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witness to the reporting of Resident

F 225 Continued From page 1 F225| #5 reporting the allegation to
including injurles of unknown source and Employee #2  and  acted
misappropriatlon of residant property are reporled appropriately. Employee #8 who is
Immediately to the administrator of the facllity and @ Licensed Practical Nurse was
to other officials in accordance with Stata law educated on the facility Abuse
through established procedures {including to the Prohibition and Control policies
State survey and certificaticn agancy). and post tested on June 1, 2012,
The faclity must hava evidance that all allaged Add ‘imﬁigtez iﬂ?ﬁa;mﬁg;:f’;;%
viclations are thoroughly Investigated, and must on June 5, 2012,

prevent further potential abuse while the
investigation is In progress.

The resuits of all investigetions must be reportad Ldentificarlon of Other Residents
to the administrator or his deslgnated witit the Potential to be Affected
reprasentative and to other officiels in accordance Al residents have the potential to
with State lew (including to the State survey and be affected by F 225. Systemic and
certification agancy} within 5 working days of the Monitoring actions listed below
incident, and if the allaged violation is varified will include all residents who have

appropriate corrective action must be taken. the poiential to be affected. All
residents were interviewed on June

5-6, 2012 to solicit any concerns
relating to allegations of abuse,
This REQUIREMENT is nol met as evidanced

by:

Based on interview, record review, review of the

facility's policy/procedure and review of the Systemic Changes

faclity's IncidentInvestigative Repor, it was An experienced skifled nursing

datermined the facillty failed to ensure all alleged facility consultant was contracted

violations were reporled in accordance with State on May 29, 2012 to assist the

and Federal I’egulatlons; failed to pl’ovide ’ Adlninistrﬂto;' in the revision of

evidenca that an allaged violation was thoroughly policies as they relate to

investigated ; and falled to prevent further investisation and  reporting  of

polential abuse for ona resident (#5), in the all atﬁ’ ns of ab P A & I

selected sample of 19 residents. Tha facility falled i b avuse. A Newly
revised Abuse Prohibition and

to follow their Investigation and Abuse
policy/procedure. Rasident #5 reporied an
allegation of verbal abuse to Certified Medication
Techniclan (CMT) #2, witnessed by CMT #3 {refer

Control Manual was developed and
implemented on June 1, 2012, The
QAA Committee approved the

FORM CMS-2567{02.89) Previous Versions Obsolota Event [D: EYTH Faciity iD; 100627 If continuation sheet Page 2 of 80




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/18/2012
FORM APFROVED
OMB NO. 0038-0391

CENTERS FOR MEDRICARE & MEDICAID SERVICES
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPUERICLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETEQ
A BUILDING
B, WING
186306 0514712012

NAME OF PROVIDER OR SUPFLIER

RIDGEWOOD TERRACE NURSING HOME

425

STREET ADDRESS, CITY, BTATE, ZIP GODE

ISLANO FORD ROAD

MADISONVILLE, KY 4243

&40 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENGY MUST BE PRECEOED BY FULL
A0 REGULATORY OR LSC IDENTIFYING INFORMATION)

iD
PREFIX
TAD

PROVIDER'S PLAM OF CORRECTION o5
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENCY)

F 225 | Continued From page 2

to F241) on 04/28/12. While the CMTs notified the
Adminisgtrative nurse, the facifity continued to.
allow the alieged patpetrator, Nurse Alde State
Registered (NASR) #5, to give direct care to othar
rasidents to Includs bathing the victim, prior to
ramoving the parpstrator for over an hour after
{he allegation was made. On 05/15/12, eighteen
(18} days after the incident, Resident #5 was
observed crying while describing the incident
stating it embarrassed him/mer and made him/her
fosl bad. The facility's investigation was not
thorough as all witnesses, staff nor the victim
wore interviewed. Additlonally, the facility failed to
raport the allegation fo the State Agency.

Findings includs;

A review of the facility’s investigation
policy/procedure, revised 02/25/10, revealed all
Incidents that occurred in the facilily required
thorough investigation and accurate
documentation so the facliity could evaluate the
reason the Incident ocourred, take comective
measures to curtail the number of incidents,
assure residant safely and report any incldents of
abuse according to state and federal guidelines.
The Investigation raquired the review of the
following: Data Colleclion-Intarview the affeged
resident or victim; inferview wilnesses to Include
the assigned caregiver, caregivars in the
immediate erea, remote or potential witnesses;
and Interview the alleged suspect. Data
Analysls-summarize the analyais of facls
gethered that either established reasonable
cause for the Incldent or establish the need for
furthar Investigation before o reascneble cause
for the incident could be establishad.

F 225

revised policies for  Abuse
Prohibition and Control on May 31,
2012,

The Adminisirator  conducted
training on Jume 1-6, 2012 to
educate all staff on the newly
revised Abuse Prohibition and
Control Manval policies that
includes what to do immediately
following an allegation of abuse. A
Post Test for employees was held
on these same dates on how and
when to report any allegations of
abuse.

Resident Council meetings will be
held every week beginning June 1,
2012 1o solicit any concemns
regarding the investigating and
reporting of abuse allegations and
to solicit dignity concerns, These
Resident Council weekly meetings
will ‘continue for eight weeks or
longer if needed to resolve any
concerns regarding dignity, abuse
investigation and reporting of
allegations.

Moniroring

The Administrator will review all
allepations of abuse with the Social
Services Director at the daily
Continuous Quality Improvement
(CQI) meeting to wverify that
allegations of  abuse are
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F 225 | Gontinued From page 3 F 225 immediately.

|| A review of the facility's Abuse, Nsglect, and

Exploitation policy/procedurs, revised 02/07112,
revealed In case of alieged abuse involving en
employee against a resident, that employee
should be suspended immadiately pending
further investigation by the Administrator and/or
designee. The Administrator and/or designas
would conduct an investigation of the allegation
and report the resulls of the investigation within
five working days to the Diviston of Long-Term
Care.

Aracord review revealed the facllity admitted
Resident #5 on 11/07/41 with dlagnoses to
include Amyofrophic Lateral Sclerosis (ALS),
Anxiaty, and Dapressive Disordar. A review of the
quarterly Minimum Date Set (MDS), dated
03/23/12, revesled the facility identified the

resident as cognitively intact.

Areview of the facility's IncldenVinvestigation
Report, deted 04/28/12, revealed an allegation
was made by Resident #5 to Certifisd Medication
Tach {CMT) #2. CMT #2 reported the allegation to
Licensed Praclical Nurse {LPN} #8. Allegedly,
Nurse Aide State Registered (NASR} #5 stated
that the way the resldent drank water reminded
her of her "dog." According to the Investigation,
the comment was mads on 04/27/12, during a
meal. The investigation included a statement by
NASR #5, dated 04/28/12, indicating, that on
04/27/12, she was feeding Resident #5 in the
dining room. There were ather residents and
family members present at the table, She was
latking to the resident about her "puppy" and she
made a comment that the resident nodded
his/her head like her "puppy." NASR #5 Indicated

_in the statement, she did not mean to hurt the

The QAA Committec will meet
weekly beginning May 31, 2012 for
a minimum of four weeks and until
regulatoty compliance is achieved.
Al allegations of Abuse wiil be
submitted to the QAA Conunittce
by the Social Services Director and
reviewed by the QAA Committee
fo determine that ali ailegations of
abuse are investigated and reported
immediately to the Administrator,
Social Services Director, Director
of Nursing and all regulatory
reporting agencies.

Yoo
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resident's feslings. There were no other written
statements Included In the Investigation. The
Administrator's Report {includad In the
investigation}, dated 04/28/12, revealed NASR #5
was suspended afler the report was made o LPN
#8. It further revealed Resident #5 was
“oxtremely sensitive” about the progression of
his/her ALS and the resident was noted to cry at
various times about his/her loss of function, The
Administrator inferviewed three other residents in
the facility with no compleints, and indicated that
Resident #5 was vary sensitive about ALS and
his/her heslth, but there was no crying noted
during the Administrator's interview with the
resident. That concluded the investigation. There
was no evidence the facility
substantiated/unsubstantiated the Incldent.

An Interview with Resident #5, on 05/15/12 at
4:15 PM and 05/16/12 st 2:10 PM, revealad
hefshe was fad by sisff dus to a racent decline
ralated to the diseasa process of ALS. The
resident revealed it was going to get worse and
he/she was discouraged with the loss of
independence. The resident stated thal NASR #5
was feeding him/her on 04/27/12, and made g
comment "t drank my water like her dog." The
resident revealed the comment made him/har fael
bad and was embarrassing, as other residents
and guests woere ot the table. He/ehe revealed the
comment was reported the next day, to Certifled
Madication Tech {CMT) #2, and the resident
expressed hefshe did not want NASR #5
providing care for him/Mer. After making the
report, the resident revealed NASR #5 was
aliowed to give him/her a shower, An observation
during the resident Interview, on 05/15/12 at 4:15

F 225
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P, revealed Resident #5 was visibly upset and
crying while discussing the comment made by
NASR #5, on 04/27/12.

An Interview with CMT #2, on 05/16/12 af 9:32
AM, revealed Resident #5 reportad that NASR #5
made the comment about the resident drinking
water like her “dog.” He reported the comment to
LPN #8. After reporting, LPN #8 made a phone
cell in her office, 80 ha went to lunch with CMT
#3. He did not know when NASR #5 was
removed from resident cars.

An interview with CMT #3, on 05/16/12 at 10,35
AM, revealed she was a witness to the resident's
allegation reported to CMT #2. She revealed CMT
#2 feft the resident's room to repor the allegation
to LPN #8. CMT #3 left the resident's room

shortly after, and went to LPN #8's office, She
went to lunch with CMT #2 after the report was
made. She revealed NASR #5 had been
preparing to give the resident a shower, but she
"assumed” it was not given by her, as this was an
allegation of verbal abuse. She did not know
when NASR #5 was removed from cars. A review
of the Timecard Report for CMT #2 and CMT #3,
dated 04/28/12, reveated both employees clocked
out for lunch at 10:31 AM.

