staffing person had only been In her position
for a few weeks. She reported the staffing data
Information was ta be posted on a daily basls at
the beginning of the shift.

483,35(1) FOOD PROCURE, -
STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure faod from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepars, distribute and serve food
under sanitary conditions

F 356

F571|1. No specific residents were
identified in this citation.

2. The identified Dietary Employee
recetved immediate re-education
provided by the Dietary
Supervisor on 12/2/10 regarding
the requirement of completely
covering the hair with a bonnet
or hair net when entering the

kitchen.
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F 371 | Continued From page 10 F371| 3. Re-education was completed for
facility staff by the Dietary
This REQUIREMENT s not met as evidenced Manager on 12/2/10
by:
Based on observation, interview, and racord 4. reearding the ; ,
review It was determinad the facllity failed to g ot 5 r‘?qmrftnhem of
ensure all distery staff wors halr nsts when complete coverng of the hair \
entering and working In the food preparation area. with a hair net or bonnet upon
The findings include: entering the kitchen. The
€ nnhdaings inciude: Dletafy Manager or the Cook
Review of the facility's personal hygiene will complete an audit daily of
information sheet revealed there were no staff to emsure that staff have
guidelines for the covering of hair by food their hair completely covered

services staff that have short hair or beards. . :
° upon entering the kitchen.

Observations on 11/30/10 at 8:15am revealed a 5. Findings of the above stated
dietary worker entering the kitchen areawitha | andit to ensure staff members

baseball cap on. Hanging bsiow the baseball cap 4
were strands of halr bralded. The staff member have their hair completely

exited tha Kitchen for about 30-45 ssconds, covered upon entering the
re-entered the kitchen still wearing the baseball kitchen will be reviewed in the
cap, and then replaced the cap with a halr : :
A Quality Assurance Meeting
monthly for 3 months for
interview with the dietary manager on 11/30/10 at recommendations and further 7 Y,
11:06am revealed, all dietary staff are educated fOHOW—up as indicated. /< A3-/Z

on hand washing, hair nets, beard covers, cross
contamination and food handling procedures
during orlentation. Reviews are part of monthly

In-sarvices,
F 441 | 483.65 INFECTION CONTROL, PREVENT Fa41| 1, - : ducati
ss=E | SPREAD, LINENS In-service education was
. provided immediately for
The facllity must establish and malntain an Nursing Staff members by the
Infection Control Program designed to provide a Director of Nursing on 12/1/10

safe, sanitary and comfortable environment and : . . .
to help prevent the development and transmission regarding ensuring that resident’s
of disease and infection. ' food is not toughed with bare

!
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(8) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facllity; .

(2) Decldes what procedures, stich as isolation,
should be applisd o an Indlvidual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of {nfection

(1) When the Infection Control Program
determines thaf a resident needs Isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin fesions
from direct contact with resldents or their foad, if
direct contact will transmit the disease.

(3) The facllity must require staff to wash their
hands after sach direct resident contact for which
hand washing is indicated by accepted
professional practice.

() Linens

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

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview and record
review it was determined the facility falled to
maintain a sanitary environment to prevent the
transmission of disease and infection for four (4)
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F 441 | Gontinued From page 11 F441] hands during meal service.

Cleansing of the wound and
changing of the dressing was re-
completed for resident #5 by the
12/1/10 upon identification of the
concem. Re-education regarding
provision of wound care was
completed by the Staff
Development Coordinator for
LPN #5 on 12/1/10. Catheter care
was completed for Resident #13
by the Unit Manager on 12/2/10.
Nursing Assistant #3 received

immediate re-education _
regarding catheter care provided

by the Staff Development
Coordinator on 12/23/10.

