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A Standard Healih/abbreviated/partial extencied
survey was initiatad on 08/20/12 and concluded
an 08/24/12 and the | ife Safety Code survey was
conducted on 08/22/12 with the highest scope
and saverity of a “J”.

KY18943 was substantiated and Immediate
Jeopardy was identified on 08/23/12 and
determined to exist 08/09/12 through 08/17/12 at
42 CFR 483.25 (F323) S/5 of *J" and
Substandard quality of care was identified in 42
CFR 483.25 (F323).

On 08/09/12 at approximately 3:45 PM, Residant
#18 who was assessed by the facility to be & high
risk for elopement, left the facility unsupervised.
The Delayed Egress Exit Alarm Controller
sounded at the South Nurses Station side door.
Interviews revealed staff on the South Unit
visualized both the side and the front south doors
from the nurses’ station and did not withess
anyune emer or exit the building. The door
lacation Indicator panel at the nurse's station
showed the Dining Room indicatar lamp was on.
Staff proceeded to the Dining Room door;
however, the door would not release and the
delayed egross exit alarm was not alarming. Par
interview staft retumed to the South Unit, looked
outside the side door, and reset the side door
alarm; however, the grounds were not segrched
until staft reafized Resident #18 was not in the
building. Resident #18 ambutated a half a mite
from the facility to a medical office, which cafled
Resident #18 a cab. Resident #18 was
transported by the cab to a family member's
home approximately nine (9) miles out of the city
limits. The regident was retumed to the facility
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F 000" Continued From page 1
; approximalely 4:45 PM by ihe family,

on 08/09/12 through 08/17/12. The facility
{ implemented corrective actions which ware
 completed prior to the State Agency's

Fast Jeopardy. The Immediate Jeopardy was
’ determined 1o be removed on 08/18/12.

- Irt addition, non compliance continued at F281
~and F441 at a scope and severity ot & 'D". and
F253 at a scope and severity of an "E",

F 2531 183.15(h}{2) HOUSERKEERING &

S58nE ’ MAINTENANCE SERVICES

g' The tacility must provide houzekesping and
 maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior,

| This RKEQUIREMENT is not mel as evidenced

1

Chy:

. Based on observation, interview and review of

~ the Tacility's policy, il was determined the racility

 tailed to provide a sanitary environment tor
residents, Twa (2) of wo (2) shower rooms,

r' The Immediate Jeopardy was determined 1o exist

i!
l
i

investigation on 08/20/12, thus it was determined

[

|
I
|
|
_l

FOODi

This Plan of Correction ir the center's credible
! allagation of complianee, i
I |
: Preparation andier execution of tis plan ofoarmeqtlon
! dogs not constitute admission or dreement by the:
i Pprovidar of the truth aof the facts alleged or conciu ohs
! st forth i the statemant af deficiencies. The plan of
: carrection is prepared and/or exacited solehs bem;},w
} 11 requtived by the provisions of faderal and state low.
|
1 +
i |
i F253 - 100712
' Y. Corrective action taken. |
' 1. On 08.23.12 Maintenance staff confirmed
. that the mb/whirlpoot had not been in use in)
F 253; 2012 and, at the Administrator's request, !
| Maintenance staff —beginning on 08.23 12 ;
 and finishing the following week--removed
 the tmb/whirdpool from the South Shower
i room, |
"2, On 08.24,)2, Maintenance and 1

| Housekeeping staff observed and confirmed
 that North and Sounth Shower rooms.

! incloding the fixtures, curtaing, and

! equipment in those rooms, were cleaned anch
' sanitized: nsed gloves and other debris were|
, discarded: wet wash cloths were removed

|
 and grooming items placed in the storage ]
|

i relerrad o as the North and South shower ranms,  lockers,

had used latex gloves on the floor, shower , | 3. 0n 08.24.12, and ongoing, the |

curtains with a darlk browri/black substance on l i Maintenance Supervisor and Housckeeping !
T them, and wet washclaths han ging on grab bars, | - Supervisor. have instrocted housekeeping
| These shower rooms wara used by alf residents. [ ' and mrsing staff that shower FOOms must be
1‘ ?'2 :Idg)‘iff " thfe Nﬁ‘-‘”‘: h“:—”:"’r room was used for | | cleaned after each use and before the next :
, e slorage of wheelchairs. |  wse of the room; and that no non-personal |
D f | care items will be stored on the dircet care |

The findings include: | & : > |
 'he findings Include | | 8ide of a shower curtain— during dircct care |
- Review of the facility's policy regarding Space | | OF before the shower room has been cleaned,‘
; | i |
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L and Equipment, revised 04/28/10, revealed

1: sufficient space was to be made available for
resident equipment. However, in the North

shower room were stored wheelchalrs, which

I were stored during the time residents were given

| their showers,

1

[ Review of the housekeeping in-sarvice on 7-Step |

| Dally Washroom Cleaning, 0101/2000, revealed |
all housekeeping statt had been trained on how to |
clean the shower rooms. The in-service included

how to sanitize a washroom, trash removal,
cleaning and sanitizing the twh and the use of a

| germicidal sohution to disinfect the flaor,

. Observation, on 08/20/12 during the tour of the
fzeility which began at 1:45 PM, revealed s brown
| discolored substance on the toilet seat in the

» South shower room.  The South shower room

| green tubywhirlpool was found to have dried

| while/gray streaks going down the entire from: ot

i the tub ta the drain. There was black .
; discoloration arcund the drain of the tubsvhiripoot.
| The tub/mhirlpool seat had cracks creating a

[ rough surface, which were too numerous to
'count, The flaor of the shower room had
 numerous hairs on it. The two (2) shower handie ;
I halders had a rust color an them where they were |
| attached to the watl, Atso observed wag a brown |
, discoloration to the back of the seat of the [
| red/maroon showar chair. i

,[ Observation, on 08/21/12 at 11:20 AM, of the

{ South shower room revealed there was na

I ehange in the tub/whiripaot from the above
observation,

i

I Observation. on 08/21/12 at 11:25 AM. of the

1L Additional corrective actions.
i 1. Any resident using the shower rooms has
: the potential to be affected. The: shower
rooms each have 3 compartments each
separated by shower curtaing, The first
compartment--the one nearest the egress
 door— will be used for storage only and no |
direct care will be performed in the storage |
compariment. During direct care or before ]
j the direct care compartments have been |
 cieaned, no non-personal care items will be |
| stored in the direct care compartmonts, !
;2. After confirming that the shower rooms, !
J fixtures, curtains and equipment had been |
|

: cleaned and smnitized, Maintenance and
: Housekeeping Supervisors determined,
~confimmed, and adviscd Administeator and
staff that (a) as of 08.24.12, any remaining |
discoloration on the shower curtains, T
. shower-handle/soap-bottle holders, and [
- shower chairs did not present a safety or f
| sanitation concern: (b) any remaining i
 discoloration on the shower chairs could be |
1and was removed on 09,15.12 by scrubbing f
j with Comet; (¢) any remaining discoloration;
fon the shower curtains could be and was |
retoved on 10.02.12 by spraying and |
| wiping with Val-U-4-U Citrys+ |
| Cleaner/degreaser; and (d) the discoloration |
‘on the shower-handle/soap-bottle holders J
could be and was removed on 10.02.12 by
sanding and painting. |
3. New shower curtains were ordered on |
109.10.12. New shower- handic/soap-bottle |
| holders were ordered on 09.21.12. Upon |
| receipt, the new items will be instalied, i

|
f
{
1
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North shower room revealed a latex glove on the
floor, & white substance on the floar with the
appearance of chipped paint, four (4) razor
covers on the floar, two (2) wet washcloths on the
grip bars, a piece of candy on the fioor and two
{2) shower handle holders had a rust color on
them where they were attached to the wall,

Observation, on 08/23/12 at 3:15 PM, of the
North shower room revealed two (2) latex gloves
on the flaor, a wet Kleenex tissue on the floor, a
weat waghcloth on a shower chalr not in use and a
wet wasticioth on a handrall. Stored in the
shower room were six (6) wheelchairs: one (1)
powered chair, one (1) upholstered chair, one (1)
high back wheelchair and threa (3) regular

wheeichairs. A walker was stored against the immediately.
back comer wall. There was a brown/black 101, Additional measures/gystemic
discoloration along the bottom of the shower changes.

curtain and cracks noted to the front part of the
wiiet seat. During the observation, Resident B
was brought into the shower room and his/her
shower started by Certified Nursing Assistant #1.
Al items observed remained in place, The
shower room was not chacked or cleanad prior {0
the shower for Resident B.