An Interview with NASR #5, on 05/16/12 at 3:45
PM, revealed she gava Resident #5 a shower and
provided incontinant care for another resident, on
04728112, prior {o her suspension. A review of the
Timecard Report for NASR #5, on 04/28/12,
ravealed she did not ciock out untit 11:48 AM, at
feast one hour and fifteen minutes afiar tha
allegation was reported to LPN #8.
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Continued From page 6

An inferview with LPN #8, on 05/14/12 at 2:00 PM
and 3:10 PM, 05/16/12 at 2:35 PM, and 05/17/12
at 2;:00 PM, revealed she was the Adminlstrative
Licensed Nurse in the facility, on 04/28/12, The
allegation of verbal abuse was reported {o her by
CMT #2. Sha revealed when she went to find
NASR #5, she was giving a resident a shower.
She stated that everyone on the floor was "busy”,
80 she reported to the charge nurse fo send
NASR #5 to her office when she was finished with
the resldent's showar. She did not know which
rasident was in the shower room with NASR #5.
She admilted she should have removed NASR #5
from resident care immediately, par the facility
policy. LPN #8 revealed she did not conduct a
therough Investigation. She did not document a
statement from Resident #5. She also revealed
she should have obtalned statements from CMT
#2 and CMT #3. She did not verify who was
sitting at the table when the comment was made
to the resident, and did not try to contact any of
them. She stated it was "very busy” that morning,

An Interview with the Director of Nursing (DONY),
on 05/17/12 at 2:35 PM, revealed LPN #8
contacted her at home, on 04/28/12, to report the
allegation. She revealed LPN #8 was instructed to
gather statements from anyone around the erea,
any rasident that could have heard the comment,
and any residents cared for by NASR #5. She
was not aware NASR #5 continued to provide
care for the resident after the aliegation was
reported to LPN #8. She expected LPN #6 fo
suspend NASR #5 immediately. She stated she
did not spezk to Resident #5 about the allagation.

An interview with the Social Sorvices Director, on
05/17/12 at 9:10 AM and 3:00 PM, revealed she

F225
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was the facility’s abuse coordinalor; however, she
wasg not aware of the aliegation made by Resident
#5,

An interview with the Administrator, on 05/14/12
at 4:00 PM and 05/17/12 at 4:05 PM, revealad
she was at the facility, on 04/28/12, after the
allegalion was reported. She stated that the
residant was not upset about the comment;
however, she admitted she did not question the
resident about what happened, The Administrator
reveeled the investigation did not have enough
Information to determine the findings of the
alfegation; however, It was discussed in the
Qualily Assurance {QA) committes mesting, on
04/28/12, with no concerns, She revealed the
Social Services Director was responsible for
ensuring a thorough investigation, with asslstance
from the DON and Administrator. She revealed
the allegation was not reported to the State
Agency, as It did not qualify as verbal abuse.
NASR #5 was terminated due to the
"questionable® Incldent.

An interview with the Corporate Compiiance
Nurse, on 06/17/12 et 5:00 PM, revealed he did
review the investigation in the QA committes
meeting, on 04/20/12. The allegation was
unsubstantiated due to the statement by NASR
#5; however, he admitted it was not a thorough
investigation to determine the findings of the
allegation, He could not recall If he recommended
a more thorough nvestigation after review, on
04/30/12. He revealed the facility did not report
ihe allegation bacause the allegation was
unsubstantiated, He stated that any allagation of
abuse would be reported {o the State Agency;
however, he did not feel this was verbal abuse.
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F 226 | 483.13{c) DEVELOP/IMPLMENT F220| pRVELOPAMPLEMENT
§8=0 | ABUSE/NEGLECT, ETC POLICIES EW—— /NEGLECT,. ETC
" POLICIES
The facitity must develop and Implement written
p(.’”mes and procedures that prohibit Residents Found to Have Been
mistreatment, neglect, end abuse of residents Affected
and misappropriation of resident proparty. Employee #5, State Registered
Nursing Assistant (NASR) who
This REQUIREMENT is not met as evidenced was  directly  jnvolved  in  the
by: allegation of Resident #5 was
Based on Interview, record review, and review of investigated and 1s no longer an
the factlily's policy/procedure, It was determined employee of the facility. Employee
the facliity failed to implement written policies and #2 had reported the allegation
procedures that prohibit abuse of residents for approprlately. Emp!?yee H3 was a
one res|dant (#5), in the selected sample of 19 witness {o ic reporting of Ries;dent
residents. The facility failed to implement the #5 reporting the allegation to
Investigation and Abuse policy/procedure as Employee  #2 and acted
avidencad by the failurs to protect Resident #5 appropriately. Employee #8 who is
after an ellegation of verbal abuse. Resident #5 a Licensed Practical Nurse was
reported an allagation of verbal abuge to Certified educated on the facility Abuse
Madication Technician (CMT) #2, witnessed by Prohibition and Centrol policies
CMT #3 {refer to F241) on 04/28/12. While the and post tested on June 1, 2012,
CMTs notified the Administrative nurss, the facility Additionally & formal counseling
continued to allow the alteged parpetrator, Nurse was completed with employee #8
Alde State Registerad (NASR) #5, {o give direct on June 5,2012. -
care to other residents to include bathing the
victim, prior to removing the perpetrator for over
&n hour after the allegation was made. On
05/16/12, elghteen (18) days afier the Incident, ‘;, ‘if,’:%’:";;‘::ﬂ ;:f:, gg:;;:g‘:;"”
Rasldent #5 was observed cryling while dascribing All residents have the patential to
the incident stating it embarrassed him/her and be affected by F 226 Sp‘: ntia p
made him/er feel bad. The facilily’s investigation ]\: aliecled by I 220, FYS ;“"C [a"
was not thorough as all witnesses, staff nor the ‘on{torl!ng ”‘!‘]’m’"f‘ 1ste " below
victim wera intarviewed, will include all residents who have
the potentinl to be affected, All
Findings include: residents were interviewed on June
5-6, 2012 to solicit any concerns
A review of the facillty’s Abuse, Neglect, and relating to allegations of abuse.
Event 1D: BYITH Faciity 1D 100627 [f continuation sheet Page 9 of 80
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Explsitation policy/procedure, revised 02/07/12, An experienced skilled nursing
foveated In case of alleged ebuse Involving an facility consultant was contracted
employee agafnst a resident, that employee on May 29, 2012 to assist the
should be suspended Immediately pending Administrator in the revision of
further Investigation by the Administrator and for policies as they relate to the
designee. prevention of mistreatment, neglect
Arecord review ravealed the facilty admitted ond sbuse. A newly revisod Abuse
Resident #5 on 11/07/11 with diagnoses to was developed and implemented on
Include Amyotrophic Lateral Sclerosis (ALS}, June 1, 2012. The QAA Commitice
Anxiety, and Depressive Disorder, A review of the a rO\:e d thé revised policies for
quarterly Minimum Data Set (MDS), dated Aplf Prohibiti dPC i
03/23112, revealed the facllity Identified the use Prohibition and Control on
resident as cognitively intact, May 31, 2012.
An interview with Resident #8, on 05/15/12 at ..
4:15 PM and 05/16/12 2t 2:10 PM, revealad The  Administrator  conducted
hefshe had to be fed by the stalf due to a recent training on June 1-6, 2012 to
decline refated to the disease process of ALS. educate all staff on the newly
The resident revealed it was going to gel worse revised Abuse Prohibition and
end hefshe was discouraged with the loss of Control Manual policies that
indepandence. The resident stated that NASR #5 includes  policies related to
vias feeding him/her on 04/27/12, and made a mistreatment, neglect, and abuse.
comment *l drank my water like her dog." The A Post Test for employees was held
resident revealed the comment made him/her fael on these same dates on the
bad and was embarrassing. as ofher residents preveﬂﬁon of mistreatment,
and guests were at the table. He/she revealed the neglect, and abuse.
comment was reportad the nex{ day, to Certifled
Medication Tech (CMT) #2, and the resident Resident Councit mestings will be
expressed hefshe did not want NASR #5 held every week beginning June 1
providing care for him/her, After making the 2012 to solict any concers
report, the resident revealed NASR #5 was regarding the mistreatment
allowed {o give him/her a shower. An cbservation nerl . !
; . . glect, and abuse policies. These
duting the resident interview, on 05/16/12 at 4:15 Resident Council weokly meetings
PM., revealed Resident #5 was visibly upset and. il oonfivte far o ht’ v 8
crying while discussing the comment made by : e T elght weeks o
NASR #5, on 04/27/12. onger if needed to resolve anhy
Eveni ID;EY{TH Fesiity 1D: 100027 |f gontinuation sheel Paga 10 of 80
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concerns rogarding mistreatment,
F 228 | Continued From page 10 F 226 neglect, and gbuse policies,

An interview with CMT #2, on 05/16/12 at 9:32
AM, revealed Resident #5 was In his/her raom,
on 04/28/12, visibly upset and crying. He revealed
the resident expressed a compiaint about having
{o get a shower so late in the morning. During
conversation with Resident #5 while providing
cars, the resident stated “they probably would not
listen because apparently he/she looked ke a
dog.” He revealed upon discussion with the
resident, it was reporied that NASR #5 made the
comment about the resident drinking water like
her "dag.” He reported the comment fo Licensed
Praclicai Nurse (LPN) #8 and left for unch.

An interview with CMT #3, on 05/16/12 at 10:35
AM, revealed she was a wilnass fo the resldent's
allegation reported to CMT #2. She stated that
NASR #5 was In the room, but left to get towels
for the resident's shower, She revealed the
resident stated that he/she did not fike NASR #5
because of the comment madea, on 04/27/12. She
revealed CMT #2 left the room to report the
altegation o LPN #8. After the report was made,
she left for lunch with CMT #2. She revealed
NASR #5 was preparing fo give the resident a
shower, but she "assumed" it was not given by
her. She did not know when NASR #5 was
removed from resident care.

An interview with NASR #8, on 05/17/12 at 11:45
PM, revealed NASR #5 gave Resident #5 a
shower, on 04/28/12, pricr to her suspension.

An interview with NASR #5, on 05/16/12 at 3:45
PM, revealed she gave Resident #5 a shower and
pravided Incantinant care for another resident, on
04/28/12, prior to her suspension. A review of the
Timecard Raport for CMT #2 and CMT #3, dated

Monitoring

The Administrator will review all
allegations of abuse with the Sociai
Services Director at the daily
Continuous Quality Improvement
(CQI) meeting io verify that the
developed and  implemented
policies to prevent mistreatment,
neglect, and abuse are being
followed.

All allegations of mistreatment,
neglect and abuse will be submitted
to the QAA Commitiee by the
Social Services Director and
reviewed by the QAA Commitiee
to determine that these allegations
are being treated according to the
poticies of the facility

The QAA Committee will meet
weekly to address policies relating
to the prevention of mistreatment,
neglect and abuse beginning May
31, 2012 for a minimum of four
weeks and until  regulatory
compliance is achieved.

(t"/&)/ e
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04128112, revealed both employaes clocked out
for fjunch at 10:31 AM. A reviaw of the Timecard
Roport for NASR #5, on 04/28/12, revealed she
did not clock out until 11:48 Ai, at least one hour
and fifteen minutes after the allagation was
reported to LPN #8.