2. In-service was completed by the
Director of Nursing upon
identification of the concern for
Nursing Staff regarding not
touching resident’s food with
their bare hands, Re-education
regarding provision of wound
care was completed by the Staff
Development Coordinator for
LPN #5 on. Residents who
require dressing changes had
their dressings changed utilizing

aseptic technique. Residents with

catheters received catheter care
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F 441 | Continued From page 12 F 441 provided bY'V'V('Jund Care Nurse
- unsampled and two (2) sampled residents #5 12/ 23/ 10 utilizing clean
and #13). Observation revealed a Certified technique
Nursing Assistant (CNA) and a Licensed Pracfical . In-service educati
Nurse (LPN) handle four (4) unsampled residents' ided by th S?I%fwas
food with bare hands during meal service, which proviaed by the sta ;
created the potential for cross-contamination. In Development Coordinator and
addltlton,hil]e facfi[ity Rfa”?c;j tot ;glizedcorrectd wound the Director of Nursing for
care technlque for Resldent #5 and cotre ; :
indwelling cathster care technigue for Resident mwsing staff rega’xdmg not.
#3. : touching resident’s food with
o bare hands, provision of wound
The findings include: | care utilizing aseptic technique,
Review of the facility policy on Skin [ntegrity for an.d‘ provision of catl}eter care
wounds dated November 2006 (revised) states to utilizing clean technique. Unit
Washvrixagds,llugllgera glozves, ?hange glov%s a{tﬁr Managers will complete an audit
removing soiled dressing, cleanse wound wi " : ;
hormal salihe or other wound cleanser, gently dry of dlmng services 3 t1me§ ch}ldy
around the wound, and apply appropriate for 4 weeks to ensure resident’s
dress;ng per physiclan's order. Facliity policies food is not touched with bare
for Indwelling catheter care and food service In hands, The Sta
the dining room and resldents' rooms were Coordinator fmlfxfczf;;g; rzflnt
requested but not pravided. , .
audit of provision of wound care
Observation of junch meat service on the 100 Hall and catheter care 3 times weekly
on 11/30/10 at 1:00pm revealed CNA #4 removed for 4 weeks, then-onc Kl
bread from a wax wrapper with her bare hands : Neo Wee y
for two (2) unsampled residents. for 4 Week_s to ensure appropriate
o e Lo I " technique is utilized to decrease
servation of the lunch meal service in the main the potenti : -
dining roont on 12/01/10 at 12:25pm revealed Fi (i ntl?lﬁpread of infection.
CNA #4 removed bread from a wax wrapper with indings of the above stated
her bars hands for one (1) unsampled resident, audits will be reviewed in the
LPN #3 was observed to pick up an unsampled nality Assurance Meetin
resident's bread with her bare hands and butter [t Q ﬂg £ g
for the resident. ! wmonthly for 3 months for
recommendations and further
Interview with-CNA #4 on 12/01/10 at 12:55pm follow-up as indicated. J8-83-/p
revealed she had worked in the facility for a little
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Continued From page 13

over three years. She stated she thought it was
okay to touch bread with bare hands as long as
her hands were sanitized. She stated she did not
remember any training regarding this. She
acknowledged this practice could cause
cross-contamination and lead to the spread of
illness or disease.

Interview with LPN #3 on 12/01/10 at 1:00pm
revealed she thought as long as her hands were
clean It was fine to touch resident's bread. She
also acknowledged this could lead to
crozg-contamination and spread of infection
throughout the facllity. On 12/02/10, LPN #3
reported that an In-service was provided within
the past year that educated staff on not handling
resident's food with bare hands; however, she
missed the in-service and failed to review the
Information presented.

Observation of wound care for Resident #5, on
12/01/10 at 11:45am by LPN #5, revealed that
after the nurse cleaned the Stage Il pressure
wound on the cocoyx with normal saline, she
allawed the resident to roll back onto the brief.
She then rolled the resident back onto their left
side and applied a hydrocolloid dressing without
cleansing the wound agaln.