Observation, on 08/23/12 at 3:20 PM, of the
South Shower room reveaied a black
discolaration 1o the bottom of the shower curtain,
In addition a long black streak was noted
mid-level on the showear curtain, A hairbrush was
stored in the shower room with halrs In R and no
rame on the halrbrugh,

Interview, an Q8/21/12 at 10:30 AM, with
Housekeeper #3 revealed the shower rooma
were cleaned by Housekeeping. They were

' shower rooms, and common arcas to assare

 review any findings with the Administratox
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4. Pending the receipt of the new shower
curtains and holders, the old curtains were
replaced on 10.02.12 with temporary, newcr,
appropriate and compliant shower curtains;
and the holders were removed, sanded,
painted and reinstafled by 10.03.12,

5. The Honsekeeping Supervisor and
Maintenance Supervisor will make daily (M
F) environmental rounds of resident rooms,

the facility is maintained in a sanitary and
comfortable manner. The Housekeeping
Supervisor and Maintenance Supervisor will

and corrective action will be implemented

On the days identified above and as a part of
an a1l s1aff inservice on 09.28.12, the
Maintenance Supervisor and Housekeeping
Supervisor educated, and continuing on a
monthly basis will educate, the
housekeeping and nursing stafl on
housekecping and storage procedures,
including those identificd in Sections I and I
above, On and after 10.01.12 the Staff
Development Coordinator will include
housekeeping and storage procedures,
including all corrective actions identified in
Sections I and II above in the orientation of
new hires as indicated. The Housckeeping
Supervisor and Maintenance Supervisor wilk
make daily (M-F) environmental rounds of
resident rooms, shower rooms, and common
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| cleaned every day and the housekeepers wers to | ; namngs wi cti N 1l bm' il :;t od
j MAERIE0. ' : - corre impley
g0 In betweon residents and clean. She also C imm 3;:;? on witl be implem
revealed Housekeeping was to clean the i cdiately.
tub/whiripoot and & pravicus housekeeper had ! . .
instructed har on how to clean 1. Goitinued i IV. Facility pians to monitor ity
intarview revealed the reagon to chean the shower performance
room was o keap it sanftized. She revealad 1f the The Maintenance Supetvisor and

 shower rooms were not sanitized there would be
{ gams and peopte tould. gat Siok o eatch

| something.

|

 Interview, on 08/21/12 at 12:05 PM, with
Housekoeper #2 rovealad Housekeeping was
responsible to ¢lean the shower roams. She
stated she triad to clear: the shirwer room
batween resident showars, She revealed she did
not know whio clagned the tubmhitlpool, as she

1 only works North and the tubywhiripool was,

{ Seuth. She stated the housekespers wers.
rasponsible to monitair the-shower rocms. The

{ North shower room remained unchanged trom
the 11:25 AM observation when Mousekeepor 42
saw the shower room. She revealed she would
clean it after lunch,

Intervidw, on 08/23/M2 at 2:15 PM. with
Housekesper #1 revealad Housekeaping cleaned
the showsr room first thing in the marnirgy,

| between residents, and af the end of the hift,

| She revealed the tub/whitlpooi was wipad ang

 Sprayed duwn evary day, She did fot krow who
monitors the housekespers. She raveaiad the
reason to keop the shower rooms ¢lean was
because there weare bacteria and avaryone wag i
the showar room with their open bodies.

! Interview, on OB/23A12 at 2:20 PM, with

Housekeaper #4 ravealnd the. hougekespers

|

Housekeeping Supervisor will monitor
through environmental rounds on a daily
bagis to assure that the facility is maintai
in a sanitary and comfortable manner. he
Housckeeping Supervisor and Maintenasce
Supetvisor will review any findings thljbt:m
Administrator and corrective action will
implemented immediately. The data will be
reviewed and analyzed monthly by the |
Safety Comumittec and then reported to the
quarterly Performance Improvement ;
Committee with a subsequent plan of action
developed and/or education implemented as
indicated. The Administrator is responsible
for the overall compliance. !
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were responsible for the shower rooms, She
revealed she cleaned the shower rooms in the |
moming when she gaot to work and when ;
residants came out of the shower or when she
was told. She stated she checked the shower
rooms at the end of the day befare she left, She
+ did not know who cleaned the tub/whirlpaol or if #
was still in use. She stated the reason to keep
the showers clean was for safety and for the
| resident's health and cleanliness. So the resident
 would not get germs or sick, she revealed.
Interview, on 08/23/12 at 2:55 FM, with the
Housekeeping Manager revesled the shower
Tooms were cleaned to sanitize and for infection F-281 10+7-12
control purposes, She stated she would mahitor
the shower rooms and that the shower raoms 1. Parameter mattrcss was provided to
ehould have been monitored by the Marager resident #3 on 08/23/12 as ordered by the
bafore her. The Housekeeping Manager started physician
to work at the facility on Monday, 08/20/12, the
day the survey bagan. In addition, she stated tha X ; :
District Manager over Housekeaping and 38 Jgﬁogﬂy swed all resxdc;mx;shon "
Housekeeper #1 had tried to clean the Ol e C ummt% N the centter
tub/hirlpool and were unsuccessful, When with physician orders for any device and/or
asked about wheelchairs stored in the shower Squipment that was ordered for decrcased
room, she stated she did nat know if the shower safety awareness, to validate the devicos
room was 1o be used for storage. were in place. DNS-RN reviewed all
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 2a1| residents Treatment Records on 8/23/2012
$8=D | PROFESSIONAL STANDARDS that wete currently in the center with
physician orders for any device and/or
The services provided or arranged by the tacility equipment that was ordered for decreased
must meet professional standards of quality. safety awareness to validate documentation
was in place and aconrate for placement of
the devices. DNS-RN reviewed all residonts
. . comprechensive care plans on 08/23/20172
I;;Is REQUIREMENT is not met as evidenced that were tly in the center with
Based on observation, interview, record review, physician orders for any device and/or

A IR
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and review of the facility's policy, it was
determined the facility failed to follow physician . . .
orders for one (1) of twenty (20) sampled and two 3. Licensed nurses will be responsible for | 10-7-12
(2) unsampled residents. Resident #3 did not notifying the maintenance department via a
have a parameter matiress as ordered by the Maintenance Request Form the need for any
physician. resident that receives a physician order for a
parameter mattress. Licensed nurses will be
The findings include: responsible to document on the Treatment
Review of the faciity . rding Physician Record to validate placement for any device
eview e facility's policy regarding Physicia and/or equipment that is ordered for
Orders, dated 04/28/11, revealed physician : Sduiprcn cmd
. : decreased safety awarencss. Licensed mirses
orders were received upon admission 0 the L Sy .
tacility. Readmission ordars should not be ‘will be responsible for updating the
resumed from & previous stay and State mmpmhmw carc g]an for any resident
regulation should be followed in recording that receives a physician ordcr for any
physician orders. Performance Improvement device and/or equipment that will be used
included printing a Selected Order Type Report for decreased safety awareness.
and compare with the actual care delivery,
All Licensed nurses and the Maintenance
Review of the clinical record for Resident #3 Depattment will be re-educated beginning
revealad the facllity admitted the resident on - 08/23/2012 b the DNS-RN, Starr
02/23/12 and re-admitted Resident #3 on ‘Development Coordinator- RN d Unit
08/17/12 with & diagnasis of Dernentia with ; P o 2 Uni
oo . Managers-LPN/RN by the means of g
Behaviors. Admission orders included a l jon for the i
parameter mattress to define bad parametars presentation for the g;ccss ff"" fi lm_tgg‘o‘ut‘a
related to decreased safety awareness due to | v & tenance Request Form for residents tha
dementia and to check placement every week. reccive a physician order for a parameter
[matiress to ensurc services provided or
Review of the Treatment Record for August 2012 arranged by the facility meet professional
revealed the parameter mattress had not been standards of quality,
checked for placement upon or since admission.
| All Licensed nurses will be re~cducated
Review of Resident #3'2 comprehensive care beginning 08/23/2012 by the DNS-RN, Staff
blan, dated 06/26/12, revealed parimater Development Coordinator -RN, and Unit
mattress to the bed and should be checked every Managers-LPN/RN by means of presentati
fv;cﬁgk due to a risk for falls related to previous for the policy regarding Physician Orders,
) dated 04/28/11 to ensure setvices provided
or arranged by the facility meet professional
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Obsarvation, on 08/20/12 at 1:45 PM, on
08/21/12 at 9:20 AM, 10:15 AM, 10;55 AM, 11:50
AM, 12:00 PM, 12:05 PM, 12:10 PM, 2:00 PM, on
08/22/12 at 8:45 AM, 9:56 AM, 10:55 AM, 11:20
AM, 2:00 PM, and on 08/23/12 at 9:45 AM and
2:00 PM, revealed the resident did not have a
perimeter mattress on the bed,

Interview, on 08/23/12 at 1:15 PM, with Licensed
Practical Nurse (LPN) #6 revealad Resident #3
did not have a perimeter mattress on the bed.
She stated the maintenance dapartment was
rasponsible to get a perimeter mattress when it
was ordered by the physician. The LPN stated a
maintenance log should be completed and
Submitted to the Maintenance Diractor. She
stated Resident #3 was at risk for falls and should
have a perimeter matiress due to a fack of safety
awareness. The LPN stated the resident had a
perimeter mattress before transfer to & hogpital,

She stated the resident had not fallen since
returning to the facility; however, the rasident was
at an increased risk for falls.

