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rasldent righls under Federal or State faw or
regulations as spacified In paragraph (b)(1) of Christtan Care Center of Kuttawa
this section. believes its current practices were in

compliance with the applicable standard
of care, but in order to respond to this
citation from the surveyors, the facility

1s taking the following additional

The [acility must record and periodically update
the address and phone number of il resident’s
legal representative or Interested family member.

actions:
This REQUIREMENT Is nof met as evidenced
by: : Correctlye Actlons for Targeted
Based on observation, interview, record review, Resldents

and review of the facilily's poilcy/procedure, it was
determined tha facliity failed to Inform the
physician of a nead to alter reatment slgniflcantly
for one fesident {#2), In the setocled sample of

On 12/15/11, the attending physician
for Resldent #2 was notified of a need to =|

fourteen. Resident #2 had a physiclan’s order for alter the treatment. Orders were

a wound vac due lo two stage four pressure recelved for a new wound care

ulcers. The wound vac was not functloning on treatment. The care plan was updated
12/13/11, and anolher keaiment was Iniflated. to reflect these changes.

The physician was not noliffed untll 12/15/11.
entification of Other Residents with

Findings include: Potentlal to be Affected

A roview of the facliity’s policy/procedure

“Nofification of Physician,” revised 09/08, Current residents with wound care

rovealad the nurse would notify tha resident’s treatment orders have the potentlal to

altending phystcian when these was a need fo be affected, Charts were reviewed on

alter the resident's treatmant significantly. 1/6/12 by the Asslstant Director of

A d v ted Rosidont #2 Nursing. No other residents were
racord review reveated Residant #2 was affected.

ra-admiited to the facliily on 10A4/11 with
diagnosas to Include Paraplegia, Peralylic

Syndrome, Osteomyslllis end Diabetes. A review Systematic Changes

of the annuat Minimum Data Set (MDS), dated

10/28/11, rovealed the facilly {dantifled the Licensed staff wilt be educated by the
resident {o be cognitively intact and requled Director of Nursing on 1/13/12
axlensive assistance with bed mobility and regarding notificatlon of physician with
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any resident change of status. The
F 167 } Conlinuad From page 2 F 157} Assistant Director of Nursing will
transfers. monitor new treatment orders and 24-

A reviaw of the physlcfan's adrission ordars,
dated 1014711, reveaied "lo apply the wound vac
al 120 cubic centimeters (cm) continuous suclion
to tha right and left gluteal fold wounds.” The
physlclan's order spacified lo change the votind
vac every Sunday, Tuesday, and Thursday.

A review of the "Wound Evaluation Flow Sheet,"
dated 12/13/11, reveeled a wet to molst dressing
was used for the right and left glulsei wounds,
instaad of the wound vac. There was no evidence
of physiclan's order, on 12/13/11, to changs the
trealment from the wound vac to the wet fo molst
drassing.

An observation, on 12/14/11 at 2:30 PM, revealed
the reslidenl’s wotnd vac was nol funcifoning. An
ntarview with Resldent 2 revealed the wound
vac had not worked "In over a weel." The
rasident refused & skin assessmant on 12/16/11.

An Interview with Registered Nurse (RN} #2, on
12446111 et 10:60 AM, and on 12/16/11 at 1:20
PM, revealed he completed the wel o molsl
troatment for Resident #2, on 12/13/11. He
revealad 1t was reported to him the wound vac
was no! funclioning, and ha stated that ha
thought the physician was already nofified. RN
#2 stated that he comploted a wet lo molst
dressing because it would be belter then no
treaiment; however, he reveated the physician
was not notifled.

An interview with Licensed Praclical Nurse (LPN)

hour report sheets dally to ensure
charge nurses are notifylng the MD with
changes In a resident’s conditlon in a
timely manner.

Monitoring

The Assistant Director of Nursing will
conduct a monthly audit of wound care
treatment orders and ME notiflcation.
The audit wili ensure that wound care
treatment orders match the current
wound cate treatment that the resident
is recelving and that the physician has
been notifted of current treatment
orders. The Assistant Director of Nursing
will report these findings to the
performance Improvement Committee
for three manths for review and
recammendations. The Committee
consists of the Adminlstrator, Directer
of Mursing, Assistant Director of Nursing,
MDS Coordinator, Medical Records
Director, Maintenance Director, Soclat
services Director, Dietary Manager,
Housekeeping/Laundry Director, |

Activitles Director, Bustness Office
Manager, HR Manager, tedical Director

2, on 12/1611 2l 2:00 PM and al 3:00 PbA, 29/12
tant Pharmaclst. 1/

ravealed he reported fo LPN #4, on 2114111, that and Consul
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Continued From page 3

{he wound vac was not functioning. He stated
that he thought the physician was noliffed of the
wel to motst dressing, as il was infact on
12114111, As soon as he was aware the order
was not racelved, on 12715111, the physictan was
nolified. He revealed the physician should be
made aware of any treaiment change.

An nlerview with the Acting Director of Nursing
(DON), on 12116711 al 4:00 PM, revealed she
expecled the staff to notlfy the physician if the
curcent trealment coutd not be provided. She
revealed the physician should be noified of any
treatment change.

An interview with Medlcal Boctor (MD) #1, on
1216111 al 12:40 PM, revealad he was not
notitied of tho non-functioning wound vac ot
1211311, He revealed he expecied the siaffio
netify him of any Ireatment change.
4083.20(K){(3)}{)) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The servicas provided or arranged by the facllity
misst mae! profassional standards of quality.

This REQUIREMENT Is not met as evidenced
by:

Basad on ohservation, Inlerview, record review,
and review of the facility’s pelicy/procedure, il was
doelermined the facllily fatled to ensure services
provided met professional standards of quallty for
ona restdent (#2), In tho selected sample of
fourlaan, related to not followlng physiclan's
orders.

Findings include:

F 167

F 281

F281

Christlan Care Center of Kuttawa
belleves lts current practices were in
compltance with the applicable standard
of care, but In order to respond to this
citation from the surveyors, the facillty
is taking the fallowing additional
actlons:
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A review of the facilily's pollcy/procadure,
"Physiclan's Orders," daled 12/08, revealed "alt
treatments administerad lo a resident must be
ordared by the altending physiclan. Thetepy of
any traatmen! could nothe administered to a
sasident without writien approval from the
attending physiclan."

A racord roview revealed Resident #2 was
se-admilled 1o the facliily on 10/14/11 with
dlagnoses fo Include Paraplegla, Paralylic

Syndromes, Osteomyelitis and Diabeles. A roview

of the Annual Minimum Data Set {MDE}, daled
10/28/11, tavealad the facllity Identified the
resident to ba cognitively inlact and required
exlensive assistance wilh bed mobilily and
transfers.

Arevlew of the physician's admission orders,

datad 10/14/41, revealed “fo apply the wound vac
al 120 cuble cantimeters (cm) continuous suction

to the right and lefi glulea fold wotnds,” Ths
physician’a order specifled lo change the wound
vao every Sunday, Tuesday, and Thursday.