An interview with LPN #8, on 05/14/12 at 2:00 PM
and 3:10 PM, 05/16/12 at 2:35 PM, and 05/17/12
at 2:C0 PM, revealed the allegation was reported
tc her, by CMT #2 {right before he left for lunch).
She revealed she went o find NASR #5;
however, she wag giving a resident a shower,
She stated that everyone on the fleor was "busy”,
50 she reported fo the charge nurse to send
NASR #5 to her offica when she was finished with
the showsr, Sha did not know which resident was
in the shower room with NASR #5. She admitted
she shoutd have removed NASR #5 from rasident
care immediately, per the facility's policy.

An interview with LPN #3, on 05/16/12 at 10:05
AM, revealed she was the charge nurse, on
04/28/12, and was aware of the allagation made
against NASR #5. She statoed that LPN #8 asked
her lo send NASR #5 to her ofiice after
completing care for a rasidant in the shower
room. She admitted she was making “rounds"”
and providing care for other residents; therefore,
she was nof monitoring the shower room to
ensure NASR #5 want to see LPN #8, She
revealed NASR #5 should have baen sent home
immediately, but LPN #8 was In charge as the
Adminisirative Licensed Nurse on duty.

An interview with the Director of Nursing {DON),
on 05/17/12 at 2:35 PM, revealad sha was not
aware MASR #5 continued to provids care for the
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reskdent after the allegation was reported io LPN
#8. She expected LPN #8 to suspend NASR #5 Resldents Found to Have Been
immediately, removing her from care of any Affected
residents. Employee #5, State Registored
An Interview with the Adminlstrator, on 05/17/12 ﬁ:;smgim‘zﬁ;’sﬁﬂioﬂﬁsﬁ)n who
at 405 PM, revealed she was not aware NASR allegation of Resident #5 was
#5 provided care {o Resident #5, prior to her . s .
investigated and is no longer an
suspenslon. She expected LPN #8 to find another | f the Facility. Employee
caragiver to take over for NASR #5, emp ol};ree 0 Li ty. q P p t.y !
F 241 | 483,15(a) DIGNITY AND RESPECT OF F24¢|#8 who is a Licensed Practica
55=G | INDIVIDUALITY Nurse was educated on the facility
Dignity policy and post fested on
The facliity must promote care for residents In a June 1, 2012. Additionally & formal
mannar and In en environment that malntains or counseling was completed with
enhances each resident's dignity and respect in einployee #8 on June 5, 2012,
fuli recognition of his or her individuality.
Identification of Other Residents
with the Potenitlal to be Affected
This REQUIREMENT is not met as svidanced All residents have the potential to
by be affected by F 241, Sysiemic and
Based on observation, interview, record review, Monitoring actions listed below
and review of the facility’s policy/procedurs, it was will Include ali residents who have
determined the facifity failed to promote care for the potential to be affected. All
resldents in a manner that enhanced aach residents were interviewed on June
resident's dignity and respect for one resident 5-6, 2012 to solicit any concemns
{#5), In the selected sample of 19 residents. The relating to care and treatment that
facility failed to follow the Dignity/Respect policy. ; s
While feeding Resident #5 In the dining room, on includes dignity.
04127112, Nurse Alde State Registered (NASR) .
#5 allegedly made a comment that the resident | Systemic Chanzes
was drinking histher water simitar to her “dog." ). \ f':i Killed .
Resldent #5 reportad the commant to the staff, on An oxperienced skilled nursing
04/28112; however, NASR #5 was allowed to facility consultant was contracted
continue providing care for Residant #5. An on May 29, 2012 to assist the
interview with Resident #5, on 05/15/12 at 4:16 Administrator in the guidance of
PM, revealed the resident did not want NASR #5 policy as it relates to Dignity,
FORRY CIMS-2567{02-95) Pravious Versions Obsolata Evant ID; EYi7?11 Faciity [D: 100627 If continuation shest Page 13 of 60
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providing his/her care, The resident revealed the
comment was embarrassing and made him/her
"feal bad.” Resident #5 was visibly upset and
crying during the Interview with the surveyor, 18
days after the incldent.

Findings include:

A review of the facility's Dignlty/Respect policy,
revised 10/04/11, revealed appropriate measures
would be taken to assure the residents wers
reated In & courtecus and dignified manner, The
staff would promote Independance and dignity in
dining.

A record revlew revealed the facilily admitted
Resident #5 on 11/07/41 with diagnoses to
include Amyotrophic Lateral Sclerosis {ALS),
Anxlaty, and Depressive Disorder. A review of the
quarterly Minimum Data Sat (MDS), dated
03/23/12, revealed the facility identified the
residant as cognitively intact and able to eat
independenily with tray setup. A review of the

An interview with Resident #5, on 05/15/12 at
4:15 PM, and on 05/46/12 at 2:10 PM, revealed
he/she required assistance to be fed dus to &
recent decline related to the dissase process of
ALS, The resident revealed things were going to
get worse and he/she was discouraged with the
foss of independence. The resident stated, on
04/27/12, NASR #5 was feeding him/fher. NASR
#5 made a comment that " drank my water like

Activities of Daily Living (ADL) Tracking record, dignity.

dated March 2012 and April 2012, revesaled a

deciing in the resideni's eating abillties, requiring

extensive to total assistence for eating after Monltoring

03/27/42. All concerns from any source

approved by the QAA Committee
on that date. The policy was
implemented on June 1, 2012, and
educated to all staffl by the
Administrator on Junel-6, 2012.

A new policy on “How to Converse
With Residents” was developed on
May 31, 2012 and approved by the
QAA Committec on that date, The
policy was implemented on June 1,
2012, and educated to all stafi by
the Administrator on June 1-6,
2012,

Resident Counctl meetings will be
held every week beginning June 1,
2012 to solicit any concerns related
to dignity. These Resident Council
weekly meetings will continue for
eight weeks or longer if needed to
tesolve any concerns regarding

regarding dignity will be submitted
to the Social Services Director, The
Administrafor  will review all
dignity concerns with the Social
Services Director at the daily
Continuous Quality Improvement
(CQI) meeting to verify that the
developed and implemented dignity
policies are being followed.
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The facility Dignity Policy was
F 241 Continuad From page 13 F241: revised on May 31, 2012 and
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her dog." The resident revealed the comment
made by the NASR made him/er feel bad and
was embarrassing, because there were other
residents and guests were at the table, Helshe
revealed the comment was reportad the next day,
to Certified Medication Tech (CMT) #2, and the
resident revealed hefshe did not want NASR #5
{o provide hisfher care. After making the report,
the rasldent revealed NASR #5 was allowed io
give him/her a shower. An observatlon during e
resident interview, on 05/15/12 at 415 PM,
revealed Resident #5 was vislply upset and crying
while discussing a comment made by NASR #5,
on 04/2712, 18 days after the incident.

An interview with CMT #2, on 05/16/12 at 9:32
AM, revealed Resident #5 was in histher room,
on 04/26/12, visibly upset and crying. He revealed
the resident expressed a complaint about having
fo get a shower so late In the morning. He
reveaied the resident wanted to get up at 8.00
AM, and it wes almost 11:00 AM. CMT #2 told the
resident he would repori it to the charge nurse;
however, the resident stated "they probably wouid
not listen because apparently he/she iooked like
adog." He revezled upon discusston with the
resident, if was reported that NASR #5 made the
comment about the resldent drinking water like
her "dog."” He reported the comment to Licensed
Practical Nurse (LPN) #8.

An inferview with CMT #3, on 05/16/12 at 10:35
AM, revealed she was a wilnass to the allegation
reporled to CMT #2. She revealed the resident
was upset and crying when she went into the
room. She steted that NASR #5 was in the room,
but left fo get towels for the resident's shower.
She revealed the resident stated 1hat ha/she did

X4) 1D SUMMARY STATEMENT OF OEFICIENCIES o} PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COVPLETION
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OEFICIENCY)
F 241 { Continued From page 14 F241| The Administrator and Social

Services Dirsctor wiil submit all
dignity concems to the QAA
Cominittee.

The QAA Commiltee will meet
weekly to address policies relating
to the prevention of misireatment,
neglect and abuse beginning May
31, 2012 for a minimum of four
weeks and  until  regulatory
compliance is achieved.
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not like NASR #5 bacause of the comment made,
on 04/27/12. She revealed NASR #5 was
preparing to give the resident a shower, but she
"assumed” it was not given by her, as this was an
allegation of verbal abuse.

An interview with NASR #6, on 05/47/12 at 11:45
PM, revealed NASR #5 gave Resident #5 a
shower, on 04/28/12, She revealed NASR #5
needed assistance with the resident after the
shower, but she and another NASR took over
while NASR #5 went to essist another resident.
She revealsd the resident bagan talking about the
comment made by NASR #5 and appeared to be
upset.

An inlerviow with NASR #5, on 05/16/12 at 3:45
PM, revealed sha was fesding Resident #5 in the
dining room, on 04/27/12, and they were talking
about her "puppy.” She revealed the resident
nodded hisfher head to drink and the comment
was made "that was how my puppy nods its
haad." NASR #5 admitted she gave the resident a
shower, on 04/28/12, prior to her suspension.

An Interview with LPN #8, on 05/14/12 at 2:00 PM
and 3:10 PM, on 05/16/12 at 2:35 PM, and on
05M7/12 at 2:00 PM, reveaied the allegation was
reported to her, by CMT #2. She revealed she
went to find NASR #5; however, she was giving a
resident a shower. She stated that everyone on
tha floor was "busy", so she reported {o the
charge nurse to send NASR #5 to her office when
she was finished with the resident’s shower, She
did not know which resldent was in the showsr
room with NASR #5. LPN #8 revealed when
questioning Resident #5 about the allegation, the
resident was quist and had “one tear” roll down
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F 241 Continued From page 16 F 241 MERT PROFESSIONAL
his/mer face. STANDARDS
Aninterview with the Diractor of Nursing {DON},
on 05/17/12 at 2:35 PM, revealed she did not ﬁ;;g:::;s Fount 1o Have Been
spaak to Resident #5 about the allegation. She
was not aware NASR #5 continued lo provide #Rze;ident Wéeffi’n#i L :#dlii;gZI?sanc:
care for the resident after the allegation was are re £ e ons 2
reported fo LPN #8 ordered by the physician. Resident
' #8, #11, and #20 are receiving their
An inferview with the Soclal Services Director, on oxygen as ordered by the physician.
05/17/12 at 9:10 AM and 3:00 PM, revealed she On June 6, 2012 Licensed Practical
was not aware of the allegation made by Resident Nurse #7 has been re-educated and
#5. Bhe revealed she spoke to the resident about counseled.
hls/her diagnosis of ALS and to see if thers was
any deprassion; however, she was not asked to Hentiflcation of Other Residents
speak to the resident about an aflegation of with the Potentiai to be Affected
g
abusa. Shea revealed she did not recall the On June 10, 2012 a review of all
discusslon about the allagation In the QA medication orders and oxygen
meeling, held on 04/30/12, orders was completed for all
) residents to assure that they are
An intarview with the Administrator, on 05/17/12 receiving care  according to
at4:05 PM, revealed she was at the faclity, on physician orders.
04/26/12, after the allegation was reported. She
stated that the resident was not upset about the
comment; however, she admitted she did not
question tha rasldent about what happened or .(S)}:st;mlc Cﬁ‘iw;nggs 10, 11 d 12
ask the resident how the comment made him/her movae 2 B % 1Y L N 14
; - 2012 the Quality Assurance Nurse
eal, (RN) and Medical Records Director
F 281 | 483.20(k){3){i) SERVICES PROVIDED MEET F 281 (LPN) inserviced all Certified
88=<E | PROFESSIONAL STANDARDS : S ..
Medication  Techniclans  and
The senvices provided or atranged by the facility Llcelzs?d N'f"-ses on th? Medlcatiom
must meat professionai standards of quality. Administration policies and
administered a Post Test after each
education, All personnel receiving
This REQUIREMENT s not met as evidenced this education received 100% on
by: their Post Test. This inservice
Based on observatlon, interview, record review included administering medication
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N