On 08/23/12 at 1:30 PM and 3:20 PM, interview
with the North Unit Manager revealed Resident
#3 did not have a perimeter mattress on the bed,
The Unit Manager stated when a perimeter
maliress was ordered on admission, the
admisslons offica was responsible to make sure
the mainteriance department was aware itt order

to get the mattress prior to the resident's
admission to the facility. The Unit Manager stated
she monitors the Treatment Record whh spot
checke 10 see it anything was missing. She stated
there was no documentation of doing the spot
checks. The Unit Manager also stated she had
hat checked Resident #3's record and was not

All Licensed nurses will be re-educated of
their respomsibility for updating the
comprehensive care plan to reflect the
intervention of the device and/ar equipment
for decreased safety awareness and
documenting on the Treatment Record to
validate placement for the devices and/or
cquipment ordered for decreased safety
awatencss beginning 8/23/2012 by the DNS
RN, Staff Development Coordinator-RN,
and Unit Managers-LPN/RN by means of a
presentation.

Education will be on going until all licenscd
nurses and all of maintenance staff has
atiended. No licensed nurses or staff of the
maintenance department will be allowed to
work without having been in serviced, The
facility does not employ agency staff:
however, if the facility shonld employ
agency staff, the agency staff will receive th
In-service prior to working, This education
will be added to peneral orientation for all
new maintenance staff and licensed nurses
that shonld be hired,

4. The Unit Managers-LPN/RN and/or
Weekend Supervisor-RN will Tevicw all
physician orders daily to identify any
residents that receives an order for adevice
and/or equipment for decreased safety
awarcness and will at that time validate
placement of the device and/or equipient,
documentation was placed on the Treatment
Record and that the comprehensive care pl
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sure how the perimeter mattress was missed. DNS-RN will review all physician orders
She stated the purpose of the perimeter mattress daily (Monday-Friday) using a Selected
was 10 keep the resident from falling out of the Order Type Report to identify any rosidents 10-7-12
bed. The Unit Manager stated Resident #£3 had that receive an order for a device and/or
nat fallen since the facility re-admitted the cquipment sccondary to deerease safety
resident, but the resident could fail. awareness. DNS-RN will conduct a weekly
. . audit on any identified resident that reccives
Interview with the Maintenance Director, on an order for a device and/or equipment
08/23/12 at 1:35 PM, revealed the maintenance secondary 10 decreased safety awareness o
department was responsible to get the perimeter val date pia ent of the device
mattress for Resident #3. He stated a lcate piaceft the device,
maintenance request should be completed by documentation on the Treatment Record, ang
staff: however, he had no record of a updating of'the_cate plan. Results of this
maintenance request for a perimeter mattress for weekly andit will be reported by the DNS-
Resident #3. This was verified during record RN (at lcast monthly for 3 months then at
review, Ieast quarterly there after) at the
Performance Improvement Conumittee
On 08/23/12 at 1:55 PM, interview with the Meeting with follow up action or education
Director of Nursing Serv[ees gDNS) revealed the as needed. The Performance Improvement
responatie 1o bontact he maitonamee” o L ect t least monthly for
department to get the perimeter matiress for a 2[1:: %o:t;n:!;:m@;a; ‘%a:c:l  therg
residant. The DNS stated she was unaware why Committec ill determi o th 1
Resident #3 had an order for & perimeter Committec will detcrmine the need to
mattress and stated the order for the mattress increase, decrease, or discontinue these
related to safely awareness would depend on the weekly andits based on the finding.
need for it. The DNS stated she did not know i
Resident #3 had fallen since readmission to the
facility, however the resident had a decline
relaied to the disease process,
F 323 | 483.25(h) FREE OF ACCIDENT F 323
85=) | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident recelvas
adequate stipervision and assistance devices ta
prevent accidents, '
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:f This REQUIREMENT s not met as evidanced
Ly: ‘ .
Based on chservation, intstview, recory rRvVigw, Past noncompliance: o Rlar of

1 review of the facility's policies, investigation, and
the Delayed Egresn Exit Alatem Controller, it wag
determined the tactity failod to hava an sffactive
system to adequately supewimmgnitwely

{ impairad residents with known elopament tigk, for

} ona (1) of twenty {20} resigents sarmplad,
Resident #18, The facility

-and facility tailed 1o ensure the emargen

- PUSING panel located at the South Nurses Station
was functioning Properly. Cn 08/09/12 ar

, approximately 3.45 pum, Fesident #18 who was

{

assessed by the facility to be a high risk for

or exit the budlding, ”I‘he door location indicator
é' panel at the nurse's station showed the Dining
Room indicaitor kimp wea on, Stalf provesded o

the Dining Room door: howevar, thie deor woul

Residant #13 l ,

L

correction required.
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medical office, which called Resident #18 a cab.
Regident #18 wag tranzported by the cab to a

| family members home approximately nine (8)
rrilles out of the city iimits. The resident was
retumed to the facility approximately 4:45 PV by |
the famity.

! The facility's fallure to ensure the emergency

! nursing panel wag functioning properly and failure
of the staff 1o respond to an activated alarm for
cognitively impaired individuals with knowrn

- alopement tiek platod regitants.at sk tor

1 elopament in a shtuation that was likely to cause
SBrious injury, harm, impairmert or death, The
imimediate Jaopardy Was detannined to exist on
Q80912 through 0817712, The faciity
implamented corrective antions which were

, completed prior 1o the, State Agenty's 1
j nvestigetion on 08/20/12, thus 1t was determined
; Past Jeopardy. The Immediate Jeopa rdy was

| Determinied to be removed on 08Man2.

:‘ The findings intlude:

Review of the faclity's polivy regarding Patient
Elopement, revised 0a/31/11, revesied an
slopament was an event that required a prompt
and arganized responsa to promote patient

; safety. If an elopamant aceurrat] and the patiernt
Was missing, the staff should fellow thege
Quidéfines; Phage 1 . Provide procedures for the
initial search of the Center and grounds and
confirmation that the pationt was migsing. The

i search should tast ng lohger than 30 minutes

| beore entaring Phase |j, Phase ! would be
Initiztted as soon ag the pationt was noticed
miseing. Phasy | of the Missing Rasident Search
Chaokirst included an initig) search of the centor
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and Immaediate sufroundings (evety door, Cloget, i
office, department, shad, car dumpster, stairwell,
&levator, resident room and bathroom ete.);
confirmation that the resident was thissing; an
annauncement using spectfic code phase (Dr,
Wander) over the PA system three (3) imes to
aiert employees of the situatior  and, investigate
an alternative explanation for the tesident's
absence. Phase Il - after thirty (30 minutes,
conduct an intensive. search of Center, grourds
and the community to riciude nelghborhoods and
e ragident's likely dogtimations, Moweser, the
Policy did not address how the Stalt was to
respond to any atarn activated by the miasing
residant,

Raview of the taciity's Invastightion, dated
0817712, revealed on 08/09/12 at 45 PM, upon
return to the facility, Resident #18 stated he/she |
had a bad feafing about something at home and. |
he/she had to find out what was going on, The |
resitlent stated hé/she walked up the road 1o fhe fi
doctor's office and had them call a-cab to take
him/her home, When questionad as to how J
{
§

he/she got out the door, the reaident explajnad it
just apened. Later, the residant told staff a nice
man let himher out of the doot, The cab wag
called to the medical office (whichis 0.3
miles/B11 staps from. the facility) and had the cab
| takes the resident 1o a family members home,
The facllity's investigation eoncluded the rasident
was assassed correotly-andg Made no attempts at
elopemerit from Da/08/12 through 08/00712, i
concluded the facility staff respohtied
apprapriately o the alarme thay Bounded,
Howsver, interview with, the. DON, ar1 08/23/12 gt
5:00 PM, reveajed gtaft weas {o respond to the:
door atarm immediately, fing whate the alarm wag