A raview of the "Wound Evaiuation Flow Shest”
daled 12/13/11, revealed a wet to molst drossing
was used for the right and left gluteal wounds,

Inslead of the wound vac. There was no evidence
of a physiclan's erder, an 1211 3/41, lo change the
treatmant from the wotind vac lo the wet lo molst

dreasing.

An obsarvation, on 127i4/11 at 2:30 PM, rovealed
the residant's wound vac was not funclioning. An

interview wilh Resident #2 revealed the wotnd
vac had not worked “in over a week."
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F 281 i Confinued From page 4 F 281

Corrective Actipns for Targeted
Resldents

On 12/15/11, the attending physlclan
for Restdent #2 was notified of a need to
alter the treatment. Orders were
recelved for a new wound care
treatment, The care plan was updated
to reflect these changes.

{dentlilcation of Other Residents with
potential to be Affected

Current residents with wotind care
treatment orders have the potential to
be affected, Charts were reviewed on
1/6/12 by the Assistant birector of
Nursing. No other restdents were
affected.

Svstematic Changes

Licensed staff will be educated by the
Director of Nursing on 1/13/12 |
regarding notification of physictan with I
any resident change of status. The
Asslstant Director of Nursing will
monitor new treatment orders and 24-
hour report sheets daily to ensure
charge nurses are notlfylng the MD with
changes In a resldent’s conditlon In 2

tImely manner.
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The Assistant Director of Nursing will
An interview with Reglstered Nurse (RN} #2, on conduct @ monthly audit of wound care

12/15411 at 10:50 AM, and en 1216/11 at 1:20 .
PM, revealed he completed the wet to molst treatment orders and MD notification.
treatment for Resident #2, on 12/43f11, He The audit will ensure that wound care
ravealed It was reported {o him the wound vac treatment orders match the cuerent
was not functioning. He revealed he completed a
wat to molst dressing bacause il would be betler
than no ireatment; however, he did not nolify the Is recelving and that the physiclan has
physiclan of the freaiment change. been notifled of current treatment

orders. The Assistant Director of Nursing

wound care treatment that the resident

An Inlerview with Licansed Practical Nurse {LPN)

#2, an 12/18/11 at 2:00 PM and at 3:00 PM, will report these findings to the
savealed he thought the physician was notifted of performance Improvement Committee
tha wet lo molat dressing, as {t was Intact on for three months for review and

12{14111. As soon as he was aware the order was
not received, on 12/16/11, the physician was , recommendations. The Committee -
notified. He revealed the physiclan should be consists of the Administrator, Director

made aware of any ireatment changes, of Nursing, Asslistant Director of Nursing,

An Interview with the Acting Director of Nursing MDS Coordinator, Medical Records
(DORN), on 12/18H1 at 4:00 PM, revealed sho Dlrector, Maintenance Director, Soctal

expected the sfaff to nollfy the physlcian if the Services Director, Dletary Manager,
currant irealment could nof be provided, so new Housekeephng/Laundry Director,

orders could he obtainad.
Activitles Director, Business Offlce |
:
An interview wlith Medtcal Doctor (MD) #1, on Manager, HR Manager, Medical Director

1218711 at 1240 PM, revealed he expecied the and Consultant Pharmacist. 1 1/29412
slaff to notify him of any irealment changes. .

F 316 | 483.26(d) NO CATHETER, PREVENT uTH, F 3156

s8=p | RESTORE BLADDER F 315

Pased an the resident's comprehensive
P

assessment, the facllity must ensure that a Christian Care Center of Kuttawa

resident who enlers the facility without an belleves its current practices were n

Indwelling catheter Is not cathelerized unless the compllance with the applicable standard

rasident's clinical conditlon demonstrales that of care, but In order to respond to this
L calheterization was necessary; and a resldent cltation from the surveyors, the factlity
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15 taking the following additional
F 316 | Continued From page 6 F 316| actions:

who Is Incontinent of bladder racelves appropriate
treatment and servicas to prevent urinary tract Corrective Actions for Targeted
Infaclions and to reslora as much normal bladdes Restdents
funclion as possible. I

Resldent #7 Is currently recelving
This REQUIREMENT Is not met es evidanced catheter care per facility policy. Care
by plan has been revised to reflect these

Basad on ohservation, Intarvlew, racord review changes,

and review of the facliity's policy/procedures, 1t
was datermined the facliity failed fo provide identification of Other Resldents with
appropilate treaiment and servicas rolated {o potential to be Affecte d
incontinent care for one resident {#7), Inthe Potentlal to e ATIECIES
selacted sampte of fourteen. Current residents In the facility that

require catheter care have the potential
Findings Include: toqbe affected P
Aravlew of the facillly’s polcy/procedure,
*parineal Care,” deted November 1986 and Systematic Changes
updaied in Juna of 2002 and September of 2008,
revealad the staff members were {o position the Current Certlffed Mursing Assistants will
sosident to bend thelr knees slighily and to spraad he in-serviced on catheter care by the
the lags, if possible. The stelf membar was {o Assistant Director of Nursing, to be
separale the labla with one hand and wosh with completed on 1/13 /12. A competency
the other hand, using genite downward strokes, theter care will be perfarme 4 upon
from lhe front io the back of the perineum. {f on catheter car P P
dAnsing was nacessary, the stafl member was to hire and annually thereafter.
use a cleen wash cloth and fnse thoroughly from
fiont to back and pat the area dry. The resident Monitoring
was {0 be placad on their side In a Slm's Position,
if possible, fo expose the enal area and clean, The Director of Nursing will review 10%
ﬂnsula aind ‘?ry;he‘n anal Iarea, ztar:ln]g a: ﬁ\ff: ‘ of Certified Nursing Assistants
Egi;r of veginal oponing and wiping front 1o performing catheter care monthly times

' three to ensure proper catheter care Is
A review of the facilily's policy/procadure being performed. The Director of
sCatheter Cara,” effeclive January 1998, revaaled Nursing will report these findings to the
the slaff mambars were to clean ihe cathater performance Improvement Committee
I
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beginning at the meatus, then downward toward
the drainage connection, at least once dally with
soap and weter and more often If soiled.

A racord review revealed Resldent #7 was
admitied to the facility on 11/24/11 with diagnoses
1o include Fracture of the Right Famur Neck in
ihe fag and the Right Radius and Ulnar Bones in
the arm, and Chronic Kidney Dissass, A review
of ihe admission assassment, dated 11/24/11,

'} ravealed tho facilly idantifled Resldent #7 to be

ncontinent of bowel and had an indwelling urinary
catheler, which was to ba removed “when the
resldent was medically stable.”

A review of the care plan for Incontinencs, dated
12/04441, revealed the rasident required the
extensive asslstance of two staff membars for
incontinent care, and Interventions Included to
chack and change the briefs durlng rounds and
as needed. A review of tha Carlilled Murse Alde
(CNA) cars plan revealad the resident was to be
peovided pertneal claansing with the asslstance of
iwo staff members.