[nferview with LPN #5 on 12/01/10 at 12:00pm
revealed she was Unaware of any etror in the
wound care technique performed on Resident #5.
Upon becoming aware that the resident was
allowed to roll back onto their brief after the
wound had been cleaned, and the dressing
applied without cleansing the area, she
acknowledged thls was incorrect. She stated that
she should have gotten another nurse to hold the
regldent on his/her side while she cleansed the

F 441
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wound and appfied the new dressing, She stated |
that rolling the resident back onto the brief couid
contaminate the wound causing infection or poor
wound healing.

Observation of indwelling catheter care for
Resldent #13 on 12/02/10 at 10:50am revealed
that the resldsnt was on Isolation precautions for
Vancomycin-Reslstant Enterococel (VRE) of
urine. CNA #3 donned gown and gloves, raised
the resldent's bed, and got supplies ready. The
CNA then removed the resident's brief, Without
washing her hands or changing her gloves the
CNA cleaned catheter tubing with a clean warm
washcloth from urethra down, approximately six
inches, while holding the catheter at the base.
The GNA placed the contaminated washcloth In a
garbage bag. Without removing gloves, the CNA
pulled a sheet over the resident, lowered the
resident's bed, and emptied the resident's
catheter bag. The CNA then cleaned the tip of
the catheter bag with an alcohol swab, poured the
uting In the tollet and flushed. The CNA then
removed her gloves, gown and washed her
hands.

Interview with CNA #3 on 12/02/10 at 11:06am
regarding catheter care for Resident #13 revealed
the CNA knew she should have removed the
solled gloves, washed her hands, and applied
clean gloves after she cleaned the resident's
catheter. She stated she was nervous because
she was being watched and just forgot. She
acknowledged that cross-contamination could
occur and spread bactetia causing spread of
Infection to other residents.
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K000 | INITIAL COMMENTS K000
A life safety code survey was inltiated and
conciuded on 12/02/10. Ths facllity was found
not to meet the minimal requirements with 42
code of the Federal Rédulatians, Part 483.70.
The highest scape and severity deficiency
identified was an "F."
K012 | NFPA 101 LIFE SAFETY CODE STANDARD Ko12| X012 -
S8=D )
Building canstruction type and height meets one i
of the following. 19.1.6.2,19.1.6.3, 19.1.6.4, On 12-2-10, During the Annual
18.3.5.1 Life Safety Survey, the Facility
immediately called Century Fire
Protection Company to replace the
Automatic Sprinkler Head in the
This STANDARD is not met as evidenced by: Closet which was located near the
Based on observation and Interview, it was . .
determined the facliity falled to ensure a complete laundry room. The identified
sprinkler system was malntained according to closet was monitored daily by the
NFPA standards. The deflclency had the housekeeping/laundry personnel to
potential to affect one (1) smoke compartment ensure there were no fire hazards
and staff, . )
The sprinkler head was replace and
The findings Include: ' work was completed on the 12-10- 1@‘46—/()\
10.

Obsarvation on 12/02/10 at 10:03am revealed a

storage room near the laundry room was not To insure the safety of the

protected by an automatic sprinkler head. The residents and staff, complete

observation was confirmed with the Plant Facility rounds were made by the

Operations Director. Plant Operations Director and the

Interview on 12/02/10 at 10:03am, with the Plant Life Safety Code Inspector. No

Operation Director, revealed the storage room other Sprinkler Heads were found

had been constructed approximately one (1) year to be missing

ago, and he had not identified the room as not ' Bducati f'th

having an automatic sprinkler head for protection. ucation of the staff was
completed regarding the

LABORATORY WRECTOR'S OR PROVIDER/SU BR REPRESENTATIVE'S SIGNATURE i TITLE \ (Xg) DATE

' G/ /8% s - /&@M«&%_MO
Any deficiency statement ending With an asterlsb(*) denotes a deficienoy which the insfitution may be excused from comecting praviding ITts-determined that
other safeguards provide sufficient protactlon te the patlents, (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following Lhe date of gurvey whether or nof & plan of corraction Is provided. For nursing homes, the above findings and plans of carrection ara disclosable 14
days following the date these documents are made avallable to the faclity. If deficiencies are cited, ah approved plan of correction ia requisite to contintied

program partlelpation.
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PROVIDER'S PLAN OF CORRECTION

(X5)

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solid-bonded core
wood, or capable of reslsting fire for at least 20
minutes. Doors in sprinklered bulldings are only
required to resist the passage of smoke, There is
no Impediment to the closing of the doors. Doors
are provided with a means suitable for kéeping
the door closed. Dutch doors meeting 18.3.6.3.6
are permitted.  19.3.6.3

Roller [atches are prohibited by CMS regulations
in all heatth care facilities.