——

| o ‘
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. eomiog fram, and physically vpen the door to
check and make sure no one had exited. The

DON stated it was not acceptable for staff to just

| look at the door and not physically cheok the
door. In-addition, the Tagitity coneluded a visitor
must have emterad the code to sliencethe alarm

s and the residant followed tham-out of the buiiding.
However, interviews with- staff revoaled the alarm
was sounting on the South Ui,

Intarview with the Maintenanca Director, on
1 Q822N 2 ara:58 PM, revealed there wisre eight
{8) door stations with a keypad and two. (2} staft
alart panels located at each nurses station. The |
Delayed Egross Exit Alarm controller syatem was
purchased about 4 months ago, The
Maintenance Director statett when the door
i alarms, the key pad wijl atarm and the sound of
the alam at the keypad was-different from the
atarm at the doar. The Director stated when a
- patient was one (1).foot from the dodr, the door
would not sound unt pressure was appliet to the
toor for fifteen (15) seconds, Further intarview
| with the Maintenance Director reveated there was
also a tait gate teature for when family members
came into the buiiding, so the door wauld algron
with the wanderguard even when the cods was '
; @ntered into the keypad. The alarm panel on the
| South side nursing station had indicator lamps
 that anly indivsted the South lobby, dining room,
1 South gide door. the South-break room and the
- South rear door, The alam panel on the Nerih
 sithe nursing station had indicator famps that only
!indicated the North side door, the North:hack
door and the North lobhy.

| intarview with the Maintenance Ditector, on

{ 0B/23/12 at 5:20 PM, revealed the. Maintanance [
1 ,
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: Diracior became aware the keypad in the dining
, roam was not futictioning when the facility
Regioral Propertiss stalf came on 07/31 {12, The
dfining room door would niot open uriless the fire
alarm was alarming. The Maintenatice Director
initiated weekly doot checks and duting this time
he never detected any problems with the
amergency nursing panels hot indieating the
corrett door,

| ecord review of the Door Security System |

shecks, complated-on 08/06/12, revealad

i keypads, buttons, and bypass switches was

| dovumented "no* for ot functional for the dining

i room door and & new keypad was ordered on
08/02/12. Interview: with the. Maintenance
Director, on DB2312 at 520 PM, revealed the
nursing panel did not dispiay the torradt door
alarm due to the voltage was at S-valts and the
required voltage was 12-15 vuoits,

e e e e e R

interview with the: Cartified Medication Technisian
(CMT), on 0B/2D/T2 at 2:08. PM, revaaled
Resident #18 came up ta the nurses' station and
wanted to ktiow what the time was. The GMT
stated it was 3:18 PM and Hesident #18 stated
he/she was 1o get off of work at 3:00 and ha/she
 was going to get in trouble for working into

s overtime. Fasident #18 was then abserved fo

: leave the nurses' station ang talk to two (2) |
f residents in the nonh lobby. The CMT stated

» Resident #18 then went to the soith unlt and she.
I asaumed Resident #18 was-guing to ar activity

| stheduled af 3:45 PM in the ditivg room, The

i CMT then stated she heard the.alarm sound at

i the South door, she went to the Sduth Linlt and

| saw the alarm indicator for the dirting room door,
; She saw LPN #3 returning from tha South side

s o,
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door and she returned to the North Unit. The

| the rasident: however, sha proteeded autside
| The CMT vaicad kniowiedge of the missing
[ resident protocol; howaver, stated she did ot
i actually go ard cleck the South side door

1 hersel,

Interview with Licensed Practioal Nurse (LPNY
[ on 0B/22/12 at 10:42 AM, revealed she wiis
 noting orders at the South Nurses Station and
heard the South side dooy. alarm sbund at
approximately 3:45 PM. LPN #3 statod she

looked at the Nurges Pane! bebind her and

was lighting up, LPN 21 walked tothe dining

- open). LPN #3 then went to the South nurses’

completed a head count,

10:34 AM, revealed she was working ont this

North Unit Manager quastioned her about seel
Heaident #18. She indicated ne she had not seen |

the gazebio to check the araa and found nothing. -

immadiately looked at the from and side doors
and did not see anyone, LPN #3 then statod she

noticed it was the dining room indicator lamp that

room and pushed on the dining room daor and
the door would not open {she had held the door '
longer than the 15 seconds and nated it would net {

! station, realizad the South door wes stif alarming,
and checked the South front and side door by
laoking outside and saw the housekesper walking |
around. The housekesper stated she did rient gee
anyene, so they procaeded back o the unit and

Interview with Housekeeper #4, ot 08/22/12 at |

South Unit when she heard the alarm sounding
the South side door, The South Nursing Parel

Indicator light was showing the. Hining room door. |
LPN #3 then wont 1o the dining room door ang
Housekeaper #4 went to the South.doors, The.

Faz3

ng |

fo

}
i
!
!
i

#3, |

|

at
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| Housekeeper stated she pushed on the dogr for
15 secands, when the door.openad she fooked
toward the dining room arid the road and did hot
see any residents, excapt for LPN #3 who was
lodking towards her from the dining room door.

porch area and did not gee driyahe.

Interview with the Certifled Nursing Assistant
{CNA) # 5, on C8/22/12 at 6:15 P, revealed he
warked on the North Unit when this alarm
sounded. CNA S stated he watked fo the South
! Unit and went throught the South side door,

| walked around the area, ang saw nefamily or

doors, but Housekeaper #4 had disgrmed the
doar before e want outside, CNA 45 stated as
| he was coming back into the Tacility whon

| 8omeone vervalized Resident #18 was missing,

 interview with. LPN #2, on 08/21/12 at 2:43 PM,

ware sounding on the North Unit, She did not go

practice for all stalf to respond to an alamn by
 Bhysically checking the door and the cutside
aresd, Por intarview, aven théugh 'the did not go
1 the door as soon It sounded, she knew she was

! the building. LPN #2 stated she should of

respontled to the alarm, a. ragident eauld slopa if

"o ong responded to the doots,
! Further interview with LPN #2, on 08/2112 at

Housakeapar #4 then walked owaide toward the

| reaidents. The CNA stated he did net disarm any

revealed when the door alarm sounded she kriew
it wag the South Unit because none of the glarms

to check the South Unit bacause she knew there
Was a nurse at the South nurse's station and thay
wollld check it. LPN #2 stated it was the facility's '

! to physically chack the alarming door and go out
- thix door to ensure no rasidents. haid watkad out of

Fazg
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|

|
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{ 2:43 PM, revealed a family member of a résident
. stated he had observed an didar gentlerian/iady

- with & plaid shirt and maraon pants walkirg

| toward the movia theater, LPN #2 then stated she
went aut of the side door and started runting
toward the movie thester. The movie palace was

| open, where she ran into the Spesch Therapist
who stated she had checked the ihsids of the.
theater and talked with the ticket parson, The

1 ticket parson stated he did not see anyone who 11
; that description. LPN #2.and Social Services

| drove around the area and Speech Therapy
wontinued to walk around the neighbarhood.
They received & call from the facility that the

resident had been found and retutned to the

facilty at approximately 4:45 PM.

!

;

: i

Interview with the DON, on 08/22/12 at 9:45 AM, 1
| ravoaled at Spproxirmately 4:00 PM, she was |
1 notified triar Resident #18 was migsing, The DON k
 stated she then reporied to the Administrator sc! f
they both got into their cars. The DON headed to |

- the left of the building and the Admiihistrator to the :’
} Fighit of the building, The DON stated she came 3
 back to the facility around 4:30 PM 1o make i
| Phone calls. Perinterview, she received a call | |
4

{

;

]

]

, from' a tamity member of Resident #18 who fold

' her he was on his way back to the facility with the
| residernit, The resident was rotutnad to the facilty
. &t Approximately 4:45 PM.

]

 Intenview with the Family Member of Regident

- #18. on 08/20/12:at 2:48 PM, revesled ha had

| Tecaived 4 eall from his wite that the resident had |

| come to tha house in‘a cab, He called the facifty

{ and asked about Resident #18 and a staff
membar replied Resident #18 decided to take g
trip. He then asked whers did Resident #18
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trlp to and the staff member !

stated he had rio idea ana that the local police |
hidd been called. The farmily member informed

* the favility could stop looking becauss

i Resident #18 had boen ficked upt @ half a mile

| from the facility and delivered horiie in & cab, The
Tacility offered o send the police to pick up
Residant #18, but the Tamily metniber refusad and |

i dacided to deliver Fesident #18 parsonally.