and review of the facllity's pollcy and procedure, it
was determined the facllity failed to ensurs four
(4} residants {#7, #8, #11, and #13), in the
selected sample of 19 residents, and two (2}
residants, (#20 and #22}, not in the selected
sample, received their medications in accardance
with the physician's orders. Resident #7 was
orderad Niacin 500 milligram {mg) to be given
with food at 6:00 PM. An observation revealed
Resident #7's medication was administered
without food st 2:61 PM, For Resident #11,
OCxygen {02) was orderad at 4 Liters/minute
continucusly and observalions revealed the
restdent was without his/her continuous Q2.
Resident #13 was ozdered Mstformin HCL 1000
mg with meals at 5:00 PM, and an observetion
revealed the medication was administered at 2:57
PMwithout food. Resident #22 was ordered
Aricept 6 mg end Namenda 5 mg ai 5:00 PM, and
an observation revealed the medication was
adminfstered at 3;00 PM, Resident #20 was
observed on 05/15/12, 06/16/12 and 05/17/12
with O2 at three liters per minute, The
physician's order was for four liters per minute,
Resident #38 was observed on 05/15/12 with 02 at
two liters par minute, on 05/16/12 with 02 at two
liters per minute, and on 06/17/12 with O2 at one
and a half llters per minute, The physician's
order was for O2 at two and a haif liters per
minute,

Findings includs:

A review of the facility's policy and procedure,
"Medication Pass," dated 05/10/11, revealed the
facitity adhares o Nursing Standards for
medication pesses. Begin medication pass on
time. 1t is permissible to glve the madication one
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er the physician orders that
F 281 p ! .
Gontinued From page 17 F 281 Includes the time ordered,

Beginning on  June 1, 2012
medication administration  skill
validations will continue until all
licensed nurses and medication
technicians have been observed.
Observations will be completed by
the Medical Records Director,
Director of Nursing, Unit Managers
and Quality Assurance Nurse,
These observations are completed
on each shift daily for thirty days
and compliance is sustained.

Beginning on  June 10, 2012
administration of oxygen
observations will be completed and
will continue until all licensed
nurses have been observed, These
observations insure that oxygen is
administered per the physician
order. Observations will be
completed by the Medical Records
Director, Director of Nursing, Unit
Managers and Quality Assurance
Nurse.

These observations are completed
on each shift daily for thirty days
and compliance is sustained.

Monitoring

All  reviews of  medication
administration and oxygen
administration completed by the
Quality Assurance Nurse and the
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hour before It was ordered and up to ons hour
afler it was ordered. (Excluding medicine
depandant on food or other specific factors.)

An interview with the Diractor of Nursing (DON},
on 05/17/12 at 7:23 PM, revealed the facility
adhered to the standard of practice esatablished
by the Amarican Medicai Diractors Association
{AMDA) and Mad-Pass, Inc. Tha DON was
unable fo provide evidence of the established
practice guidelines by the AMDA.

A raview of the facility's policy and procadure,
"Administaring Oraf Medications," dated 2001,
ravised September 2003, revealed the purpose of
this procedure is o provide guldelines for the sefe
adminisivation of oral medications. Always verify
the *5 Rights® bafore administering medications:
the right medication, the right desa, the right
rasident, the right route, and the right time.
Administsr medications within one {1) hour before
or after their scheduled tims,

1. Arecord review revealad the facility admitted
Resident #7 on 03/28/12 with diagnoses to
Include Acute Respiratory Failure, Diabetes
Mellitus Typs II, Hypertension, Chronlc Kidney
Disease and Dapressive Disorder.

Qbservatlon of a medication pess, on 05/16/12 at
2:51 PM, revealed Licensed Practical Nurse
{LPN) #7 administered Niacin 500 milligrams
{mg) capsule {medication to reduce the
cholestero} and fatty substances in the blood) to
Rosldent #7. Review of the physician's order,
dated May 2012, and the Medication
Administration Racord {MAR), daled May 2012,
revealed the medication should have been

and  Assessment  team

recommendations and follow up.

for

(”/3%2/ .
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administered at 5:00 PM and with the supper
meal.

2. Arecord revisw revealed the facliity admitted
Residant #13 on 07/08/11, and readmitted on
0142512, with diagnoses to include Glaucoma,
Peripheral Vascutar Disease (PVD),
Hypertension, and Diabstes Mellitus Type N,

Observatlon of a medication pass, on 05/16/12 at
2:57 PM, reveated LPN #7 administared
Metformfn HCL 1000 mg tablet wilh 30 miliiliters
{mi) of water. A review of the physiclan’s order,
dated May 2012, revealed an order for Metformin
HCL 1000 mg tablst three times daily with meals
for Diabetes.

3. Arecord review revealed the facility admitted
Resident #22 on 01/25/12 with diagnoses to
include Paychosis, Chronic Kidney Diseass,
Hypertension, and Senlle Dementia.

Observation of a medication pass, on 05/16/12 at
3:00 PM, revealed LPN #7 administered
Namenda & mg fablet and Aricept & mg table with
60 ml of water. A review of the physiclan's order,
dated May 2012, revealed an order for Aricept 5
mg tablet once daily every day and Namenda 5
myg tablet twice dally with meals.

An intsrview with LPN #7, on 05/16/12 at 3:25
PM, revealed she was Instructed to "give up to
the 5:00 PM medications" as soon as she could,
because she was needed to assist with feeding in
the dining room at suppar. She revealed she
could not recail who told her to pass medicatlons
in that manner. LPN #7 revealed she had one
hour before or one hour after the scheduled time
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to administer the medications, and realized she
was adminlstering medications too early,
howsver, she stated she had to get the
medications completed in order to assist with
feeding the resfdents In the dining room. She
revaaled she administered the medications In that
manner for a couple of months, and the
medications were not being administered
according to the physician's orders.

An Interview with the Director of Nursing (DON},
on 05/17/12 at 7:23 PM, revealed the time frame
for giving medications was an hour before or after
the scheduled iime for administration. Each hall
had a sel time for their medications. The earliest
a nurse could administer schaduled 6:00 PM
medicatfons would ba 5:00 PM. The medications
could not be given before that time and the staff
wore expected to administer the medications as
ordered by the physician.

4. Areview of the faclfity's policy and procedure
for "Oxygen,” dated 12113/, revealed the
purpose of 02 is to supplement 02 supply whean
insufficlent O2 Is being carried by the blood to the
{lesues, The procedure is to check the physician's
arder for O2 liter flow and method of
administration. The physician’s order should
include continuous or as nesded (PRN) uss,

Arecord review revealed the facility admitted

" Resident #8 on 09/22/10 with dlagnoses to
include Dysphagla, Muscle Weakness, Damentia,
Persistent Mental Disorder, Effusion of Lower Leg
Jolnt, Adhesive Capsulitis of Shoulder and Urine
Retention.

A raview of the resident's care plan, "impaired
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Gas Exchange,"dated 05/04/12, and [ast
raviewed on 05/04/12, revealed O2 was lo be
administered at two and a half liters per minute.

Areview of a quarterly MDS assessment, dated
05/07/12, revealed the facility assessed Resident
#8 as non-ambulatory and required extensive
assistance with all activities of daily living.

A review of a physician's order, dated 05/12,
revealed the resident was to have 02 at two and
a half Hters par minute per nasal cannula
continuously to keep O2 saturations above 92%.

Observations, on 05/15/12 at 10:25 AM, 3:15 PM
and 5:25 PM, revaaled the resident had O2 per
nasal cannuia at two liters per minute.
Obsarvations, on 05/16/12 at 8:30 AM and 11:00
AM, revealad the resident was receiving 02 at
two liters per minute. Observations, on 05/17/12
at 9:30 AM, 10:30 AM and 11:00 AM, revaaled
the resident with O2 per nasal cannula at one and
a helf liters per minute inatead of the prescribed
two and a half liters per minute.

An Interview with the DON, on 05/17/12 at 7:30
PM, revealed Resident #8 should have 02 at two
and a half fiters continuously according to the
physiclan’s order, and the nurses were ultimately
responsible to ensure 02 'was baing administered
according to the physiclan's order.

5. Arecord review ravealed the facility admitted
Resident #11 on 12/15/11 with diagnoses to
incfuda Unspecified Heart Failure, Pneumonia,
Organism Unspecified, and Acute Respiratory
Failure,
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Areviev: of the quarierly MDS assessment, dated
03/01/12, ravealed the facilily assassed Resident
#11 to be alert and orientad to person, place and
time, independent with supervision, and required
limited asslstance with activities of daily fiving,

A review of the Comprehensive Care Plan, dated
03/08/12, revealad an intervention for
administration of 02 as ordered.

A review of the physiclan’s order, dated May
2012, revealed "02 al four liters per nasal
cannula continuous o maintain saturation. Check
02 saturation every shift every dey and evary
night." A review of the Medication Administration
Record (MAR), deted May 2012, ravealed
scheduled times of 6 AM -6 PM and 6 PM - 6
AM,

A review of the MAR, dated May 2012, rovealed
*02 at four liters per nasel cannula continuous 1o
maintaln saturation, chack O2 seturatlon every
shift." Nursing steff initialed 05/01/12 thru
05/16/12 In1he 8 AM - 6 PM and the 6 PM - 6§ AM
column that the restdent had O2 at four liters per
nasal cannula ¢continuously to maintain 02
saluration.

QObservallon, on 06/16/12 at 10:25 AM, revealod
Resident #11 with O2 in use per nasal cannula,
and the 02 concentrator was sot on four iiters per
minule. Resident #11 stated "l can turn my
oxygen on end off as needed.”

Observatlons, on 05/15/12 at 3.05 PM and 5:20
PM, on 05/16/12 at 9:25 AM and 12:35 PM, on
05/17/12 at 9:30 AM, 1:00 PM, 1:11 PM, 2:20 PM
and 3:10 PM, ravealed Resident #11 without
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his/mer O2 in use.