An observalien, during the provision of
inconlinent care for Resident #7, on 12/16/11 at
3:45 PM, revealed the resideni wasa incontinent of
toose sloo!, CNA#E allempted lo remove the
foosa slool, In the vaginal aree, ulflizlng the same
area of the washcloth, using a back and forth
wiping motion. CNA ##6 stated the wey the
residant was lylng made It hard to adequately
cloan the perinaal reglon. The CNA proceeded lo
wipe up and down the resident’s caiheter tubing
without changing the washcloth. Afterwards, tie
CNA went lo gel assistance from another CNA fo
repositlon the resldent. The reclal area was

Committee consists of the
administrator, Director of Nursing,
Asslstant Director of Nursing, MD5
Coordinator, Medical Records Director,
Malntenance Director, Social Services
Directot, Dletary Manager,
Housekeeping/Laundry Director,
Activities Director, Business Office
Manager, HR Manager, Medlcal Director
and Consultant Pharmaclst.
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natad with loose stoof and was cleaned with a
back and forth motton, using the same washcloth,
which contaminaied the clean area.

An intarviaw with CNA #8, at the fime of the
observatlon, revealed he was trained {o provide
Incontinent cars and to fold the washcloth and to
avold using a conlaminated surface, but “was just
narvous.”

Aninterviaw with Licsnsed Praclical Nurse {LPN)
16, on 12/16/11 al 2:46 PM, rovealed the CNAs
wate {ralnad In the proper technlque, which was
mg wash down from the meatus, down from the
tube and to be sure they don't conlaminate the
area,” and she slated "| always axpect them to
clean front to back."

An interview with the Director of Nursing (DON),
on 1216711 at 3:50 FM, reveled If stool was
found in the vaginal area, the stalf members were
expected to clean from front lo back. The staff
members ware tralnad about proper Incontinent
care upon hire, with monthly tralning and yeasly
avaluations and compatency fraining.

483.25(h} FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facilily st ensure that the resident
environment femains as froe of accident hazards
as ls possible; and each resident receives
adequate supervision and assistance devices to
pravent accidents.

F 316

F 323

F323

Christlan Care Center of Kuttawa
belleves its current practices were in
compliance with the applicable sta ndard
of care, but In order to respond to this
citation from the surveyors, the facllity
is taking the foflowing additional
actions:
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Correctlve Actions for Targeted
F 323 | Continued From pege 9 3231 pesidents
This REQUIREMENT s not mel as evidenced
by:
Based on observetion, Interview, record review, g?SId::nt Herwasslass;ess:te: by :he f
and review of the facility's policy/proceduse, it was rector of Nursing for the safe lise o
delarmined the faciily felted to ensure each an alr mattress per facility poilcy on
resident recelved adequale assislance devices to 12/15/11. Resldent #4 currently has the
pravent accldents for lwo residents (#2 and #4), bed atarm and fali mat In place and
In fho selectad sample of fourteen, Resldent #2 functional,
sustainad a fall from a lalera) rotatlon alr
matfress, and was ptaced back on the same alr ident|flcation of Other Res|dents wit
mallress without a nursing assessment. Resident the Potentiat to be Affected
#14 was observed In his/her bed without fall
Intsrvsntions in place. Current residents requiring use of air
Findings Include: mattresses and assistive devices have
) the potential to be affected, Residents
A roview of the "Falt Prevention Program", revised requising use of alr mattresses were
07109, revealed tha oblsctive of {he program assessed by the Director of
included the systemalic assessment of fall risk Nursing/Assistant Director of Nursing on
factors. The protocol for ell residents included an 12/15/11,
sssessment of assistive devices for propse fitand
uso. Polentlat interventions for falt preveniion systematle Changes
teluded bed alarms and mats placed on the floor
al bedside.
The factlity Implemented an Alr
1. A record reviaw revealed Resident #2 was Mattress Assessment and Policy. Upon
admited to the facliity on 12/23/10, with a regommendation of use of an air
readmission date on 10714741, Diagnoses mattress, an assessment will be
included Paraplagle, Paralytic Syndrome and completed by a Licensed Nurse prior to
Osteomyeiills. A review of ihe annual Minlmum placement. Residents placed on air
Da!a'\ Sel {MDS), dated 10/28/11, revealed the mattresses will then be assessed
facility ldentiflad the resident to be cognitively terly and with any significant
intact and required extenslve assistanco with bed quarterty an \", g
mobilily and transfars, change in the resident’s condition to _
ensure safe use, Licensed Nurses were |
A review of fhe "Resldent Care Kardex," undaled, educated an the new Alr Mattress ‘
javealod an alr {low maitress was added o the Assessment and Policy on 1/13/12,
rasident’s bed on 02/26/11.
L
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Resident ##2 was obsarved o be lylng on the akr
mailress on 12/14411 at 2:30 PM, and on
12#16/11 at 9:45 AM and 10:35 AM.

An interview with the Acting Director of Nursing
{DON), on 12/18/11 at 2:30 PM, revealed she was
unabte lo provide documentation of an
assassment for the safe use of the alr maltress
for Resident #2.

2. A record reviaw revaaled Resldent #4 was
admitted to the facility on 12/12/07 with dlagnoses
to Include Hypertensien, Anxlaly and Peripheral
Neuropathy.

{X4)ID SUMMAIY STATEMENT OF DEFICIENCIES D PIOVIDER'S PLAN OF CORRECTION 9
PREFIX {EACH DEFICIENGY MUST BE PRECEOED BY FULL PREFIX {(EAGH CORRECTIVE ACTION SHOULD 88 COMPLENON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e GROSS-REFEIENCED T0 THE APPROPRIATE DATE
DEFICIENCY}
F 323 Conlinuted From page 10 Fazal  Monitoring
A roviaw of the Interdisciplinary prograss noles, The Director of Nursing will monitor the
dated 0404119 at 11:00 PM, revealed tha rasident assessments of residents on air
sustained a fall from the bed while repesitioning mattresses monthly times three
himselffherself. Furnher review revealed the months. The Director of Nursing will
sesident was placad back In the bed afler the fall. monitor 10% of assistive devices for
Thera was no documented evidance of an
assessment for {ha safe use of the alr matiress proper placement and functioning
prlor to, or after the resldent's fall. monthly times three. The Director of
Nursing wili report these findings to the
An interview with Licensed Pracfical Nurse (LPH) Perforinance improvement Comimittee
#2, on 12/16/11 at 2:00 PM, revealad he was the tor review and recommendations, This
nurse on duly on 04/04/11, He revealed Residsnt comimittee consists of the
P2 e ) o o e nteante waminsator,Dircior o ursig
n ] n
bed; howevar th‘:a fali was unwilnessad. He Assistant Director of Nursing, MDS
rovealed there was no documented assessment Coordinator, Medical Records Director,
completad aftar the residents fall. No further Malntenance Director, Soclal Services
axplanation was provided. Director, Dietary Manager,
Housekeeplng/taundry Director,
An observatlon of the alr mallress, on 12/14/11 at Activities Director, Business Office
$:45 AM, reveated It was a "Preasure Guard" alr Manager, HR Manager, M edical Director
rnattress, wilh the seiting on low presstire. and Consultant Pharmaclst, 1/29/12
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A rovlew of the "Resldent Care Kerdex," undaled,
revealed a pressure alarm was added lo the
resident's bed on 12/03/10, due to the rasident
heing Identifled as a falls risk. Arovlaw of the
physiclan's orders, dated 03/07/11, rovealed "a
fioor mat 1o fha resident's bedsids for safety.”