' Interview with the City Caby, on 0B/22M12 8t 415
PM, revealag they had received & call from the
meadical office at about 415 PM and pieked up
Resident #18.at 4:30 Py, The City Cab stated he

| dropped Raesident #18 off to histher hoine gt
about 4:40 Py,

Interview with the Adm inistrator, on 08/22/12 at /
10:56 AM, revealed he came back 1o the facility
to call the police. Once on the phohe with ke
' Police Dapartment, the Administrator had fearmed !
, Resident #18 had been located and wag coming
“baek to the facility. Howaver, interview with the .
lscal Police. mppmment, on 0B/22/12 at 4:00 PM,
Tevaaled no record a phore chill wag takan i
; fegards fo Resident #4g,

Interview with the DON, on b&/23/12 at 5:00 P,
revealtd she was not aware the.dining rosm dogr
WS not working Property untit the day of the
elapement. Per intervicw, the probiem was the
 dining rooem door showed an the panel Instead of |
the South side door, Causing the ataff to goio the
| wrong door, She also revealed the nurse heard
the alarm on the south side-door and visulized
; :;he door from the deak Instead of going tothat
I,

|

{ :
; |

Faeg

e —— e,

/ ,

|
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Review of the clinical record for Regident #18
revealed the resident was transferred to the
; facliity from 2 local hospital after suffering from
j complications with Chronic Qbstructive
| Puimonary Disease (COPDY and Iron Deficiency.
! The facliity admitted the rasidant t6 the North side
 of the building on 04/06/12 with multiple
| diagnoses which included Alzheimers Disaase,

Roview of the Quarterly MDS, datad 0710812,
ravealed the facility assessed Resident #18 with a
- moderately impaired cognitiva deficlt, Heview of
the Wander/Eioparment Risk evaluation revesaled
the last assessment was dated 04/12/12 with an
Indication of a wancerguard in place 16 the right
ankle. The sessessment dated 07/00/12 revealed
the resident axprassed 4 degire 10 laave the:
venter, watked about the faciity per solf without
Assislance, and askad to go homa, placing the
resident at risk for elopamerit, Review. of the
resident's plan of care, dated 04/08A 2, revetlod
a focue care plan titled resident was an
elopement risk/wander, It directed.staff fo distract
the resident by offering pleasant diversions and
structured activities, monitor location evety 30
minutes and document on the babavior log, place
& wanderguard to right ankie, and chaok funétion
| evary night

: The facility took the following immediate actions
to correct the deficlent practice:
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1. Upon Resldent #18's return back to the fagility
on 0B/09/12 &t 4:45 PM, & skin aggesementhoad |
ta toe physival and pain assessment was

| completed by the DON, with Injurias noted,
Wandet guard was stil i place to the right ankle
and functioning properly.

%
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2. On 0B/09/12 the Maimenance Diractor
completed & preventive maimenznce chack on all
facility doors and Found alf doors to be locked and
secure. As a further precautionary measurs, alf

| doors were mondisred ono on one. urtil 10:00 PM. |
| 3. On 080812 sl wander guard bracelets wers
validated for proper functioning by e Unit
Mapagers and the DON,

4. On 08/09/12 the codas were changed to all
entrance doors by the Maintenance department.

)

' 5. On 08/09/12 Maintenance sounded alamms and
| chacked all locations on the. main panel 1o
validate praper signai of alarms when sounding
arid validatad all wiridows were segured with six.
(6) inch opening, ‘

6. On UBA9M2 a livensed firse compioted door
| Security chacks every Hour from 11:00 PM to 7:00 |
i AM, 1o stsure doors wete stif] funiationing
| properly.

;7. On 0B/OS/12 the ED verlliod signage et ai i
facility entrance dodrs 1o nutify visitara that no
resident wag to be assistad outside of the taciidy.
Sate Care and Vanguard door gystems {outside
vanders) visited the center ard validated sequrty
of doors on: 0BA0M2 and 2:15 PM.

j

}.’ 8. On 08/09M2 audits were performed by the

| Social Services Director of all in houge residents
[ &t risk for elopement 1o determine all residerts
had eloped and bohavior assessments were
completed. On 0B/M13/12 the DN, Unit Managers |
and Social Services Diractor-camploted audits of

|
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l all in house residant behaviors by reviewing the
behavior monitaring logs far the previous month |
% 401 make sure alf residents who needed fe be
identitied for elopement wias identitied.

4, Afl direct care stalt were Inservicad on the

- definitions of lovels of supervision on, Resident

Montitoring tool and appropriate. decumantation

based on the type of supervision on 08/10/12.

Licensed nutses and CMT's were regponsible to
document an the Resident Montaring tool.

5‘ 0. All uriits were supervised et all imes,

i 11. All door alatting mugt be responded to. Staff

' must go to the door and visuelize the Inside and
outgide area o datarming if.a regicent exited.
Staff must check the afarm bos o the wall to
determina the jocation of the alarm. i gtaff cannot
dotermine the cause of the alsem, a full facility
rasident head count must be conducted
immedimely,

| 12. Lefters were sent to families and visiting
graups related to the door protocal by the
Admission Coordinator starting on DBAOMZ.

13. On 0B/45/12 Vanguard installed a now modal
3049450 key pad to the dining room. door,

14, Dn 0B TME Vanguard validated alarms were
at their highest leve! and applias an Enunclator
roid way down the South Hall, the North Hall
Enunciator was ordered on 08/17/12 and applied
on Q82412

| The State Agency validatad the facility's actions
a5 follows:
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t 1. The State Agency validated through record

raview of the faclfity's record for Residert #18 and
found the resident was assessed on 08/09/12 ,

+ was faund to be without injuty and was placed on

. one-to oné supervision. interview with the DON,

. on OB/22/12 at 9:45 AM, revedled she had

' completad the skih assessment and Tnitiated the

. 11 suporvision, Beview.of Resident #18's Cara

| Plan, revealed 1:1 was infiated on 0B/08/ 12

| related 1011 exit seeking behaviors, Review of

-+ the Monitoring Tool ravealed on 0 09/12 at 6:00

+ M monttoring was documented every 15

: mihutas:

| 2, The State Agency validatad through review of

: the Maintenance Preventative Checks that all

; doors ware found locked and secured. On

; 08/8/12 the Maintenande Director completed a

' proventative maintenance check an all facility

; doors and foung all doors to be jocked and

- secured. As a furthar pracautionary measure, all

! doors were monitared ane on orer untll 10:00 PM,
tOn 080912 a licensed nurge complated door

' s@ourity chooks avery hour from 11:00 PM to 7:00
- AM, to enaure doors were stil] fuhetioning

| propetiy. Interview with the Maintenance Director,
, N OB/23/12 at 11:00 AM, revealed afl locks wers
. seeured and IotKed onte the Teshriclan carne

Ul an 08710ME2 at 248 AN,

13 The Siate Agency validated ‘through record
 raview all wonder guard bracelets were validated
- for praper functioning. On 0B9/ & Al

; wanderguard bracelets were valldiied for proper
- unetioning by Unit Managers and DON. Intarview
- with the Director of Nursing; on 08/22/12 at 9:48

- AM, revealed they immediataly identified all of the f
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| residents who were identified as a wonderer, had -
: there wanderguards of and were working
i propearly on 08/08/12,

? 4. The State Agency validated throwagh interview
with the Maintenance Diteciar the codes were 4’
changed & ail entrances. interview.with the

{ Maintanance Director, on 0B/23/12 at 5:15 PM,

; revealad the Maintenance Director changes the

| cade monthly, howaver the day of the elapement i

j the codes were-changed on all doors to ensure |

 the doors were secure, Interview with the

i Administrator, en 08/22/120 at 10:56 AM, A

! rovealed ail the doors codes ware.changed by the

| Maintenance Director to ensure family members

» and visitors could not get in without  gtaff

| member, 1o ensure residents could nat exit

| behind a tamily memiber,

1

{ 5. The State Agency validated through racord

 review all-alarms were checked of alf locations

| and proper signage was pasted. On 08/09/12

! Maifstonance sounded dlanmt and chagked al

 letations on-the main panel to validate proper

- sigral of alarms when sounding and vafidated al
windows were secured with six () Inch opening.