é’é@g& (EAGH DEFIGIENCY MUST BE PRECEDED 8Y FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GRDSS-REFERESS:EI% "TEC;‘ g%E APFROPRIATE DATE
K012 | Gontinued From page 1 K012 K012 (Continued)

Refersnce: NFPA 101 (2000 edition)
19.3,6.1 Whare required by 18.1.6, health care . _
facllities shall requirement of functional sprinkler
be pr ot,ectéed trt\rougtljout by an approved, heads in a storage room on that day
supervised automatic .
sprinkler system in accordance with Sectlon 9.7. (1‘2'2'201 0) by the Plant Operation
Exception: In Type | and Typs Il construction, Director.
where approved by the Monitoring of the Sprinklers will
authority having jurisdiction, alternative protection be completed weekly by the Plant
measures shall be : K .
permitted to be substituted for sprinider protection Operation Staff and findings
in specified arheas X . : reported to QA Monthly for (3)
where the authority having jurisdiction has ) .
prohibited aprinklers, months. 18-~lo~ o
without causing a building to be classifled as
nonsprinkiered.
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018| K018
88=D

On 12-2-10 during the Annual Life
Safety Survey, a metal sfrip was
added to the fire door by the Plant
Operation Department staff to seal
the door with less than a % inch
gap when closed. Bducation of the
Plant Operation staff was
completed that day (12-2-2010) by
the Plant Operation Director, All
fire doors will be audited weekly to
insure safety of staff and residents.
Findings will be reported at the QA
meeting monthly for (3) three
months.

|15 4810
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K 018 | Continued From page 2 K018

K018 (Continued) -

This STANDARD is not met as evidenced by: Latch on the resident’s door room
Based on observation and interview, the facility . . .

failed to ensure corridor doors were maintained to 203;’ as immem‘atcly repaired by
provide a sultable means of keeping doors the Plant Oper‘anons staff on 12-
closed, according to NFPA standards. Corridor %2—10. Education of the Plant

doors must be maintained to provide a sultable eration stafs

means of keeping shut to limit fire and smoke (12 22010\ b £ zﬁmglleted that d.ay
spread into the Corridor. The deficiency affected anar ) by the Plant Operation
one (1) smoke compartment, thirty four (34) Director,

residents, and staff. Resident doors will be audited

weekly by the Plant Operations

The findings include: .
g staff to insure safety of all

Observation on 12/02/10 at 10:44am revealed \ residents, Findings will be reported
resident room 203 would not fatch when shut. at the :
The obsarvation was confirmed with the Plant e angtrhn:Ctmg monthly for 3) |5 g(6

Operatlons Director,

Interview on 12/02/10 at 10:44am, with the Plant
Operations Director, revealed he had not
Identified the door as having a problem lafching
before the Life Safety Code Survey.