A review of the quarterly MDS, dated 1163411,
revaaled lhe faclilly idontified the resident fo he
moderately cognitively Impalred and raquired
imited assistance with frensfers. A review of the
uEal Risk Evaluation,” daled 11/0311, revealed
the rosident was at rsk for falls.

Observalions, on 12/14/11 al 9:46 AM, 2:40 PM,
4:20 PM and 3:50 PM, revealed Resident #4 was
In bed with the sensor alarm disconnected to the
bad. The Ffall mat to ihe righl side of the resldent's
bed was pushed complelely under the bed,

An interview with Cerlified Nurse Alde (CNA) #4
and GNA #5, on 12/5/11 at 10:05 AM and 10:15
AM, respectively, revealed they wero responsible
for the resldent's care on 12/14/11 from 8:00 AM
lo 2:00 PM. They revealed it was thelr
responsibility to ensure the resident's bed alarm
and fall mal ware In place during thelr shift,

An Interview with CNA#1, on 12/14/11 at 5:30
PM, revealed she was responsible for Resldent
#i4's care during the hours of 2:00 PM to 16:00
PM. She revealed the resident's alarm and fall
mat placement should be checked every time she
want inlo the resldent's room, She stated "l just
did not pay aflention.”

An interview with CNA#2, on 12/4/11 at 5:40
PM, revealad she was also responstble for he
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F 3231 Continued From page 12

rasidents cara during the hours of 2:00 PM to
40:00 PM. She revealed she should have
ensurad the resident’s alarm and floar mat was in
place at the beginning of the shift.

An Interview with Raplstered Nurse (RN) #2, on
12144111 at 6:30 PM, reveated the resident’s
sansor bed alarm was disconnected and the fall
mal was ptished under the bad. She revealed it
was ihe CNAs responsibility fo ensure the alarms
and mats were in place at shift change.

An Interview with the Acting DON, an 12/18/11 at
4:00 PM, revealed the CNAs were responsibie to
ensure atarms and mals were in place and
funciloning for aach resldent.

F 364 | 483.35{d)(1}-(2) NUTRITIVE VALUE/APPEAR,
gg=p | PALATABLE/PREFER TEMP

Each resldent racelves and the faciity provides
food prepared by methods that conserve nulritive
valus, NMavor, and appearance; and food that is
palatable, allractive, and at the proper
lamperature.

This REQUIREMENT fs not mel as evidencad
by:

Based on observailon, interview, record saview
and feview of the facility's policy/proceduse, It was
determined the facility failad 1o ensure residents
taceived food prepared in & manner which
retained food qualily, lasle and appearance.
Obsarvations revealed pureod meals were not
served In divided plales and had a runny
consistency. A reviow of the Census and
Conditlon Repos, deled 12/14/11, revealed the
faclity census was 62, with four {4} of those

F323

FF 364

F 364

Chelstian Care Center of Kuttawa
bellaves Its current practices were In
compliance with the ap plicable standard
of care, but in order to respond to this
citatlon from the surveyors, the facility
is taking the following additlonal
actions:

Correclive Actlons for Targeted
Residents

Resident H17 Is recelving puréed foods
that are the approprlate cansistency.

L.
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F 364 | Conlinued From paga 13 Fags] Identification of Other Residents with
rastdents served pureed diets from the kitchen. the Potentlal to be Affected
Findings Include: Current resldents recelving a puréed
diet have the potentlal to be affected.
A review of the facllty's pollcy/procedure, '
piachanically Altared Diets and Thickened
Liguids" and “Puraed Vegetebles" and "Pureed systematic Changes
Sausags,” undated, revealed "nuread items
should be served individually on a plate and not Dietary staff wilf be In-serviced by the
all blended topgether, unless the dist order is Dietary Manager and the Registered
prescribed In that manner, When bread is Dietlclan on the appropriate consistency
blended Tnlo the meal, a recipe should be of puréed foods on 1/13f12.
followed so propartions are appropriate, The
volume of the liquld required mey vary slightly,
depanding on the texture of the {vegetable of Monitoring
meat) product. The amount of the thickener wil
vary slighly. Starl with a half tablospoon and add The Dietary Manager wili monitor the
graduatly. The consislency must be a mashed puréed food consistency three times a
potato consistency.” week times four weeks, then monthly
for three months. The Reglstered
A re(fosd roview rev?aied Resident #17 was Dieticlan wii monitor puréed food
admilled 1o the facility on 04/19/10 with a consistency two times a month for three
diagnosas of Arterlosclerolic Cardlac Disease and he. The Dietary Manage will
Aaemia. A teview of the physician’s orders, dated months. The Dietary Man g d
12/09/14, revealed 1o "dovngrade lhe diot to report these findings to the
pureed dua to difflully chewing.” performance Improvement Commiltee
for review and recommendations. This
An ohsarvation of tha lunch meat, on 12/14/11 at committee consists of the
12:16 PM, revaaled Resldent #17 recalved Adminlstrator, Director of Nursing,
F;Lr]nfggr%wesnxseran:é{n ?h?dtggta'trot?: and mast Assistant Director of Nursing, MD5
Ol (2145] sopara +
consisiency of the foods E:ere runny and ran Into Coordinator, Medical Records Director,
the other foods on the piate, An observation of Malntenance Director, Soclal Services
the suppar meal, on 12/14/11 at 6:08 PM, Director, Dletary Manager, -
revealed e resldent recelved puread beef stew Housekeeping/Laundry Director, i
and broad slicks, which were a thicker Actlvittes Director, Business Office ‘
consistency than the noon meat. Manager, HR Manager, Medical Director ‘
and Consultant Pharmacist. 11 1/29/12
FONM CMS-2667{02-99) Previous Vatslons Obsolele Event {D:FHTZH Facilty ID: 100300 1 continvalon sheet Pagn 14 of 16
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Continued From page 14

An interview with the Dietary Managar, on
12116/11 al 9:00 AM, revealed [n order {o follow
the Instructions for a puread consistency diet, tho
recipo slated ihe amount of the food item and the
amount of the liguld, but the thickener was
ostimated as one 1o iwo tablespoons. "Most
recipes don't say exaclly how mich thickener."
As for the difference in tha consistency of the wo
moals, tha Dietary Manager stated thare ware fwo
diiferent cocks for funch and supper.

An interview with the Registerad Dialiclan, on
1211611 al 10:55 Al revealed ho facility
racently made a change to a new menl and
reclpes and cugrently tho staff members wara st
gaiting used lo the changos.