{ Observations made on UB/20/12.at 2:00 PM,

! revealed all doors were secure and all atarms

| were checked of all elght door locations, Interview

| with the Therapy Direcior, on 0B/2312 o 5:15

. PM, revealed she had to sit at the doorfrom 4:00

. PM 10 11:00 PM to ensure no resident pdted the

; facility on 08/09/12. Maintenance checked all the

- dors until they felt the doors were secura,

6. The State Agency validated through record
+ review the door.alanm checks ior proper atarm
" and functioring was infliated, ort 08/08712 at
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| 11:00 PM and ended ot 7:00 AM by the night shift
| nurse working.at night, Recbrd review of the
 focations monitored were-the Dinirg Roarn

| Extengion, the dining room double doors, kitchen

P #1, kitehan #2, North lobby, nerth sids door, north |

back door, sotith iobby door, south side doot,
break romm, ahd main entrance.

7. The State Agency validated through record
review the notification provided o visitors by the
Admission Coordinator, that no resident was o
be asalsted outside of the faciity. On 0B/09/12
the ED verlfied signage at all facility entrance
doors to notity vigitors that no resident was to be
assisted outside of the facility. Safe Care and

j Vanguard door systems. (outside vanders) vishod
) canter and validated security of dodrs on

| BB/10/12 at 2:16 AM Record Review of the letler
{ dated 08/14M2, revealed o ensure the sedoty of
the residents please do not allow any rasident to
4O out a3 you enter and/or ext the facility, The |
doors have security codes that change frequently
50 please see staff for the code to exit. If o
residernt attermpts to axit please aler a, statf
rmember immediately. interviews conducted on

+ OBf21/12 & 230 PM, with residents during the

group meetting, revaaled family members were
i upset that they had to use the front door to come -
Into the facility,

B. The State Agency validibed throtgh. record
review, the audits parformed by the: Socisl
Services Director of all in house residents at Hsk
of slopament, through audits parformed by the
'DON, Unlt Managers in regards to behaviors, On
08/08/12 audits were performed by the Soclat
Sarvices Director of afl in house residents at risk

| for elopement to determine all resicents hag
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( elopement and behavior assessmants complated.
+ On 0B/13/12 the DNS. Unit Managers and Soclal

! Sarvices Director completed audits of all in house
[ resident behaviors by reviewihg the behavior
monitoring logs for the previous month ta make
sure all residents whe needed to be igentified for
elopement was identified. Interview with the DON,
on OBI22/12 at 9:45 AM, revealed her and the
misnagers did audits of the behavior logs for ait
rosidents.

9. The State Agency vilidatad training performed
to ail slaft members by reviewing the training
provided and all signatures signec! by staft

members. All direct cars staff were inserviced on
the definitions of levels of supervision ori, '
Resident Monitoring Tool and appropriate
documentation based on the type of supervision
on 0B/10M12, Licensed nurses and Certified
Medication Tachs were reapansible to docurment
on the Resident Moriitoring Tool. Training was
validated by rocerd review tor the completion.
Interviews conducted an DB23/12, revealed four
(4) LPN's, one (1} Certified Medication Tech, four
(4) dietary steff members, six (8) Certified
 Nursing Assistants, two (2) Regisrared Nurses
and fhiree. (3) themapy staff members ware all
tarniliar of the training provitiad by the facility,

10. The State Agency validated through interview
with the Unit Manager, on 08/23/12 at 11-45 AM,
thare was always o staff momber lotated a1 the
nurses' station to provide supervision 1o the

| residents, whether It was the Unit Manager orthe
L nurses, interview with LPN #2, on 08/21/12 at

| 2:43 PM, revaalod there Was-always 4 nurse at

i the nures station to monitor residents. ‘
| ! . .
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- 11, The State Agency vaiidated th rough infervisws !
 with staff who would respond 1o door alarms and |
| how they werg to. respond to the alarming doors,

All door alarms must be responded 1o, Staff must
o to the door and visualize the inglde ang :
outsitle area to determine it g rosident exited, !
Staff must check the alamm boxonthewalto
datarmine the location of the alarm. If stalf cannot |
datarmite the cavse of the alarm, afull facility |
- resident head count miust ba condycted f
Immediately. Interview with CNA #5, CMA #8B, |
CNA#7, CNA#S, LPN #2, LPN #3:and RN #1 on

| OB/23/12.and DBMAMY. revealod all were i

knowledgeatile of who should respond fo an
alarm and when to tespond 1o an alarm.

12. The State Agency validated through record
raview the letiors provided to family members and
visitors contained the door protocol. Letters were
sent to Families and Visiting groups reiated to the
door protocol by the Admisstor Coordinator :
started on 0B/10/12 Interviews cénducted on !
0829112 at 2:30 PM, with residents during the

| §roup meeting, revealed tamily members were
upzet that they had o uge the front door to come
Into the facility.

13 The State,Agancy‘vari‘dated_thmug’h: record
review the invoite for the installation of the
30/0450 key pad for the dining room door.

| Interview with the Administratir anet tha

{ Maintenance Director, on UB/24412 6t 1:37 PM,
revealed keypad was placed in the dining-room
on OB/15/12,

14. The State Agency validatad through
observation of the Enunclator madg ort the South !
hall, on 08/22/12 at 5:00 PM, that i was ;
!

Y

i

l
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F 323 Continued From page 26 Faz3
funetioning properly. 08/17/12 Vanguard

validated alarms were at their highest level and
applied Enunciator mid way down the South hall,
North Hall Enunciator was orderad on 08/17/12
and applied on 08/24/12. Record review of the
invoice for the Enunclator on the North hall
revealed it was applied on 08/17/12. The South

hall enunciator was ordered on 08/1 7/12 and

applled on 08/24/12 through ohservation made by F-441 10-7-12
the State Agency.
F 441 | 483.65 INFECTION CONTROL, PREVENT Fa41], . .
’ 1. Unsampled Resident A was provided
$8=D ) SPREAD, LINENS with the appropriate personal protective

equipment (PPE) and appropriate notice was

The tacility must establish an intain an
5 ity must establish and maintain posted on the room entrance door

Infaction Control Program designed to provide a

safe, sanitary and comfortable environment and 08/20/2012 as ordered by the physician,

to help prevent the development and transmission

of disease and infection, 2. DNS-RN reviewed all residents on
08/20/2012 that were currently in the center

(a) Infection Control Program with physician orders for a Transmission-

The facifty must estabiiish an Infection Control Based Precantions to validate appropriate

Program under which it - personal protective equipment (PPE) and

1) Investigates, controls, and prevents Infactions : . :
i(n )tha faciity P appropriatc notice was provided and posted
on the room cntrance door,

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a racord of incidents and corractive
actions related to Infections.

3. Licensed nurses are responsible for
obtaining the appropriate personal protective
equipment (PPE) and posting the appropri

(b) Preventing Spread of Infection notice on the toom door entrance for any
(1) When the Infaction Contral Program resident that receives an order for
determines that a resident needs Izolation to Transmission-Based Precautions,
prevent the spread of infection, the facitity must

isolate the rasident.

(2) The facility must prohibit employeas with a
communicable disease or infectad skin lesions
fram direct contact with rasidents or their food, i
direct contact will transmit the disease.