An interview with Resident #11, on 05/16/12 at
12:35 PM. revealad "l use my oxygen all night,
but during the day it's on and off.” Furthar
interview with Resident #11, on 05/17/12 at 4:00
PM, revaalad "] got short of breath, I've been up
walking around, and put it on.  use it part of the
time and &t night. They chack my level onca In
the morning and night, they showad me how to
turn it on and off. The nurses showead me, | know
how to do It"

An interview with the DON, on 08/17/12 at 7:30
PM, revealed Resldent #11 should have Q2 at
four liters continuously according to the
phyajcian’s order,

6. Arecord raview revealed the facility admitted
Resldent #20 on 09/24/09 with diagnoses to
inclugde Other Chronic Pulmonary Heart Diseass,
g Lats Effact Cerebrovascuier Disease, Hearl

H Fallure, and Hypertension.

A review of the comprehensive care plan, dated
P 04/02/12 reveated an Intervention for
i administration of O2 as ordered.

A review of the physiclan's order, dated May
2012, ravealad "02 at two liters per nasal cannula
to maintain O2 saturation greater than 90%,
check 02 saturation every shift each day and
aach night."

Observation, on 05/15/12 at 10:27 AM, revealed
Resldant #20 with 02 In use per nasal cannuia al
three and a half liters par minute, Observation,
on 05/16/12 at 3:50 PM and on 05/17/12 at 1,02
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F 281 | Continued From page 24 F 281 QUALIFIED PERSONS/PER
PM, revealed Resident #20.with O2 in use per CARE PLAN
nasal cannufa at three llters per minute,
. . Residents Found to Have Been
An inferview with the DON, on 05/17/12 at 7:30 Affected
PIM’ re\;et::s(:ilﬁemdent ? 2? should hal"' e 02 'In Resident #1 was sent to the hospital
piace at o fllers per m m,J © per nasaj cannuia for evaluation on March 29, 2012,
according (o the physician's ordar. The Certified Nursing Assistant
F 282 | 483.20(k)(3){li) SERVICES 8Y QUALIFIED F282| oo ated on Man cgh 29, 2012
55=G | PERSONS/PER CARE PLAN } '
The services provided or arranged by the facility Tll‘}" Treatment T:“"Slg C%m!"‘;;gd a
must be provided by qualified persans in skin assessment for Resident #8 on
accordance with each resident's written plan of May 15, 2012 and with no new
cara. areas identified.
Identification of Other Residents
This REQUIREMENT Is not met as evidenced with the Potentinl to be Affected
by: All residents have the potential fo
Based on interview, record review, and review of be affected by F 282, See Systemic
the factity'’s policy and procadure, it was and Monitoring actions listed
determined the facility failed to ensure two betow will include all residents
residents {#1 and #8), In the selacted sample of ‘ who have the potential to be
19 residents, were provided care In accordance affected.
with the plan of care. Resident #1 wae care
ptanned to have two staff for transfers. On Systerle Changes
,: 03/28/12, Nurse Alde (NA) #1 assisted Resident On June § through 19, 2012 all
: #l’i to tre;r:?fer ft}zm lhfe touie't tothe \«[':hge;lchalr nursing  assistants, medication
' alone, The residant fel] which resulted In a technicians and licensed nurses
laceration to hisfher laft eyebrow and abrasions 1o have been educated on followin
the resident's bilateral knees. Resident #1 was ident | to inclu dg
transferred 1o the local hospital and diagnosed res 5 w‘: bp dH"S e ncTh'
with a small subdural hamatoma. The resident transters and bed mobi 1tg. h!s
was readmltted to the facility on 03/30/12. (Refer tre'umng was provt.ded y t_ &
Direcior of Nursing, Quality
to F323) Jud
Assurance  Nurse, Admissions
Resident #8 was care planned to be turned and Director (LPN), and  Medical
repositioned every hour; however, observations, Recards Director (LPN).
on 08/17/12 from 8:40 AM through 11:00 AM,
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revealed the resident remained in the same
position In bed without repositioning.

Findings include:

the nursing staff as outlined in the

Commenwealth of Kentucky Department of

Resident #1 on 08/04/09 with diagnoses to
include Depressive Disorder, Osteoporosis,

and Abnamalily of Gait.

due to impaired cognition” revealed an

and a galf belt."

i!gs'ﬂ

A review of the quarterly Minimum Data Set

A review of the facility's policy and procedure,
“Nurse Alde Care Plan,” dated 02/10/10, revealed
the purpose of the form was to document how
each resident's daily care needs were provided by

Comprehensive Care Plan in accordance with
guldslines of RAI process and in keeping with the

Medicaid Services Documentation Guldslines.

1. Arecord review revealed the facllity admitted

Hypertension, Generalized Muscle Weakness

A review of the comprehensive care plan, dated
01/1112, for "Self Care Deficit related to required
assistance with aclivities of daily living {(ADLs)

intervention to "lransfar with assistancs of two

A review of the Fall Assessment Screening Tool
(FAST), dated 02/20/12, revealed the resident
was assessed as a high falls risk with a score of

{MDS}, dated 02/24112, revealed the faciiity had
 agsessed Resident #1 as severely cognitively

impaired with a Brlef Intervlew for Mental Status
(BIMS) score of "5." The resident was assessed

Beginning June 12, 2012 an audit
F282| of each resident’s Comprehensive
Care Plan and the nursing assistent
care plan was completed and
compared to the direct observation
of care delivery by the MDS/Care
Planning Nurses,

Monitering

Care Plan rounds will be conducted
daily by the Medical Records
Director, Director of Nursing, Unit
Managers and Qualify Assurance
Nurse to ensure resident care is
provided in accordance with the
Plan of Care. The care plan rounds
will use the nursing assistant care
plan that is based on the
Comprehensive Care Plan o see
that care is provided per the care
plan,

f 32/12_
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as requlying extensive assistance of two staff for
transfers and totally dependent on two staff for
{oilsling.

A review of the Nursa Aide Care Plan, dated May
2012, revealed the resident required the
assistance of two staff for toileting and the
asslstance of two staff plus a gait belt for
transfers.

A phone interview with NA #1, on 05/17/12 at 9,52
AM, revealed she ass/sted the resident to the
bathroom and transferred him/her from the tollet
to the wheelchair aione. She assisted Resident
#1 to stand up, and he/she started shuffling
histhar feet. The resident tripped over ihe alde’s
foot as they were trying to move back to the
wheelchalr. Resident#1 fell to the floor and hit
hisiher head as he/she fall to the floor. Resident
#1 sustained a cut above histher eye. She was
unaware the resident was care planned for the
assistance of two staff for transfers, She
revealed the aldes arrived to the facliity 15
minutes prior to thelr shift to do a walking round
and get a report from the previous shifl's aides.
There was no time to review the resideni's care
ptan, but they were suppose io review the care
plans before the shift sterted. NA #1 reveated she
had not reviewed Resident #1's care plan before
she {ransferred the resident.

A phone interview with Registered Nurse (RN} #5,
on 0B/17/12 at 2:22 PM, revealed the resident
was sitting up In the wheelchalr when she walked
in. She questioned the aide how the injurias
occurred and the aide reported she transferred
the resident alone. The alde reported the
resident ripped over her foot and they went down

F 282
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1o the floor together, The chalr tilted over and
bumped the rasident’s head. Later during the
day, RN #5 educated the alde about lifting the
resident, the use of the gait belt, and review of
the care ptan book to know many staff it required
to assist the resident. RN #5 revealed she
explalned io the alde if she was unsure about
how a residen{ was to be trensferred, then she
should not transfer him/her alone. The eides
should review the care plans dally prior to the
star of the shift. She was unaware If the alde
reviewed Resident #1's care plan prior to
provision of care.

An interview with the Director of Nursing (DON),
on 05/17/12 at 1:23 PM revealed she was notified
about Resident #1's fail approximately 10 minutes
after it occurred. She questioned RN #5 about
who was Involved and what happened. She was
informed by RN #5 that the alde had transferred
the resident alone in the bathroom, and the
resident's feet got tangfed up with the staff's feet,
which resultad in the resident's fall and hitting
hisfher head. RN #5 checksed the care plan and
stated the resident was care planned for the
assistance of two staff with transfers. The
Incident was investigated and NA #1 was sent
home thet day. The tikelihood of the resident's fall
would be fess if there had been the right amount
of people for the transfer. The staff were
expacted to read the cere plans of the residents
daily prior to starting their assignment. NA#1
was later terminated because it was determined
she trensferred the resldent with the assistance
of one and did not folfow the resident's care plen.

2. Arecord roview revealad the faciiity admitted
Rasidani #8 on 08/22/10 with diagnoses to

F 282
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include Dysphagia, Muscle Weakness, Dementia,
Persistant Mental Disorder, Effusion of Lower Leg
Joint, Adhaesive Capsulitis of Shoulder and Urina
Retention.

QOhbservations, on 05/17/12 at 8:40 AM, 9:30 AM.
10:30 AM and 11:00 AM, revealed Resident #8
was in bed on hismer back with the head of the
bed slightly ralsed. Tha rasident's position in the
bed remained unchanged during the
observations.

A review of the rasident's comprehensive care
plan, "Af Risk for Skin Intagrity"” revealed an
interventlon, dated 03/26/12, for the resident {0
be turned and repositioned hourly.

A review of a2 quarterly MDS assessment, dated
05/09/12, revealed the facility assessad Resident
#8 as non-ambulatory and required extensive
assistance with all activities of daily living and was
assessed as high risk for prassure sores and
requlred two staff for turning and reposiiioning.

A review of the Nurse Alda Care Plan, dated
05/12, ravealed turning and raposifioning was to
be provided by two staff and the resident was to
be turned and repositioned every hour,

An interview with CNA #1, on 05/17/12 at 11:30
AM, ravealed she was responsibie for Residant
#8's care end was awara the resident needed to
be {urned and repositioned every hour due to
fraglle skin. CNA#1 stated she did not turn and
repogition Resident #8 every hour because she
had & hard ime getting someone to assist her.
CiNA#1 did not inform the nurse she needed
assistence with reposlitioning the realdent hourly.

F 282
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BLADDER
An interview with the DON, on 05/17/12 at 11:60
AM, revealed Resident #8 was to be tumed Residents Found to Have Been
hourly due to hisher fragile skin. The CNAwas Affected
responsibie to provide care according to the care On May 17, 2012 the Director of
plan and the nurse was ultimately responsible fo Nursing co;]ed and secured the
ensure that it was completed. : :
catheter tubing of Resident #8.
F 315 | 483.25(d) NO CATHETER, PREVENT UT], F 315 B
88=D | RESTORE BLADDER

‘Based on the resldent's comprehensive
assessment, the faciiity must ensure that a
resident who enters the facility without an
indwelling catheter is not cathetsrized unless the
resident’s clinical condltion demonstrates that
catheterizatlon was necessary; and a residant
who is incontinent of bladder recsives appropriate
{realment and services to prevent urinary fract
Infactions and to restore as much normal bladder

| function as possible.