F 364
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Smoka barrlers are constructed 1o provide at
teas! a one haif hour fire resisiance rating In
accordance with 8.3. Smoke bairlers may
tarminate at an atrium wall, Windows are
protected by fira-rated glazing orby wired glass
panals and steel frames. A minimum of two
separale comparlments are provided on each
floor. Dampers ate not raquired In duct
penselrations of smaoke barrlers in fully ducted
heating, ventilating, and alr conditioning systems.
19.3.7.3, 19.3.7.5, 10.1.6.3, 18.1.6.4

This STANDARD s not met as evidenced by:
Based on observations and Interview, it was
determined the facilily failed to mafniain smoke
barriars thal would resist the passage of smoke
belwesn smoke compartments in accordance
wlith NFFA standards. The deficlency had the
polentiai to affect eight {8) of eight {8) smoke
compardments, residents, staff and visltors. The
facliity Is ficensed for aighty {80) beds with a
cansus of filly {hrea {63) on the day of lho survey,

The findings inctude:

Observation, on 12114/ betwesn 4:00 PM and
5:00 PM, willy {he Malntenance Direclor reveslad
the smoke partillons extending above he celling
fn the 100, 200, 300, 400, and 500 Hall smoke

citation from the surveyors, the facllity
is taking the following additional
actions:

Correctlve Actlons for Targeted Area

On 1/7/12, Malntenance Director sealed
penetrations with a fire caulk that woutd
resist the passage of smoke and with
ratings equal the partition.

Identificatlon of Areas with Potentlal to
be Affected

The Maintenance Director inspected
smoke barrier walls on 1/7/12 and
determined that no other penetrations
in the smoke barrler existed,

Systematic Changes

The facllity will require any Internal or
external contractor/lahorer to advise
the Maintenance Director or
Adminlstrator prior to working on any
smoke barrler wall and will be required
to seal penetrations, Any work
performed on the smoke barrier walls
will be fogged by the Malniznance

1
i
|
:

4 I SUMIAARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORREGTION .
PREFIX {EACH DEFICIENGY MUST BE PRECEOEO Y FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORIATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
K 000 | Continued From page 1 Koool K025
Deficlencles were ciled with the highest Christian Care Center of Kuttawa
deficiency identiled al “F " laval, belleves its current practices were in
K025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025 compllance with the applicable standard |
§8=F of care, but In order to respond to this
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Director on the day the work begins and
026 Continued From page 2 K025| ensure that afl penetrations are filied as
barriers to be t;‘:u:lne!rated by pipes and \-.dr;a]sls The work proceeds with fire caulk that
spaces around the penelrations were nof filled
with a malerial raled aqual to the padilion and meets ASTM E-814, UL 1479 and
could not reslst he passage of smoke, CAN/ULC $115 and has an equal or
. greater fire rating of the watl,
intervisw, on 12/14/11 batween 4:00 PM and 6:00 Maintenance Director and external
PM, with the Malntenence Direclor revealad he contractors/ laborers are required to
was not aware of tha penatrallons, $eal penetrations using fire resistant
products that have an equat or greater
This Is a repeat dsflciency. fire rating of the wall.
Referance: NFPA 101 (2000 Edition).
Monitoring
8.3.8.1 Pipes, condulls, bug duels, cables, wires,
alr ducts, pneumatic tubes and ducls, and simitar Findings of quarterly smoke wall
building servico squipment that pass through Inspectlons will be reported by the
?;;:]F;;nd smoke barrlers shall ba protected as Malntenance Director to the
{a) The space batween the penetraiing ltem and Performance Improvement Committee
ihe smoke bariler shal} for revliew and recommendations,
1. Be filled with a materlal capable of makntalning Performance improvement Committee
the smoke resistance of the smoke barrler, or consists of the Administrator, Director
2, Be protecled by an approved device designad of Nursing, Assistant Director of
for 1he specific purpose. Nursing, MDS Coordinator, Medical
(b) Where the penelrating item uses a sloeve to Records Director, Malntenance
penatrate the smoke barrler, the sleave shall be . !
solldly set In the smoke baryler, and the space Director, Soclal Services Director,
betwsen the item and the sleove shall Dietary Manager,
1. Ba fllled with a material capable of maintaining Housekeeplng/Laundry Director,
the smoke resistance of the smoke barrder, or Activities Director, Business Office
2. Be protecied by an approved davice designed Manager, HR Manager, Medical
for the spacific purpose, Director and Consultant Pharmacist.
{c) Whare designs iake uansmls.slon of vibratlon Recommendations to be followed up
Into consideration, any vibration isolation shal .
1. Be made on sither sids of the smoke barfler, or by the facility’s Malntenance Director
2. Ba mada by an approved device deslgned for and Administrator to assure 1/29/12
. tha spacific pusrpose. compliance.
K 050 ! NFPA 101 LIFE SAFETY CODE STANDARD K 050
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58=F
Fire drills ara held af unexpected fimes under
varying condltlons, al least quarlarly on each shit.
The staff is familiar wilh procedures and is ewere
thel drills are part of sstablished soullne,
Rasponsibliity for planning and conducting drilis is
assigned only {o compatent persons who are
qualified to exerclise leadership. Whers drifls are
conducled between 9 PM and 6 AM a ceded
announcement may be used Instead of audible
alarms,  19.7.1.2

This STANDARD {s not meat as evidenced by:
Basad on interview and fire drill review it was
determined the facllily falled fo ensure fire drills
wore condticted at unexpecied fimas under
varied conditions. The deficlency had the
potential to affect sight {8) of eight (8) smoke
compartments, residents, staff and visitors. The
facllily is ticensed for aighty (80) beds wilh a
census of flfty threa (53) on the day of lhe survey.

The findings Include:

Flra Diill review, on 12/14/11 at 11:00 AM, whh
the Malntenance Director revealed ine fire dillls
were nol belng conducied at unexpecied times
under varled conditions. Flra drilfs were being
conducted as foliows:

Flist Shift

1107111 @ 10:45 AM
10/24/H @ 9:05 AM
9H4/11 @ 12:30 PM
8724111 @ 10:00 AM

Christlan Care Center of Kuttawa
belleves its current practices were in
compliance with the applicable standard
of care, but in order to respond to this
citation from the surveyaors, the facility
is taking the following additional
actlons:

Correctlve Actions for Targeted Area

The Maintenance Dlrector was In-
serviced by the Administrator on 1/6/12
to insure that fire drills are conducted at
unexpected times and under varylng
conditions, at least once quarterly on
each shift,

ldentiflcation of Areas with Potential to

be Affected

Staff will be In-serviced on 1/13/12 by
the Maintenance Director and
Administrator on proper time varlances
for conducting flre drills.

Systematlc Changes

Staif will be In-serviced by the
Malntenance Director on hire and
annually. Flre drills wili continue to be
conducted at least one per quarter per
shift at unexpected times.