FORM GMS-2687(02-09) Praviys Varsiens Obscletp Evont ID:4GDNY Faeility ID: 100162 i continuation sheet Page 27 of 82
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F 441 | Cantinued From page 27 F 441
(3) Tha facility rmust require statf to wash their
hands after each direct resident contact for which . o
hand waghing is indicated by accepted All staff will be re-educated on facilities 10-7-12
professional practice. Infection Control Program to inchude
Preventing Spread of Infection and Linens,
{¢) Linens beginning 8/20/2012 by the DNS-RN, Staff
Personnel must handie, store, process and Development Coordinator-RN, and Unit
transport linens so as to prevent the spread of Managers-LPN/RN by means of a
infoction. presentation.
Education will be on going until all staff has
This REQUIREMENT is not met as evidenced attended. No staff member will be allowed
. to work without having been in serviced.
Based on observation, interview, recard review, The facility does not employ agency staff;
and review of the facility's policy and procedures however, if the facility should employ
for infaction Control Program, it was determined agency staff, the agency staff will receive the
the faciiity falied to provide and maintain an in-service prior to working. This education
Infectior: Control Program to prevent the will be added to general orientation for all
development and transmission of diseage and new
intection. Durlng the Iitial tour of the facility one
(1) of twenty (20) samnpied residents and two (2) : o]
unsampied residents, (Unsampied Resident A) ;,;k}fn?g;ManﬁigTﬂ/{{N M":n
was in isolation precautions without personal homict rdp STVISOr-IRh will review
protective equipment (PPE) available for facility physician orders daily to identity any
staff and visitor use prior to resident contact. residents that receive an order Transmission-
Based Prccantions and will a1 that time
The findings include: validate placement of appropriate personal
protective equipment (PPE) and appropriate
Hecord review of the facility's policy regarding notice is posted on the room door entrance.
Infaction Contro: _Transmission-Based iStaff Development Coordinator-RN will
Precautiac_ms tgﬂu&mtan‘«s;fct ﬁs PRO 68014 revealed rcvxew all physician orders daily (Monday-
communicate to staff the isolation interventions Friday) using a Selected Order Type Report
{i.e., 24-hour report, Nutrition/Nursing o identi : ‘ .
o 1dentify any residents that receive an order
communication, stand-up meeting). Place and for Transmission-Based P fi
maintain an adequate supply of appropriate i Frecantions.
personal protective equipment (PPE) by the
isolation room at the door or use of over-the-door
FORM CM3-2567(02-95) Pravious Versions Obsslete Evant 1D:4GDNM11 Faclity 1D; 100182 It continuation stwet Page 28 of 32
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- F441 | Continued From page 28 F 441
storage system (e.g., masks, gowns, gloves,
goggles, etc.). Contact precautions- Use . .
appropriate PPE such as gowns and gioves when Staff Development Ct}ordmaw{-RN will
entering the pationt's room who is actively i and conduct a weekly andit on any identified 10-7-12
when giving diract patient care. Post the resident that reccives an order for
appropriate notice on the room entrance door, Transmission-Based Precautions to validate
The sign posted should state "See the nurses , placement of the appropriate personal
befors entering the room®. Multidrug-Resistant protective equipment (PPE) and appropriate
g?ggﬁ;":;}:m?ﬁﬁgx;ﬁ% 68027, revealed notice ig posted on the room door entrance,
1 ] R . s ,
methicillin-resistant staphviococcus aureus Results of this woekly andit will be reported
(MRSA). MRSA s a type of staph bacteria that ic by i“e S‘aﬁ%ﬁ”e},‘mg“’“;ffﬁg‘"a‘?‘i‘m‘i
resistant fo certain antibiotics and does not get (at lcast monthly for 3 months then at leas
better with the first-line antibiotics that s ually quarterly there after) at the Performance
cure staph infections, Residents with a risk af Improvement Committee Meeting with
tranemission remain on contact isolation until a {follow up action or education as no::ded
claar culture raport has been obtainad, The Performance Improvement Committee
will meet at least monthly for three months
Record raview of the *Annual Survey Review", and then at least quarterly thete after, The
provided by the facility's Staff Development on Performance Improvement Committee will
infection control, addressing precautions, new determine the need to increase, decrease, or
equipment use, signage, and handwashing was discontinge these weekly audits based on the
included in the training. The activity sign in sheet finding
dated 05/07/12, 05/10112, and 05/1 5/12 revealed "
tacility staff attendance.,
Record review for Unsampled Resident A

revealed, the facility admitted the resident on
05/17/11 with diagnoses of Chronic Airway
Obstruction, Malinutrition, Anemia, and Lung
Cancer. The facility identified Unsampled
Resident A ag requiring contact precautions after
a positive MASA culture of the residents sputum
was conflrmed by the laboratory. The physician
wrote an order for antbioties and isolation
precautions on 08/02/12.

Observation, on 08/20/12 at 1:45 PM, during

FORM CMB-2687(02-60) Pravioun Varaions Obsniate Evant ID: 4GDN11 Faciity ID: 100162 If continuation sheet Faga 28 ot 32
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! Initial tour of the facility

same room. The door
 hanging from the door
J

revealed three (3) male Tesidents oocupied the

far room twenty-five (25)

was sbsent of a PPE tag

Observatlon, on 082112 at 2:
Wwo (2} facitity mairtenance st

00 PM, revealed
aff wore re-hangi

| the bathroom door in room

twentyfive (25). Both

{maltitanance stat we
without mask, gowns,
black mesh bag witt

re-in the room working
or gloves. Room 25 had a
multipie. pockets for PPE

L hanging from the room door filled with PPE,

| qowns, gloves, and mask, Within one of the
pockets reveaied a green sign asking to please
see the nureing st prior to a visit with those
residents.

Intarview, on08/21/12 at 5:00 PM, with Licenses |
Practical Nurse (LPN) #2 revealed during tour on |
(8/20/12 their was no PPE hanging from the door |
from room 25. She further stated she did not get |
& report of any contact isolation for any of the
tree residants in that room. LPN #2 stated
contaminetion or spréad of infection to visitors
| and other rootmmates was some of the tisks,

Interview, on DBIZ1/12 at 5:18 pMm, with the
Director of Maintenance revagled he did not

- evan notice the bag of PPE henging from the
door ang acknowledgey he was nat weating any

‘ PP'E while in room 25 while he re-huhg the

othrs fram any infecions or passing Infections 1o
others, The Director of Maintenance revealed he

FOFrn CRISESEMOR-00) Provigys Vetvions Qbatete Evant I0; AG0N11

CENTERS FOR MEDICARE & MEDICAID GERVICES N
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ANDBLAN OF CORRECTION IDENTIFIGATION NUMBER; A. BUILDING,
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] Director of Mainenance reveajey he would ask
: the hursing stai about precautions prior {o

{ the maintenance department when residerts hag
| breen identified for any new PPE needs, )

Itarviaw, on Da/zas at 1:00 PM, with North Unit
Manager Registered Nurse {RN) #2 rovealeq
Unsampled Resident A had recently ba placed In

| 19olation for MASA ard at that time he wag .
Aransponted to.q private room for @'peticd of fime.

L and to be informe) 5 resident wag in keolation

| status,

Interview, on 08/23/12 o 1:30 PM, with Infection
Disease Nurse/Staft Development Nurse, AN #3 |
| revealed Unsampled Resident A was placed in
| comtact I30lation for MRSA of the gputum

| 08/02/12 and remained in contact isolatior

; according to the tacility's policy uritil the resident |
was recuitured and o confinned resolution of the
Infection. She furthar statad this rasident shoulg
have bean in.contant isolation whey he/she was
f transported back to g atiared room. Hhe stated
{

Interview, on 08/23/12 gt 2:45 PM, with the
Director of Nursing (DON) revaaiad #ha wag

aware of the PPE issus with room 25.and the Iack

5 e —

[

vy oy
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of PPE use was, overlooked, She acknowledged |
| the rigks were spread of infection for anybody that

entered that room as the bathroom and door

Were used by staff for all thres (3) residerite
I sharing room 25, Thie DON stated she atterded
i the intection control meeting and the tracking and
I trends he been Bhout the same.. She furthar
| Stated all staff including the Maintenance
5 Department ware educated on facility infection
L cortrol and igolation precautions,

e s

|
'} !

| |
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V Y STATEMENT OF DEFICIENCIES [+ PROVIDER'S PLAN OF CORRECTION {X5)
)g‘g.gg'g( (EAS#I'J,J‘E‘F?&ENCYTWST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE Gummﬂ
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TaG M'REERESE;& O THE APPROPRIATE
K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)
BUILDING: 01

FLAN APPHOVAL: 1964
SURVEY UNDER: 2000 Existing
FACILITY TYPE: S/NE ,l

TYPE OF STRUCTURE: Qne (1) stary, Type Nl
Unprotected,

SMOKE COMPARTMENTS: Five (5) smoke
compartmernts.

FIRE ALARM: Compiete fire alarm systern with
heat and smoke detectars,

SPRINKLER SYSTEM; Complete automatic
(dry) sprinkier system,

GENERATOR: Type §| (instalied in 2009).

. conducted on 08/22/12. Waodland Terrace Health
Care Facliity was found not o be in compiliance
with the requirements for participation in
Medicare and Medicsid.