This REQUIREMENT is not met as svidenced
by:

Based on obssrvation, interview, record review,
and review of the facliity's policy and procedure, it
was determined the facliity falied to ensurs cne
rosident {#8), in the selected sample of 19
resldents, was provided eppropriate care and
treatment related to an indwalling catheter.
Observation on 05/17/12 revealed the resident’s
indwelling catheter was not proparly secured to
prevent accidentat frama to the resident's
biadder.

Findings inciude;

A review of the facllity's policy and procedurs,

Hentification of Other Residents
with the Potentinl 10 be Affected
All residents with physician orders
for a catheter have the potential to
be affected by F 315, Systemic and
Monitoring actions listed below
wili include all residents who have
the potential to be affected.

Systemnic Changes

On June 6, 2012, tho Quality
Assurance Nurse completed a 100
per cent review of all residents with
catheters to ensure that tubing was
secured and coiled properly,

On June 7, 2012 and inservice was
held for all nursing staff regarding
the procedures for proper catheter
care to include catheter tubing,

On June 12, 2012 daily reviews of
catheter fubing will be conducted
by the charge nurse and will
confinve until compliance s
sustained, Results of these reviews
will be submitted to the Quality
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F 315 | Continusd From page 30
"Foley Cathater Care," dated and revised

the tubing.”

Resident #8 on 09/22/10 with diagnoses to

Retention.
AM, during a skin assessmeant completed by

catheter with the tubing draped across the
rasident's left leg and attached to a bedside

the resident's bladder,
Obsarvation, on 05/17/12 at 9:25 AM, during
catheter care for Resident #8 revealed the

the resident's bladder. Certified Nurse Aide

was 10 be anchorad.

supply o secure catheter tubing fo prevent

anchared to prevent trauma,

06/26/11, revealed procedure #B as: "Make sure
{he catheter Is secured properly. Coi! and secure
A record review revealed the facilily admitted
include Dysphagla, Muscle Weakness, Dementla,
Peralstent Mente] Disorder, Effusion of Lower Leg
Joint, Adhesive Capsulitls of Shoulder and Urine

Observation of Resident #8, on 05/17/12 at 6:00

Registered Nurse (RN) #4, revealed an indwaslling

drainage bag. The tubing was not secured to
prevent frauma from accidental pulling against

inawelling catheter tubing was not secured to
prevent trauma from accidental puliing against

(CNA) #1, who was providing the catheter care,
revealed she was not aware the catheter tubing

An interview with Licensed Practical Nurse (LPN)
#8, on 05/17/12 at 8:30 PM, reveealed leg streps
with Velcro closures were avallable in cenfral

accidental trauma to the bladder. Additionally,
LPN #8 revealed all calheter tubing should be

Assurance Nurse submitted daily to
F315| ensure  cathoters are  properly
secured,

Monltoring

The Quality Assurance Nurse witl
review the results of the catheter
tubing reviews at the daily CQI
Meetings for recommendations and

follow-up,

@/22&2/
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An interview with the Diractor of Nureing (DON}, CES
on 05/17/12 at 8:45 PM, revealsd sha expacted -
the staff to ensure Indweliing catheter tubing was
propeily anchored to prevent any ac::cldemtaglI : Residents Found fo Have Been
trauma fo a resldent's bladder, and the nurse was Affected ' .
ultimately responsible. Resident #1 was sent to the hospital
F 323 | 483.25(h) FREE OF ACCIDENT F 33| for evaluation on March 25, 2012
$5=G | HAZARDS/SUPERVISION/DEVICES The Certified Nursing = Assistant
was terminated on March 29, 2012,
The facility must ensure that the resident
environment remafns as fres of accident hazards On May 16, 2012 the oxygen
as is possible; and each resident recelves saturation rate of Resident #4 was
adequate supervision and assistanca devicas to checked upon return to the facility
pravent accldents. with a 98% saturation rate.
On May 16, 2012 resident #8 was
educated on the importance of
complying with the diet by the
: ] Director of Nursing, On May 186,
This REQUIREMENT s not met as evidenced 2012 a telephonic care plan
by: ) meeting was held by the
Ba_s.ed on observatfop, interview, and record Interdisciplinary Team with the.
review, it was determined the facllity falled to POA for the resident. The POA
s soch eldnt oot adeqnte vas s o th ks ot
ensura the rasidents' environment remained as with .suppiymg foods to the resifient
free from accident hazards as is possible for that is r}ot allowed.on a prescribed
thrae rasidents (1, #4, and #8), in the selected mechanical soft diet. The POA
sample of 19 residents. Resident #1 was care stated that they would not bring
planned {o have two staff for transfers. On food to the resident not allowed on
032812, Nurse Aide (NA) #1 asslated Resident the resident’s diet.
1 to transfer from the toilet to the whaalchair
alona. The resident fell which resulted in a Tdentification of Other Residents
laceration fo his/har left eyebrow and abraslons to with the Potential fo be Affected
the resident’s bilateral knees. Resident #1 was All residents have the potential to
transferred to the local hospital and diagnosed be affected by F 323 reparding
with a small subdural hematoma. The resident accident hazards and supervision.
was readmitied o the facllity on 03/30/12. Systemic -and Monitoring actions
FORN CMS-2567(02-59) Provious Varsions Obaclele Event iD;EYI714 Fasiity iDr 100627 if continuation shest Page 32 of 60
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Raasfdent #4, who required constant oxygen (02}
therapy, was transported {0 a physiclan’s
appointment outside the facility without staff
escort. The facllity fafled to ensure there was
enough 02 to maintain the residant throughout
the physician's eppointment as well as the return
trip back 1o the faclfity,

Residant #8, who was prascribed a mechanical
soft dfet, was observed in bed on multiple
occasions ealing popcorn and peanuts.

Findings include:

1. Araview of the policy entitled "Fall Prevention
Policy” ravised 10/21/10 revealed they identify
residents at risk for falls and implament a fall
prevention approach to reducs the risk of falls
and possible injury. The Fail Prevention
Approach is incorporated with the faclilty’s Quality
Improvement end Safsty Committees. Every
resident will be evaluated for falls upon admission
and subsequently thereafter when the resident's
condition changes or &t least quarerly. The care
plan will state the goals, interventions and
epproaches for every resident who Is Identifled as
belng at risk for falls. Staff wlil be-trained to be
alert to risk and hezards for feils in the
environment, Direct Care Providers will be
instructed regarding approachas and goals for the
management of the resident felis risk.

A racord review reveeted the facility admitted
Resldant #1 on 09/04/09 with diagnoses to
include Depressive Disorder, Osteoporosis,
Hypertansion, Generalized Muscle Weakness
and Abnormetity of Gait.

41D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATQRY COR LSC IDENTIFYING INFORMATION) TAG CROS5-REFERENCEQ TO THE APPROPRIATE DATE
OEFICIENEY)
listed below will include ail
F 323 | Continued From page 32 F 323

residents who have the potential to
be affected.

Systeric Changes

On June 12, 13, 16, and 17, 2012
all nursing assistants, medication
technicians and licensed murses
have been educated on following
resident care plans to include
transfers and bed mobility and diet
orders.

On June § through 19, 2012 all
nursing  assistants,  medlcation
technicians and licensed nurses
have been educated on following
resident care plans to include
transfers, bed mobility and diet
orders, This training was provided
by the Director of Nursing, Quality
Assurance Nurse, Admissions
Director (LPN), and Medical
Records Director (LPN).

On  June 12, 2012  the
Interdisciplinary Team reviewed
the policy and procedure on
resident transfers. A new too! was
developed to ensure appropriate
resident condition on transfer. This
new Resident Condition on
Transfer tool was inserviced to the
staff beginning June 13, 2012,

Manitoring
The Interdisciplinary Team will
monitor the care plans and the
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A review of the comprehensive care plan, dated
01/11/12, for "Seif Care Deficlt related to requires
assislance with activities of daily living (ADLs})
due to impaired cognition,” revealed an
Intervention which stated "transfer with assistance
of two and a gait belt.

Araview of the Fall Assessment Screening Tool
(FAST), dated 02/20/12, revealed the resident
was assessed as high falls risk with a score of
"95."

A review of the quariarly Minimum Data Set
{MDS), dated 02/24/12, revealsd the facility
assessed Resident #1 as severely cognitivaly
Impaired with a Brief interview for Mental Status
{BIMS) scora of "5." The resident was assessed
{o require extensiva asalstance of two staff for
fransfers and totally dependent on two staff for
toilsling.

Areview of the nurse’s noles, dated 03/29/12 at
7:15 AM, revealed documantation by Registered
Nurse (RN) #5 which revealed an alde called for .
assistance and RN #5 entered the bathroom to
find the resldent sitting up in tha whealchalr. NA
#1 slated the resident fall and she assisted the
rasident onto the floor. The rasident hit hisfher
head in the process and the resident had a
laceration on his/her loft brow and lateral eye, and
abrasalons to hisfher bilateral knees. The resident
complained of a headache and dizziness with no
nodules noled on hisfher haad. Helshe
complained of blurred vision. Vitals signs were
checked and an ice pack was applied to hismher
loft aye. Steril-strips were applied to his/her
lateral left eye, a band-aid was applied to the left

X4y 1D SUMMARY STATEMENT QF DEFICIENCIES I (1G]
PREFIX (EACH DEFICIENCY MUST BE PRECGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTSF YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 393 ) Resident condition on Transfer
Continued From page 33 F 323/ (o0l at their daily meeting. The

results of this monitoring wiil be
submitted fo the Quality Assurance
Cominittee for recommendations
and follow-up.

@/zaﬁg_
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brow and hilateral knees. The physiclan was
notified with orders recelved to send the resident
to the hospital for an avaluation. The family was
natified about the resident's condition and he/sha
was fo be sent to the emergency room for an
evaluation,

A review of the history and physical, from an
acule care hospifal, dated 03/29/12, revealed the
resident sustained a small subdural hematoma.
The resldent was referred to a neuro surgeon and
assessed, on 003/30/12, with no neurosurgical
Intervention indicated. Resident #1 was
readmitted to the facllity later on 03/30/12.