FORM C2A5-2697{02-80) Previous Versions Obsolele EvanlD:PHTZ21
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K 050 | Conlinued From page 4 K058 Monltoring
711111 @ 1030 AM
52911 @ 9:30 AM Malntenance Director and
5/28/11 @ 10:00 AM Administrator will monitor the system
\ ance
Second Shift for compll?’?ce Ti:eﬂna::]nt: nuzrteri
11/08/11 @ 2:46 PM Director will repor g5 ¢ ¥
2123111 @ 3:16 PM to the Performance Improvement
MO @ 2:27 PM Committee for revlew and
7/05/11 @ 6:30 PM determination of ongoing compliance,
6/30/1 @ 7.00 PM The Performance improvement
5HAM @ 6:00 PM Committee consists of the
Administrator, Director of Nursing,
Third Shi
11,’;0”1] [é 1:30 AM Assistant Director of Nursing, MDS
1018111 @ 11:45 PM Coordmator, Medical Records Director,
9/26/11 @ 12:00 AM Malntenance Director, Soclal Services
B/31111 @ 1:20 AM Director, Dietary Manager,
H2H1 @ 11:30 PM Housekeeping/Laundry Director,
6/20/11 @ 12:00 AM Activities Director, Business Office
5M3M1 @ 12;30 AM Manager, HR Manager, Medical
\ 12
intorview, on 12A14/41 at 11:00 AM, with the Director and Consultant Pharmacist 129/
Malntsnanca Direclor revealed he was unaware
the fire drills were not being conducted as
raquired.
Reference: NFIPA Stendasd NFPA 101 19.7.1.2, K 056
Fire drills shall ba conducled at feast quarerly on
aach shift and at unexpecied limes under verled
condillons on afl shifts. Eh;;lsﬂanl tCare Center of Kuttawa
K 056 | NEPA 101 LIFE SAFETY CODE STANDARD Kosg| Deneveslts curvent practices were in
sseD compliance with the applicable standard
If there Is an sutomatic sprinkler system, it Is of care, but in order to respond to this -
Instalted In sccordance with NFPA 13, Standard cltatlon from the surveyors, the facllity
for the Installalion of Sprinkier Syslems, o Is taking the following additional
provide complele coverage for all porllons of the actions:

FORM CMBE-26687(02-98) Pravious Verstons Obsolela
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K 058 | Conlinued From page 6 K 056] Corrective Actlons for Tarpeted Area

bullding. The system is properly maintained In
accordance with NFPA 25, Standard for the
Inspection, Tesling, and Malntenance of
Waler-Based Fire Profection Syslems. 1t Is fully
suparvised, Fhers Is a rellable, adequate water
supply for the system. Raquired sprinkier
systems are aquipped with water flow and famper
swilches, which are slectrlcally connecled to the
building fire afarm systam,  19.3.5

This STANDARI) is not mat as evidenced by:

Basad on obssarvation and Interview It was
dalarmined the facllity falled to ensuro lhe
building had a complale sprinkler system, in
accordanca with NFPA Slandards. The deficlancy
had the polentlal fo affect ona (1) of elght {8)
smoke compariments, residents, staff, and
vislors. The facllity Is licansed for elghty (80)
bads wlih a census of fifty three {53) on the day
of the survay,

The findings Includa:

Observation, on 12/14H1 at 4:24 PM, with the
Maintsnance Director revealed one (1} alfic
spaca open to the oulsids, localed above the 300
Hall area door o the courlyerd. The added roof
and allic space was made of combustibla
malerlals, and was not sprinkier protecled.

Inlerviaw, on 1271411 at 4:24 PM, with lhe
Maintenance Direclor revealad the roof was bullt
by ihe previous ownar {o shed waler away from

The clied attic area had a sprinkler head
added to the space on 12/29/11 by the
facllity's contracted sprinkler company,

Identification of Areas with Potential to
be Affected

During walk-thruy, the Maintenance
Director also identified four areas with
overhangs that potentially needed to be
sprinklered. These areas were
addressed with a new sprinkler head
installed on 12/29/11 by the facillty's
contracted sprinkler company.

Systemaltic Changes

The Malntenance Director wilf consuit
with contracted sprinkier company
during their quarterly inspection on the
proper placement of sprinkler head
coverage and will record findingsIn a
Quafity Assurance study.

Monitoring

The Malntenance Director wlii report
his findings of the Quailty Assurance
study to the Performance Improvement
Committee on quarterly basis for
review and determination of ongoling

FORIA CHS-2567(02-89) Pravlous Varstons Obsolste
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REFICIENGY)
compliance. The Performance
K056 | Continued From page 6 K056] improvement Committee consists of
the outside door {eading the couryerd. the Administrator, Director of Nursing,
Asslstant Director of Nursing, MDS
Refarence: NFPA 13 {1999 Edilion} 5-13 8.1 Coordinator, Medical Records Director,
Maintenance Director, Soclal Sepvices
Spr!nklarIs Shiﬂ ba;;\stzjile:ii L;;\d;r e)».(ta\r‘i;:;!:‘oofs Director, Dletary Manager, !
or canopies exceeading Alamim N H
) undry Director, i
Exception: Sprinklers are permitled to be omiiled Housekeeping/ :‘a g :‘{ ass Ofﬂ:: a
where the canopy of roof Is of noncombustibls or Actlvitles Director, Busin dical ;
limited combustible construction, Manager, HR Manager, Medlca ‘- 129/12
K072 ; NFPA 101 LIFE SAFETY CODE STANDARD Koy2l Director and Consuftant #harmacist, i;

S8=pD
Means of egress ara continuausly mainteinad frae
of ali obstruclions or Impediments to full Instant
uge In the case of fire or other emargancy. No
furnishings, decoratlons, or other objests obstruct
exils, access lo, egress from, or visibility of exits.
7.1.10

This STANDARD s not mat as svidenced by:
Based on observation and Intarview, it was
datermined the facilily faliad fo mafntaln exit
access In accordance with NFPA standards. The
deficlancy had the polential to affact thres (3) of
slght {8} smoke compartments, restdents, staff,
and visitors. The facliity 6 licensed for elghty {80}
bads with a census of fifty three {53} on the day
of the survey.

The findings include:

Observation, on 1214411 balwaen 1:00 PM and

4:00 PM, wilh the Mainlenance Dheclor reverled
linen carls, and lifts wera baing stored in the 100,
and 200 corridors.

K072

Christlan Care Center of Kuttawa
belleves its current practices were In
comptlance with the applicable standard
of care, but In order to respond to this
citation from the surveyors, the facility
Is taking the followlng additional

actlons:

Corrective Actlons for Targeted Area

On 100 hall, llnen carts and lifts were
temporarlly placed in a vacant room
{112} on 12/14/11. On 200 hal}, jifts
and linen carts were placed In cfean
{inen storage on 12/14/11, Llnen carts
wilt be stored In the clean {inen closets
when hot In use, effective 1/20/12. Lifts
will be stored in starage room 113 and
400 halft linen storage when not in use,

effective 1/20/12,

The two vending machines were moved

FOR# C4S-2687(02.90) Pcavious Verslons Obsolato Event i PHTZ23
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from 300 hall to the employee break !
K 072} Gonlinued From paga 7 K072] room on 12/15/11. The vending
Inferviaw, on 12/14741 belween 1:00 PM and 4:00 machines will be kept In the employee
PM, with the Maintenance Dissclor ravealad the break room.
facliily routinely slored linan carts, and fitts In the i
corsidors, identificatlon of Areas with Potential to
be Affected
Observatlon, on 12/14/11 at 3:20 PM, wilh the )
Mainlenance Director faveelad two (2) vending The building was Inspected on 13/;2/11
machines placed In the patl) of egress localed in by the Malntenance Director an
the 300 Hall area, not find any other items stored in the
path of egress,
infarview, on 12114111 al 3:20 £M, wlih the
Maintenance Diraclor revealad they had just Systematic Changes
moved the machines lo make mora room In the Staff will be In-serviced on 1/13/12 by
300 Hall area for residents ta gather, the Maintenance Director and
Inistrator to continue to ensure that
Roference: NFPA 101 {2000 Edition) Ad';': n'“t are stored In the hallways
Means of Egress Rellabllity 7.1.10.1 no jie '
Means of egress shall ba continuously Monitoring
maintained free of alf obstructions or
L":’; Z?;T:rr:‘!:r;oazu;;lnsiant ise fn the case of fire The Director of Maintenance/Weekend
K 074 | NFPA 101 LIFE SAFETY GODE STANDARD K 074| Manager vl visually check halis daily to |
55=D Insure that passageways are clear from |
Draperlas, curtalns, including cublcle curtalns, obstructions and that items are not !
and olher loosely hanging fabrfcs and flims found
serving as fumishings or decorations in health stored In haliways. Any foun
care occtpancles are in accordance with obstructions will be removed
provisions of 10.3.1 and NFPA 13, Standards for tmmediately, The Weekend Manager
the Inslallalion of Sprinkler Systerns. Shower h
will turn In a dally audit report to the
trtal d NFPA 701.
curfains are In accordance with NFPA 701 Mantenance Director, and the resuits of
Nawly Infroduced upho!siarad furnliure within both reports will be presented by the
health case occupancles meets the crlteda Malntenance Director to the
specilied when tested In accordance with the
methods clted in 10.3.2 (2) and 10.3.3. 19.7.5.1, performance Improvement Committee
NFPA 13 for review and recommendations. This
commitlee consists of the -
Newly Infroduced maliresses mesi the criteria

FORM CMS-2687(02-29) Pravious Varslons Obsclala

Evont [D;PHTZ221

Facil

Iy 10: 100300

if conlinuation sheet Page B of 14




' PRINTED: 01/05/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDiC{\[D SERVICES OMB NO. 0938-0381
STATEMENT GF DEFICIENCIES {Xt) PROVIDER/SUPPLIER/GEIA [X2) MULTIPLE GONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION [DENTIFICATION NUMBER: COMPLETED
A BUILOING o1 « MAIN BUILDING 01
2. VNG
185318 4211412041
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE

1263 LAKE BARKLEY DRIVE

CHRISTIAN CARE CENYER OF KUTTAWA, LLG
' KUTTAWA, KY 42066

{X4)1D SUMMARY STYATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION x5)
PREFIX {EACH DEFICIENCY MUST 6E PREGEDED BY FULL PREFIX {EAGH CORREGTIVE AGTION SHOUL.O BE GOMPLETION
TAG REGULATORY OR LSG [OENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

Administrator, Director of Nursing,
Assistant Director of Nursing, MDS
Coordinatoy, Medical Records Director,
Malntenance Director, Soclal Services
Director, Dietary Manager,
Housekeeping/Laundry Director,
Activities Director, Business Office
Manager, HR Manager, Medlcal Director

K 074 | Continued From page 8 K074

speciffed when {ested In accordance with the
mathod clted in 10.3.2 (3}, 10.3.4. 19.7.563

This STANDARD [s not met as evidenced by: and Consultant Pharmacist. 1/29/12
Based on observation and interviaw, It was ..

delarmined the facility falled to ensurs the privacy

curtains, localed within the shower rooms, wete K074

In accordance with NFFA standards. The

deticlency had the potentlal o affect one {1} of Christian Care Center of Kuttawa'

elght {8) smoke compariments, restdents, staff
and visitors. The faclllly Is llcansed for slghty {80)
bads and the census was flfly threa {63) on the
day of the survey,

belleves its current practices were In
compliance with the applicabie standard
of care, but In order to respond to this
cltatlon from the surveyors, the faciifty
The findings inciude: Is taking the following additionat
actions:

Observallon, on 12M114/11 at 4:00 PM, with the
Maintenanca Diractor revealed the privacy

ciriains within the Shower Room located in the Coyrectlve Actlons for Target Area

800 Hall, were of a solld fabric hung directly The shower curtalns in 500 hall shower
befow tha ceiling. The solfd fabric would obsiruct rooms were lowered 18” from the

the spray paltern of the autornatle sprinklers in celling on 1/6/12, and new shower