The findings that follow demonstrate

noncompliance with Title 42, Code of Federal

geg)ulaﬁbns, 483.70(a) et seq. (Life Safety from
ire

Deficiancies were Cited with the highest

LABGRATORYIDIRECTOR'S GR B DERYSUPPLIER REPRESENTATIVE'S SIGNATURE
X 4
Any defic batemne ending with an asterisk (%) denotes 2 which the nstitution
offrer a 2 protection to the patients, {Ss6 instructions.) Exee
folivwing dite ot ercrnotaplanufmmﬁonismvkm. memghmaa.ﬂwabmfh
days loflowin date thege TS are mada avatiabie o fhe fagility. 1 deticiency
prograr participation
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STATEMENT OF DEFICTENCIES X1y PROVIDER/SUPPUER/CLIA (¢ MULTIPLE GONSTRUCTION (%) DATE SURVEY
AND PLAN OF CORAECTION UENTIFICATION NUMBER: A BULDING  0f - MAIN BUILDING 01 COMPLETED
185118 o e 08/22/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF CODE
‘ 1117 WOODLAND DRIVE
WOODLAND TERRACE HEALTH CARE ELIZABETHTOWN, KY 42701
(%4 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION L)
PREFTX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORHECTIVE ACTION SHOULD BE | COMPLETION
TAG REQULATORY OR LSG TDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE IATE
DEFICIENGY)
K 000 | Continued From page 1 K 000 This Plom of Correstion s b
L . Lnts Flan of Correetion Is the cemter's credible
g?ﬁfgmggwc}gg‘ﬂgdﬁg fevel. allegation of complianee.
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD KOE5|  Preparation andior execution af this plan of correction
ESel) does not constitute admission or agreament by the
Smoke barriers are constructed to provide at provider of the truth of the fucts alleged or conelustdns
y ) : . st forth in the statement of deficiencics, The Plan ¢
eact a one half hg ur fire resistance reting in sorrection 1s preparad cdkor excented sololy beconbe
taecrﬁ?%d:tgcaet g!t}tgmghigﬁkwiim "::y it s required by the provisions of federal and stets lo,
protected by fire-rated glaz}ng or by wired glass K25 10.67.11
g:gg;gmt‘;gﬂﬁgnﬁ‘ag g;gg:;m g:‘ t:’a‘::h Tt is the practice of this center to assure tha
floor. Dampers are not requirad in duct all fire/smoke cubicles remain within
penetrations of smoke bartiers in fully ducted compliance at all times to include: smoke
heating, ventilating, and air conditioning systems. barricr located in front hall,
19.3.7.3, 18.3.7.5, 19.1.6.3, 19.1.6.4
The front hall smoke barrier was repaired +n
. 08.22.12 using materials designed
| specifically for this purpose.
This %TAN?;\RD ‘3 not met as evidenced by: Immediately. and daily, Maintenance
dBaetesnne ir?gd thseegziﬁ;ym fgggéq;eggm% ?nv:arﬁ ‘e Supervisor or. if absent, the Maintenance
barriers that would resist the pascacr. ot sm?::ke Assistant will check work of contractors,
between sm oke compartments si:%ccordance working on or about smoke barriers, to
with NFPA standards. The deﬁc.:iancy had the confirm and document that barriers are int: ct
potertial to affect twa (2) of five (5) smoke of repaired.
compartments, approximately forty-five (45) ,
residents, staff and visitors. The facility has All smoke barrier walls will be .., A %sm??ﬁﬁ%
one-hundrod and twelve (112} certified beds and inspected/sealed by 40:07:-42 to cnsure * »
the census wag ninaty-nire (99) on the day of the compliance thronghout center. ©q 7B jo-iris
survay.
| All smoke/fire barrier walls will be mspected
monthly for 3 months and quarteriy
J . 3 A
The findings inchude: thereaier
Observation, on 0B/22/12 at 10:15 AM, with the
Maintenance Director revealed the fire resistant
rated smoke barrier located in the From Hall, had
|
FORM GMS-2567(02-99) Previous Verglons Obzolats Event IL: AGDNZS Facilty ID: 100162 # continuatior sheet Page 2ot5
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K 025 | Continued From page 2 K 025 o -
been penetrated by newly instalied data lines These inspecufms ml} be documented in thib
above tha cellings, The space around the cenier Preventive Maintenance Log. :
penetration had not been fillad with 4 material
rated equal to the smoke barvier and could not Preventive Maintenance Logs will be
resist the passage of smoke. reviewed by the PI committee quarterly to
ensure continued compliance for
Interview, on 08/22/12 at 10:15 AM, with the one year following the noted issue.

Maintenance Director revealed he was unaware
of the penetration i the smoke barrier and
acknowledged the penetration was a result of
recently installed data lines. it was his
understanding that the Contractor irstalting the
new data lines was required to property seal the
penelrations as part of their scope of work.

Reference: NFPA 101 (2000 Edition).

8.3.6.1 Pipes, conduits, bug ducts, cables, wires,
air ducts, pneumnatic tubes and ducts, and similay
building service equipment that pass through
floors and smoke barriers shall be protected as
tollows:

(a) The space between the penetrating item anc
the smoke barrier shail

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approvead device dosigned
far the specific purpose, !
(b} Where the penetrating item uses a siceve to
penetrata the smoke barrier, the sleeve shall be
solidly set in the smoke barvier, and the space
between the item and the sieeve shail

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an eppraved device designed
for the specitic purpose.
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(2) Where designs take transmission of vibration
Into considaration, any vibration isolation shall
1. Be made on either side of the smoke barrier, or K147
S;QB:! Pg!cﬂgg gg rzg ;DPFOVGG device designed for It is the practice of this center to assure
N - compliance with NFPA 70, National
l; ;4; NFPA 101 LIFE SAFETY CODE STANDARD K147 Electrical Code at all times to include: one
= . , trip being used to power medical
Electrical wiring and equipment is in accordance power strip 10 ,
with NFPA 70, Nationg) Electrical Code. 9.1.2 campment tn room 3, and one power strip
being used to power medical expuipment in
room 33.
Medical cquipment was immoediately '
‘ unplugged from power strips and pingged
This STANDARD s not met as evidenced by: into appropriate reccptacles on 08.22,12.
Based on observation and imterview, it was Four-plex receptacles installed in rooms 3
determined the faclfity failed to ensure eloctrical and 33 on 03.22.12.
wiring was maintsined in accordance with NFPA
z:fe”gafm‘::' (3)“'; gﬁ‘;‘g{‘ggﬁg m‘;"mm’:&‘: Beginning October 1, 2012 and as part of its
twenty (20) residents, staff, and visitors, The preventative maintenance program, t
facility has one-hundred and tweive (1 12} ceditied Mammnance Supervisor wg]l conduct‘a house
beds and the census was ninety-nine (99) on the wide assessment and identify and maintain a
day of the survey. weekly log of those rooms with power strips.
y . Strips
‘ ‘ All rooms will be inspected for power stripsé;?
The findings inciude: by 18:07.42, to assmg compliance with |
NFPA 70, fO-472 Terems Rogonbg
Obsarvation, on 08/22/12 at 2:30 PM, with the g@? 1:; remd Kesqrlopamm
aintenance Director revealed a power strip was itity will insurc ioal
being used to power medical equipment (an f;’;;ggﬂ;“mﬂerﬁ mwedmin item.!
oxygen concentrator and a mini-nebulizer) in is being vl ggeanycr t bmal?ei bar © e,
resident room 3. Further observation, at 2:45 PM, S oeng b 1o AT power
with the Maintenance Director revealed a powear strips; if found upmedxatﬁ actionwillbe |
strip was used to power medical equipment (an taken o resolve issue. |
axygen concentrator) in resident room 33, ) ) ?
As part of his ongoing weekly rounds, at thc
interviews, on 08/22/12 at 2:30 PM and 2:45 PM all staff inservice on 09.28.12, and as part
J L o . : pa
i his orientation presentation for new hires, |
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BUMMARY STRTEMENT DF DEFICIENCIES o ! PROVIDER'S BLAN-OF CORRECTION L
p"é‘?s’:ffi {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFI. {EAGH DORRECTIVE ACTION SHOULD BE : fOMPLETiON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cﬂcss‘wwsnaggggm (R«;;E ABPROPRIATE | OATE
ot ;
K 147 | Continued From page 4 . K71 Beginning 10.01.12, Maintenance |
with the Maintenance Dirpctor tevedled he was Supcrvisor will condact weekly room |
ot aware of the misuse of power 8trips in ! inspections to guard against the misnse bf
rasident rooms 3 and 33, He acknowledged the power strips and to assure the proper nsp of
;‘?qw?mfm for r?edica! £quipment t;’ be plugged receptacles. These inspections will be |
i rectly mio a wall mounted electrical outlet, documented in the center’s Preventive |
Maintenance Logs.
Reference: NFPA 99 (1088 edition} The facility Safety Committee will xew#w
332120 room inspection documentation on a
) monthly basis and monitor through bi-
Minimum Number of Receptacles. The number monthly inspections for 3 months, and
! ;1’*" fﬁ'&@%mm‘ ‘?b&"“m Fﬂfefmmed by 3‘{?@‘ thereafter annual inspections, to insure
; intended use of the patient care ares. hete shall | j with NFPA 70 and the
» be sufficient receptacies located so as to anvaid mcammpllgnt:e Mtgjmance Program
i the need for extension cords or multiple outiet -
adapters, ] :
o Findings will be reported to PI commitiee
quarterly and action taken to resolve any
issues identified.
i
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