A review of the Nurse Alde Cere Plan, dated May
2012, ravealed the resident required the
assislance of two staff for toileting and the
assistance of two staff plus a gakt belt for
transfers,

An Interview with NA#1, on 05/17/12 at 9:52 AM,
rovealed at the time of the incident she was not
certified. She had agsisted the resident to the
bathraom and trensferred himMer from the
wheelchair to the toliet alone. Tha resident was
on the toilet and she noticad the colostomy bag
needed changing. The aide called for assistance,
Nobody came and the resident was swaying like
he/she was unbalanced on the toilet. Resident#1
was assisted to stand up, end he/she started
shuffling his/her faet and he/sha tripped over the
aide's foot as they were trying to move back to
the wheslchair, NA#1 moved in front of the
resident to keep him/Mar from falling and they
both fell to the flcor. Residant#1 hit hisfher head
as he/she fell to the floor. The resident hit histher
head on the alde's shoulder as well as the wall,
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and the resident sustained a cut above his/her
eye, They were on the toor and she called for
assistance a second time for approximately 15
minutes. No other staff came to assist the
rasident or the staff. NA#1 wiggled out from
under the resident and she saw the resident was
bleeding from the above and beneath his/her eys.
She continued to call out for assistance and
plcked the resident up from the fioor end sat
him/her in the wheslchali. The nurse finally came
In the room and asked what happened. NA#1
explained and showed the nurse what happened,
The nurse examinead the resident and he/she was
sent out to the emergancy room for an evaluation
later. NA #1 reported she did not know the
resident was care planned for the assistance of
two staff for transfars. She stated the aides
arrived to the facility 15 minutes before shift to do
a walking round and get report from the previous
shift. There was no time to look at the resident's
care plan, but they were suppose to look at the
care plans before their shift started. She had not
reviewed Resldent #1's care plan prior to
transferrng the resident.

An Interview with RN #5, on 05/17/12 at 2:22 PM,
revaaled the resident was sitfing up in the
wheelchair when she arrived fo the room. She
chacked the resfdent over and there was en injury
ahove histher brow, on the side of his/her eye and
abrasions on hisfher knees. She questioned the
aide about the Injurles, and the alde reported she
transferrad the resident alone. The aide stated
the resident tripped over her foot and they went
down fo the floor together. The chalr tilted over
and bumped the resident's head, Later, during
the day she educated the aide about iifting the
resident, use of the gelt belt, and reviewing the
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care plan book to know how many staff it took to
assist the resident.

An interview with the DON, on 05/17/12 at 1:23
PM, revealed RN #5 notified her by phone about
Resident #1's fall approximately 10 minutes after
it happened. $he questioned RN #5 about who
was involvad and what happened. She was
informed the alde transferred the resident alone
In the bathroom and the resident's feet got
tangled up with the stafi's feet which resulted in
the resident's fall and hifting his/her head. RN #5
checked the care plan and reporied the resident
was care planned for the assistance of two staff
with fransfers. The ingldent was invastigated and
NA#1 was sent home that day. The likelihood of
the resident's fall would ba less if there were the
right amount of people for the transfer. The staff
ware expecled to raad the care plans of tha
resldents daily prior to the start of their shift. The
aide was later terminated because it was
determined she transferred the resident with the
assistance of one, end did not follow the
resideni’s care pian,

2. On 05/17/12 at 1:00 PM, the Director of
Nursing (DON} and the ADON provided a facility
policy for Transporting Patients with Oxygen Out
of the Facility. The DON revesled the policy was
created, on 05/17/12, with direction from the
facllity's O2 therapy vendor representative.

A record reviow revealed the facllity admitted
Resident #4 on 10/16/0, and re-admltted on
02/21/12, with disgnosas to include Chronic
Obstructive Pulmonary Diseass, Heart Failure,
Gastrolntestinal Hemorrhage, Leukocytosis, and

F 323
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Generalized Muscle Weakness.

Areview of the physician's order, dated 04/15/11,
revasled "oxygen (O2) therapy to be defivered af
5 liters par minute."

Aroview of the quarterly Minimum Date Set
(MDS), dated 04/12/12, revealed a Brief Inferview
for Mental Status (BIMS) score of 15 and the
Resident Mood Interview (PHQ-9} acors of 4.

A review of the nurse's noles, dated 05/16/12 at
210 PM, revealed an 02 saturation leval of 97%
on 5 liters of O2 per nasal canula.

An observation, on 05/16/12 at 10:50 AM,
revaaled Residenf #4 was not in hisfher room.
Upon questioning RN #2, she stated Resident #4
was trangported to a physician's appointment by
the local public frensportation system. It was
reported to RN #2, that an obsarvation and an
altemptied Interview by the surveyor at 9:30 AM,
revealed the resident demonstrated confusion
and the Inabllity to answer questions. RN #2
stated the resident was very hard of hearing and
guastions should be asked by writing it down on
paper to get a better response.

Interview with CNA #2, on 05/17/12 at 1:45 PM,
revealed that prior to the resident's transfar to a
physician's appointment on 05/16/12, she
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observed LPN #2 place an Q2 tank in the pouch
attached to the wheelchalr, connect the oxygen
delivery tubing, set the regulator to match the
number on the bedslide concentrator, and then
left the room. CNA #2 stated the residant returned
{o the facility at the end of the lunch pass, and
she did not see anyone check the O2 tank
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sefling,

An interview with LPN #2, on 05/17/12 at 2:35
PM, revealed, on 06/16/12, Resident #4 was
prepared for a physician's office visit outside the
facllty by the CNA staff and she got a full 02 lark
and secured it to the back of the wheslchair. LPN
#2 stated she tested the O2 tank by turning on
the fank to the continuous delivary setting of B
liters, and then turned the regulator back to zero
{0} as the CNAs had not fransferred Resident #4
into the wheelchair. LPN #2 immediately left the
room and was unsure who set the regulator at 6
litars when the resident was ih the wheelchair and
feady to leave the building. She stated the charge
nurse was responstble for documentation in the
hurse's notes when a resident left and returned to
the facility. LPN #2 stated she was at the nursa's
station when Resident #4 returned to the facility,
at approximately 12:30 PM. She raported the
process for providing an escort was dependent
on the resident's ability to communicate and the
level of confusion. She stated the faclijty
depended on the physician's office staff to notify
the faciliy if an O2 tank ran low, and the facility
would send a new 02 tenk to the physiclan's
offica via a facllity CNA or the Soclal Services
Asslstant.

A phone interview, on 05/18/12 at 3:00 PM, with
staff at the physiclan’s office revealed the office
staff did not look at Resident #4's 02 tank
regulator during the time the resident was in the
physician's office.

A phone interview with the public transporation
acheduler, on 05/17/12 at 9:30 AM. revealed the
transportation driver picked up Resident #4 st
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10:00 AM and refurned the resident to the facility
at 12:30 PM. Tha transportation company policy
for transportation of persons with O2 was the
trangportation driver was not aflowad to handls,
monitor, or adjust the O2 tank or delivery seftings.

An observation, on 05/16/12 at 12:40 PM,
revealad Resident #4 was in tha room sitting in a
wheelchalr with 02 delivered by nasal cannula
from a portable tank attached to the back of
hisfher wheelchair. The Soclal Services Assistant
wag conducting a regutary scheduled BIMS and
PHQ-g assessment, The Soclal Services
Assistant siated he never had such difficulty
completing the assessment in the past and saw a
decling in the resident's responses. A review of
the assessment, completed on 05/16/12 at 1:05
PM, revealed a BIMS score of 13 and the PHQ-9
score was 12, Further observation revealed the
resident's 02 tank regutetor showed the reading
of "Refill," meaning the O2 tank was emply.

An Interview with the Seclal Services Assistant,
on 05/16/12 at 4;15 PM, revealed he completed a
reassessment of the BIMS and PHQ-8 for
Resident #4 after leaming of the empty O2 tank
during the earlier assessment. The second BiMS
score was 15 and the PHQ-9 score was 17. °

A phone Interview with the Respirstory Therapist
smployed by the facllity's O2 therapy vendor, on
051712 at 10:15 AM, revealed the tank used by
Resident #4 for transport outslde the facility was
an "E" tank and confained 680 liters. The
respiratory therapist stated the tank would tast 1.5
hours and might fast up to 2 hours.

Interview with CNA #3, on 05/16/12 at 1:25 PM,
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revealed the process for preparing a resident for
transport fo an appointment outside the facility
began with the CNA's responsibility of bathing
and greoming the resident and transferring to the
wheelchair. It was the charge nurse's responsibly
to attach and adjust the 02 for the resident.

An Interview with LPN #3, on 05/17/12 at 2:05
PM, revealed the process for residents on 02
therapy who left the facillty on a frip were
prepared by the CNA staff, and ths licensed staff
prepared the 02 by ensuring the 02 tank was full.
If a resldent had difficulty communicating, an
escert was assigned to go with him/her, She
slated, that on 0518712, 02 therapy preparation
for Resident #4 was provided by the float nurse,
LPN#2, LPN #3 stated she was not present
when the 02 was hooked vp. LPN #3 stated she
expacted a fulj Q2 tank at the continuous delivery
sofling of 5 liters to last 2.5 hours to 3 hours
related to the resident's breathing. She stated It
was the responsibliity of the licansed staff to
document in the nurse's notas when a residant
left and returned to the facllity.

An interview with the Assistant Director of Nuzsing
{ADON}), on 05/47/12 at §6:55 AM, revealed the
facility had no policy and procadure for
tranaporting a resident requiring 02 therapy to an
outslde eppointment. Tha ADON stated the
facility's process for a resident, requiring 02
therapy, who left the facility was for the charge
nurse to provide a new 02 tank and secure it {o
the wheelchair. In the case of Resident #4, a
facllity etaff person would escort the resident to
the appaintment relatad to the resident baing
hard of hearing. The facility routinaly sent a
facility escort for any resident who was confused
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or had difficulty with communication. Upon the
resident’s return to the facility, the charga nurse
was to check the tank and ensure the tank still
had O2 delivery. The ADON staled she expected
an 02 tank to Jast two (2} to three (3) hours on
the setting of 2.0 - 2.5 liters per minute. With
Resident #4, the 02 delivery setting was 5 Iiters
per minute and the ADON expscted the tank to
last one {1) hour to one and a half (1.6} hours.

Interview with the Director of Nursing {DON} and
the ADON, on 05/17/12 at 1:00 PM, was
prompted by the provision of a faciilty policy for
Transporting Patients with Oxygen Out of the
Facility. The DON revealed the policy was
created, on 05/17/12, with direction from the
facllity's 02 therapy vender representative. The
ADON stated the llcensed nursing sta was
responsible for documentation of a regident's
departure and reiurn to the facllity, and the
documentetion would be In the nuree's notes and
on the 24-hour shift report. The DON stated
informafion ralated to O2 therapy during the
resident’s time out of the facllity would also be
documentad. The DON siated Resident #4 was
not ambulatory, not elways able to make needs
known, and was very hard of hearing. She stated
Resident #4 went to an appointment cutside the
facility on 05/15/12 and was escorted by facility
staff. The facility escort could be anyone In the
building end typicelly it wag a8 CNA, The DON
stated if the O2 tank malfunctioned or the 02
supply gof low, the escort notified the facility for
direction. Review of the facility provided CNA job
description did not covar provision or adjusiment
of O2 therapy. The DON stated she expected a
full O2 tank with the continuous dellvery setting of
Siiters to last 1 hour to 1.5 hours.
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feeding” and "Provide and serve diet as ordered,”
both ware dated 02715/12.