19.3.6.3.2* Doors shall be provided with a means
suitable for

keeping the door closed that is acceptable to the
authority having

Jurlsdiction. The device used shall be capable of
keeping

the doot fully closed if a force of 6 [bf (22 N) is
applled atthe -

latch edge of the door. Roller latches shall be
prohibited on

corridor doors in buildings not fully protected by
an approved
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'K 018 | Continued From page 3 Ko1s
automatic sprinkler system in accordance with
19,3.8.2.
Exception No, 1: Doors to tollet rooms,
bathrooms, shower rooms, sink
closets, and similar auxiliary spaces that do not
contain flammable or
combustible materials,
Exception Na.. 2: Existing roller latches
demonstrated to keep the door
closed agalnst a force of 5 Ibf (22 N) shall be
permitted to be kept in
service,
*CMS prohibits the use of roller latches In health
care facilites. K062
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD Ko82| -
85=F R .
Required automatic gprinkler systems are All sprinkler valves were inspected
continuously maintained in reliable operating by the Plant Operations staff on
condition and are inspected and tested 9 :
verfodically.  19.7.6, 4.6.12, NFPA 13, NFPA 12-2-10 and found to be in
25,9.7.5 : working order. All sprinkler
gauges were replaced by the
Century Fire Protection Company
This STANDARD s not met as evidenced by: on 12-6-10. Education of the Plant:
Based on record review and Interview, it was Operations staff was completed
determined the facility falled to ensure sprinkler that day (12-2-2010) by the Plant
confrol valves where Ingpected monthiy, Operation Director. To i
according to NFPA standards. Sprinkler control p L. 10 m.surf:
valves must be inspected monthly to ensure safety of the staff and residents all
proper operation of the sprinkler system. The Sptinkler Valves will be monitored
deficiency affected five (6) smoke compartments, w i
one hundred and sixty six (168) residents, and eckly by the'Plant QP erations
staft. staff, and findings will be reported
. at QA Meeting monthly for (3)
The findings include: three months. 19410

FORM CM8-2667(02-98) Pravisua Verslons Obsolels

Event ID; RTZ321




Dec. 20. 2010 3:54PM Signature South

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

No. 5598 P 7

PRINTED: 12/14/2010
FORM APPROVED
OMB NO, 0938-0391

Recoid review of the sprinkler maintenance on
12/02/10 at 12:44pm revealed no documentation
of {he sprinkler control valves being inspected
monthly. The observation was conflrmed with the
Plant Operations Director,

Interview on 12/02/10 at 12:44pm, with the Plant
Operations Director, revealed he did check the
sprinkler control valves monthly, but could not
produce any documentation.

Reference; NFPA 25 (1998 edition)
9-3.3 Inspection.
9-3.3.1 All valves shall be inspected weekly.

Exceplion No. 1: Valves secured with focks or
sUpsrvised in accordance

with applicable NFPA standards shall be
permitted to be Inspected

monthly,

Exception No. 2: After any alteratlons or repairs,
an inspection shall :

be made by the owner to ensure that the system
is in service and all

valves are in the normal position and properly
sealed, locked, or electrically

supervised.

9-3.3.2* The valve inspection shall verify tha the
valves are In
the following conditlon:
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: LOUISVILLE, KY 40214
X4y R SUMMARY S8TATEMENT Qf DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION ME)
PREFIK .(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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K 062 | Continued From page 4 K082
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Means of egress are continuously malntained free
of all obstructions or Impediments to full instant
use In the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exits.
7.1.10

This STANDARD s not met as evidenced hy:
Based on observation and interview, it wag
determined the facillty failed to shsure exlts were
free of all obstructions, according to NFPA
standards. Exits must be clear of obstruction to
allow for safe exitng ih an emergency, The
deficlency affected one (1) smoke compartment,
thirty (30) residents, and staff.

The findings Include:

Observation on 12/02/10 at 10:53am revealed a
door from the Housekeeping offica projected into
the corridor two (2) feet when In the fully open
position. The observatioh was confirmed with the
Plant Operations Manager.

Observatlon or1 12/02/10 at 10:53am, revealed a
door from the storage room for housekeeping
ltems, projected Into the cotridor two (2) feet
when In the fully open position. The observation

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GUIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! COMPLETED
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(¥4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (*8)
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K062 | Continued From page 5 K062
() In the normal open or closed position
(b) *Properly sexaled, locked, or supervised
(c) Accessible
(d) Provided with appropriate wrenches
(e) Free from external leaks
(f) Provided with appropriate ldentification
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K 072|K072

During the Life Safety Inspection
Door Closures were installed on
12-2-10 on the Central Supply and
Janitor’s Closets by the Plant
Operations staff. Education of the
staff completed that day (12-2-
2010) by the Plant Operaiion.
Director. To insure safety of
residents and staff, the doors will
be monitored weekly by the Plant
Operation staff, and findings will
be reported at QA Meeting

monthly for (3) months. 1248-/0
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K 072 | Continued From page B K072

-| The landing shall have a width not less than the

was confirmed with the Plant Operations
Manager.