the avent of a fire. curtalns with %7 mesh at the top of the

curtalns were ordered on 12/15/11 and

Idarview, on 12/14/41 el 4:00 PM, with the will be Installed upon arrival,

Maintenanca Direclor revealed they were aware

of the requirements for proper operatlons of the identification of Areas with Poteptialto |
sprinkler system, He also acknowledged that the be Affected [
solid fabric curtains were over looked and could :
obstrucl the spray pallern In the evenl of a flre, oOn 12/15/11, the Malntenance Director [
walked through the entire facility and
This s a repeat deficlency, found that no other areas were
affected.
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Syst ¢ Changes
K 074} Confinued From page 9 K074
NFPA 13 The Adminlstrator will review any !
g“?"ﬂa c“‘:a'“si additlonal erders of shower curtains to
efaranca to:
ure that they meet current
NFPA 13 Standard for the Installation of Sprinkler ens ot Of",’/,, o hot the top of |
Systems 1998 Editior requirement of 2 P
19.3.5.5 For the proper oparation of sprinkler the shower curtaln.
systems, cublcle curlalns and sprinkier locatlons Monitoring .
naed o be coordinated. Impropaerly designed !
syslams might obstruct the sprinkier spray from The Maintenance Director will walk
teaching the flre or might shisld the haal from the through the facllity monthly to ensure
sprinkler, Many optlons are avallable fo the B y Y r
deslgner Including, but not imited to, hanging the compllance, Findings will be reported
cublela curtaine 18 In, {46 cm) balow the sprnkler quarterly to the Performance
deflector; using a %-In. {1.3-cm}) diagonal mesh limprovement Commiitee for raview.
or a 70 percent open weava top panel that This committee consists of the
oxtends 18 In. (4‘6 cm} below the sprinkfer Administrator, Director of Nursing,
deflector; or dasigning the system to have a Asslstant Director of Nursing, MDS
horfzontal and minimum verlical distanca that Coordinator, Medical R ds Direct
maets the requlrements of NFPA 13, Standard ocorainator, Medical Recoras Director,
for the Instaliation of Sprinklar Syslems, The test Malntenance Director, Soclal Services
data that forms the basls of the requirements of Director, Dletary Manage, :
NFPA 13 is from fire tests wilh sprinkler discharge Housekeeping/Laundry Director, :
that penelrated a single privacy curtaln. Actlvities Director, Business Offlce )
K 147 ] NFPA 101 LIFE SAFETY CODE STANDARD K 147 Manager‘ HR Manager, Medica] Difector l
§8=D . and Consultant Pharmacist. t1/29/12
Elactrical wiring and squipment is In.accordanca !
with NFPA 70, National Electrdcal Code, 9.1.2 ;
K147 !
Christian Care Center of Kuttawa
belleves its cur
This STANDARD Is not met as evidanced by: compliance \L'Rf?;;”“t:icel‘l” ereln
Based on observallon and inferview, itwas f b applicable standard !
datermined the facility failed to ensure oleclrical of care, but in order to respond to this |
wiriing was malintalned In accordance wills NFPA cltation from the surveyors, the facility [
standards. The deficlency had {he potential to Is taking the followlng additional
affect one {1} of eight (8) smoke compariments, actions:
1
EvanliD;PHTZ24 Fadily [D; 100300 If conlinuation sheel Page 10 of 14
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K 147 | Confinued From page 10 K147 Corrective Actfons for Targeted Area
residents, slafl, and visltors. The faclifly s
d
:ﬁ::?gia;o;::%:izéiog;:::s\:::t;; census of fity Extenslon cord was removed from Room
' #333 on 12/14/11, and a soltd cord was
The findings include: [nstalled from the heating unit to the
plug. ’
Observalions, on 1214711 betwean 11:00 AM
and 4:00 PM, with the Malntenance Director The extenslon cords that were outside
revealed: the facltity were removed on 12/14/11
1)  Aroom healing unit plupged Into an extansfon and a new ground fault receptacte was
cord located in room #333. installed on 12/20/11 that was used to
power the outdoor extension cord.
2} Muitiple extenslon cords plugged topether
oulside across {he front of the faclily, for hotiday Identlfication of Areas with Potential to
decoralions. The exlension cords wera not rated be Affected
{o be oulside, and not plugged info a ground faulf
eceplacie. The Malntenance Director conducted an
Interviaw, on 12/14/11 betwaen 1100 AM and Inspection of the facility on 12/20/11
4:00 PM, with the Malnisnance Director revealed and did not find any other areas to be
he was not aware the exlension cord to the affected,
heating unll was prohlblted. He also stated that
the reason for the mulliple extension cords Systematlc Changes
outside was due fo lhe oulside plugs localed
closer to the fronl door nol working. Staff will be In-serviced by the
Malntenance Director on 1/13/12
regarding the facility's raguirement that ‘_
Reference: NFPA 99 (1989 edition) ho extenslon cords will be used in
resldent care areas.
33.214.2D
Mintmum Number of Receplacles, The number
of receplacles shall be dslermined by the
Intended use of the petien care area. There shalf
be sufficfent receplacies located so &s to avold
the need for extension cords or multiple outlat
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adaplers,

The Malntenance Director will conduct a
Reference: NFPA 70 {1989 edition) monthly inspection of the faciiity.
Findings wHl be reported to the
Performance iImprovement Committee
on a guarterly basis for review and

Refeisnce; NFPA 70 determination of ongoling compllance,
This committee consists of the
400-8 Administrator, Director of Nursing,

Assistant Director of Nursing, MDS
Coordinator, Medlcai Records Director,

Maintanance Director, Soclal Services
Director, Dietary Manager,

( Extensions Cords} Uses Not Permitted,
Unlass specifically parmitted in 400.7, flexible
cords and cablas shall not ba used for the

following: ;

(1} As a substitute for the fixed wiring of a Housekeeping/Laundry Diréctor, :

struclure Activitles Director, Business Office ;

(2) Whera ruiy through holas in walls, structural Manager, HR Manager, Meadical Director

callings, suspended cellings, dropped celiings, or and Consultant Pharmacist. 1/29/12
floors

{3} Where run through doorways, windows, or
similar openings
{4) Where aitached lo building surfaces

Reforence: NFPA 70

210.8 Ground-Faull Circult-Interrupler Protaction
for Personnel.

FPN: See 216.9 for ground-fault clroult-interruptar
prolaction for parsonnal on feeders.

{A) Dwalling Units, All 126-voll, singla-phase, 15-
ant 20-ampeare raceplacles Installed in the
tocallons spacified In (1) through (8) shalt have
ground-fault clrcull-Intarsupler protaction for
personnal,

{1) Bathrooms

FORM CMS-2567{02-80} Previous Varslons Obsolala Event[D;PHTZ2% Faglity 10: $00300 If continuation sheel Page 12of 14
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K147 Conlinued From page 12

(2) Garages, and also accessory buildings that
have a floor located at or below grade Jevel not
inlended as habitebls rooms and imited to
storage areas, Work areas, and areas of simifar
use
Exception No. 1: Recsplacles that are not readly
accassible.
Exceplion No. 2: A single receptacte or a duplex
teceplacle for two appliances located within
dedicated space for each applianca thay, in
nommal use, is not easlly moved from one place fo
another and thal Is cord-and-plug connected [n
accordance with 400.7(A)6), (A}7), or [A)(8).
Recepiacles Installed under the excepilons to
210.8{A){2) shali not be eonsidered as meeling
the raqukerents of 210.52(G).
{3) Culdoors
Exception: Recepiacles that are nol readlly
accessible and are supplied by a dedicated
branch clreuit for eleciric snow-metling or delcing
squipment shait be permitled to be Installed In
accordance with the applicabla provisions of
Arlicle 426.
(4) Craw! spaces - at or below grade [evel
{6} Unfinlshed basemants - for purposas of {his
saction, unfinished basements are defined as
porllons or areas of the basement no! intendad
as habilable rooms and limited lo storage areas,
woik areas, and the ke
Excaplion No. 1: Receplactes that are nol readily
accessible,
Exceptlon No. 2: A single receplacte or a duplex
receplacle for two appliances located within
dedicatad space for each appliance thal, In
notmal use, Js not easlly moved from one place lo
another and that Is cord-and-plug connecled in
accofdance with 400.H{A){8), (A)7), or {(A}(B).
Exception No. 3; A recaplacls supplying only a

K147
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parmanently installad fire alarm or burglar alarm
syslarn shall not ba required to have ground-faull
circult-Interrupler protection,

Receplacles Installed under the axcaptions to
210.8(A}(5} shall not be considered as mesting
ths requlrements of 210.52(G),

{6} Kitchens - where the receplaclas aro Installed
lo sarya the counierop sufaces

{73 Wal bar sinks - where the recepiacles are
instalied o serve the cotlertop surfaces and are
located within 1.8 m (8 It) of the oulslde sdge of
the wet bar sink,

(8} Boathouses

{8} Other Than Dwelling Units, All 126-volt,
single-phase, 15- and 20-empare receptacles
instalied In the locatlons spacifled In (1), {2), and
(3) shall have ground-faull circultintermupter
prolaction for parsonnel;

{1} Bathrooms

{2) Rooflops

Exceptlon: Receptacles that are not readily
accessible and are supplied from a dedicaled
branch clrcuit for eleclric srow-melting or dsleing
equipment shall be pernitted {o be [nstalled in
accordance with the applicable provislons of
Arilcle 426.

(3) KKitchens.

K147
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