Observation on 12/02/10 at 11:01am, revealed a
door from the Central Supply office projected info
the corridor two (2) fest when In the fully open
position. The observation was confirmed with the
Plant Operations Manager.

interview on 12/02/10 at 10:563am, with the Plant
Operations Manager, revealed he had not
identified the doors as projecting inta the corridor
before the Life Safety Code survey.

Reference: NFPA 101 (2000 edition)

7.2.1.4.4* During its swing, any door in a means
of egress .

shall leave not less than one-half of the required
width of an

alsle, corridor, passageway, or landing
unobstructed and shall

not project more than 7 in. (17.8 am) into the
required width

of an aisle, corridor, passageway, or landing,
when fully open.

Doars shall not open directly onto a stair without a
landing:

width of the .
door, (See 7.2.1.3.)

Exception: 1n existing buildings, a door providing
access to a stair

shall not he required to maintain any minimum
unobstructed width

during its swing, provided that {t meets the
requirement that limits projection

to not more than 7 in. (17.8 cm) into the required
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K 072 | Continued From page 7 K072
width of a
stair or landing when the door s fully open.
"K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147| €147
8S=E

Electrical wiring and equipment is in accordahce . ) .
with NFPA 70, National Electrical Code, 9,1.2 During the Life Safety Inspection

of the Annual Survey, all extension
cords were removed from the
facility by the Plant Operations
staff on 12-2-10. Education of the

This STANDARD is not met as evidenced by: staff w _
Based on observation and Interview, it was 2010) bas :}(lmﬁleth that Cl_ay (12_2
determined the facliity falled to use extension ’ y the Plant Operation

cords accarding to NFPA standards. Extension - |Director. To insure safety of

cords must be used according to NFPA standards residents and staff, use of

to limit the pOSS]bmty of fire, The deﬂCiency 8Xt6nsi011 COI‘dS Wiﬂ be monitored

affected one (1) smoke compartment and staff,
() P weekly by the Plant Operation

The findings include: staff, and findings will be reported
at QA Meeting monthly for (3)

Observation on 12/02/10 af 9:66am revealed an months, | J0fg-70

extension cord plugged into a power strip being
used to supply power to a microwave oven and a
small refrigerator, The observation was
confirmed with the Plant Operatlons Director.

Interview on 12/02/10 at 9:56am, with the Plant
Operations Director, revealed he had not noticed
the extension cord and power strip being used to
supply power to the microwave oven and
refrigerator.

Observatlon on 12/02/10 at 12:20pm revealed an
extension cord in use to supply power to a battery
charger. The observation was confirmed with the
Plant Operations Director.

Intervisw on 12/02/10 at 12:20pm, with the Plant
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Operations Director, revealed the extension cord
had been I Use a few days,

Reference: NFPA 70 (1999 edition)

400-8, Uses Not Permitled

Unless specifically permitted in Section 400-7,
flexible cords and cables shall not be used for the
following:

1. As a substltute for the fixed wiring of a
structure e

2. Whers run through holes in walls, structural
cellings suspended ceifings, dropped ceilings, or
floors

3, Whete run through doorways, windows, or
similar openings :

4, Where sttached to building surfaces
Exception: Flexible cord and cable shall be
permitted to be atfached to building surfaces in
accordance with the provislons of Section 364-8.
5. Where concealed behind building walls,
structural ceilings, suspended ceilings, dropped
ceilings, or floors

8. Where Installed in raceways, except as
otherwise permiltted in this Code

K 147
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