A review of a physician's order, dated 05/12,
revealed "No added salt, mechanical soft diet with
puread meat, may have regular dlet once weekly
and an holidays-texture modifications to remaln
the sama."

Areview of the Nurse Aide Care Pian, dalad’
0512, revealed the resident was fo be totally fed
by staff and was to have a mechanical soft diet
with pureed meal.

OCbaarvation, on 05/15/12 at 65:25 PM, revealed
Resident #8 was in bad eating popcorn from a
bag, with no staff present. Observation, on
05/16/12 at 8:30 AM, revealed the resident was
asfeep in bad and an opened bag of popcorn was
on the overbad table, Observation, on 05/16/12
at 1100 AM, revealed the resident in bed, no staff
present, with & white bag that had peanuts init.
The resident was eating the psanuts and stated
hefshe did not know whare the peanuts came
from.

An interview with the Registered Dletlclan {RD),
on 05/16/12 at 4:10 PM, revesied Resident #8
was on a mechanically altered, pureed meat dist,
The RD ravesaled appropriate snacks for
mechanically soft diet with pureed meat included
soft canned fruit, pudding or some other soft
dessert, but peanuts or popcom were not
appropriate.

On 05/16/12 at 5:45 PM, the DON verlfled the
peanuts and popcorn on Resident #8's over bed
table. The DON revealed peanuts and popcorn

F 323
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wera not appropriate for eny resident on a LINENS
mechanical soft diet and thought famlly might
have brought these items to the resident. The Restdents Found to Have Been
DON stated the CNA should have noficed the Affected
inappropriate snacks and removed them and Residents #4, #23, 24, 25, and #26
alerted nursing. Additionally, she stated the were assesse’d by’a ii’censed nurse
paanuts and popcom ware an increased risk for and no negative outcomes were
potential choking and aspiration for Resident #8. . s
F 441/ 483.65 INFECTION CONTROL, PREVENT F 4q| foted. Licenscd P actical Nutse f:
§8=E | SPREAD, LINENS educated

The facliity must estabilsh and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to halp prevent the development and transmission
of disease and Infection.

{a} infection Control Program

The facifity must establish an Infection Centrol
Program under which it - ‘

(1} Investigates, controls, and prevents infections
In the facllity; .

{2) Decides what procadures, such as Isolation,
should be applied to an individual resident; and
{3) Maintains a recard of incidents and corractive
actions releted to infactions.

(b} Preventing Spread of Infection

(1) When the infection Control Program
detarmines that a resldant needs isolation to
prevent the spread of infection, the facility must
isolate the resident, :

{2) The faclilty must prohiblt employees with a
communicable disease or infacted skin lesions
from direct contact with residents or their food, if
diract contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contect for which

Identification of Other Residents
with the Potentlal to be Affected
Residents  with  orders  for
Accuchecks have the potential to
be affected by F 441, Systemic and
Monitoring actions listed below
will include all residents who have
the potentiat to be affected.

Systemie Changes

An in-service was conducted by the
Quality Assurance Nurse for all
nursing staff regarding Infection
control and prevention practices
including the disinfecting and
cleaning of glucometers according
to manufacturer’s guidelines, In-
services occurred on May 15, 2012,
Skill validations were completed
with all licensed nurses on June 12,
13, 14, 15, and 16, 2012,

On June 12, 2012 an. instruction
card was placed with the

FORMK CMS3-2567{02-89} Previous Veralors Cbiolele

Evenl iD:EYI711

Fackity [0; 100827 If continuatlon sheot Paga 45 of 80

- 45 -




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/18/2012
FORM APPROVED
OMB NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES {X1) PROVIOER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMPLETED

A. BUILDING
B.\MNO
185306 05117/2012

NAME OF PROVIDER OR SUPFLIER

RIDGEWOOD TERRACE NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP COPE
425 1SLAND FORD ROAOQ
MADISONVILLE, KY 42431

hand washing is indicated by accepted
professional practica.

{¢) Linens
Personnel must handls, store, process and
transport finens so as to prevent the spread of

infection,

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, and review of
the facllity's pollcy and procedure, it was
determined the facility faiied to maintain a safe
environment to help prevent the development and
transmissfon of disease and infection,
Cbservation during a medleation pass, on

| 05/15/2, revealed accuchecks were completed

for one resident (#4), in the selected sample of 18
resfdents, and for four residents {#23, #24, #25
and #26), nof in the selected sample; however,
Licensed Practical Nurse {LPN) #7 was observed
utitizing the same glucometer for each resident,
and obtalning blood samples for testing blogd
glucose tevels without disinfecting the glucameter
between residents.

Findings include;

Areviaw of the faciiity's policy and procedure,
Infection Control, revealed the purposs of the
guide was to "ensure that correct cleaning and
disinfecting of the Assure Platinum Blood Glucose
Monitoring Syatem is followed to prevent the
potential fransmission of infectious organism.
Both the Centers for- Disease Control {CDC) and

glucometer cleaning and

disinfecting.

Monitoring

The results of the skill validations
will be submitted to the QAA
Committee  for their review,
recommendations, and follow-up.
Infection Control will be reviewed
at every monthly QAA Committee
Meeting.

o4 ID SUMMARY STATEMENT OF DEFICIENCIES o PRDVIDER'S PLAN OF CORRECTION [
PREFEX {EACH DEFICIENGY MUST BE PRECEDEQ BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETICH
TAG REGULATORY OR LSG IBENTIFYING INFORMATION) TAG CROS5-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 444 Glucometer to assist licensed staff
Conlinued From page 45 F441) in maintaining compliance with

iz

FORM CMS-2567(02-99) Previous Verelons Obsclole

Event [D:EYEF i1

Fecilily iD: 100527

If continuation sheet Page 46 of 60

40 -




PRINTED: 08/18/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X$) PROVIDER/SUPPLER/CLIA (%2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUADING
B. WING
186306 05/17/2012
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
425 1SLAND FORD ROAD
RIDGEWOOD TERRAGCE NURSING HOME
MADISONVILLE, KY 42431
o4} 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION [t}
PREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {ACH CORRECTIVE ACT:ON SROULD BE COMPLET[ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSSREFERENCEQC TO THE APPROPRIATE DATE
DEFICIENGY)
F 441 | Gontinued From page 48 F 441

JCAHO recommend that precautions be taken
during all procedures and in ali circumstancas
whers there is a possibility of exposure to blood
or any body fluid." The policy indicated cleaning
and disinfacting can be completed by using a
commercially available EPA-registered
disinfectant detergent or germicide wipe. To use
a wips, remove from container and follow product
labe! instructions to disinfect the metsr.
Addiionaily, many wipes act ag both a cleaner
and disinfectant, though if blood is visibly present
on the meter, two wipes must be used: use one to
clean and a second wipe to disinfect.”

Observation of & madication pass, on 05/15/12
starting at 3:45 PM, reveated LPN #7 compleling
accuchecks for five residents (#4, #23, #24, #25,
and #26} prior to the administration of insufin.
LPN #7 used an alcohol prep to clean Resident
#24's finger and then used a lancat to prick the
resident's finger causing the site to bleed, LPN
#7 held the glucometer with the test strip to the
resident's finger to collect the blood for a blood
glucose reading. The glucometer was uséd in the
exact same meanner for Resldents #4, #23, #25,
and #26, The glucometer was taken from room
to room to obtaln the biood samples without being
cleaned or sanitized between each resident.

An intervlew with LPN #7, on 051512 at 410
PM, revealed she was a new nurse and was
unawara of the facilify's policy for cleaning and
sanitizing the glucometer after each use. The
LPN stated, since her emptoyment In January
2012, she cleaned the glucometer at tha end of
the shift with an alcohol wipe and she did not
clean it between residents because that was the
way she was shown during orientation upon hire,
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WELL-BEING
An Interviey with the Assistant Director of Nursing i
{ADON), on 05/15/12 at 6:10 PM, revealed the Residents Found to Have Been
facllity practice was to clean the glucometer with Affected
a sanitizing wipe between each use and allow to Employee #5, Statc Registered
dry. Two giucometers were located on the Nursing Assis:tant (NASR) who
Medication Carls and while ona glucomater was was directly involved in the
drying from cleaning, the nurse could continue to . \
the next resident utilizing the second glucometer, ?;ief;:?c;?e dmt; Rtﬁzld:gmiﬁstr:tz?
alroady sanitized. The ADON revealed newly na::l is Eo ionge); an employee of the

hired nurses followed a charge nurse for two
weeks to laam facility policles and praclices, and
gkilla were checked off on a skllls check-off shaet
as tha skill was observed o be completed

facility. Employee #2 had reported
the  allegation  appropriately.
Employee #3 was a witness to the
reporting of Resident #5 reporting

successfully.
the allegation to Employee #2 and
An intarview with the Corporate Educator, on acted appropriately. Employee #8
05715112 at 6:10 PM, revealed all lficensed staff who is a Licensed Practical Nurse
should have a check-ofi sheat from orientation, was educated on the facility Abuse
but a check-off sheet could not be located for Prohibition and Control policles
LPN #7 for verlilcation of check-off skills on and post tested on June 1, 2012 by
accuchacks and glucometer sanitation, the Administrator, Additionally a
formal counseling was completed
An Intarview with the Director of Nursing (DON), with employce #8 on June 5, 2012
on 05/16/12 at B:50 AM, revealed licensed staff by the Administrator.
were to clean glucometers with the appropriate
sanitizing wipes after each use and alfow to dry
completely, and then were to use a second
glucomater located on the cart whila the first was
drylng from being cleaned. Tha DON revealed Irie;:!{;’lca;ion ?f Ol.ger Residsms
that currently new staff were orientated te facility with 1, e oteniial fo be Aff ec!‘e
policles and a check-off sheet was used fo verify All residents have the potential to
be affected by F 490. Systemic and

each area of skill, LPN #7 starled working at the
facllity during a chenge of administrative staff, In
January 2012, end may not have been oriented
with a check-off sheat to verify skills.

F 480 | 483.76 EFFECTIVE

s5=G | ADMINISTRATION/RESIDENT WELL-BEING

Monitoring actions listed below
will include alf residents who have
the poteniial to be affected. The
F 4go| Administrator instructed nursing
staff on second shift to complete
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i i with all residents on
F 480 | Continued From page 48 F 490 }:ifgv l?flﬁs, 2012 ato Soﬂz?tt any
concerns relating to  dignity,
Afacllity must be administered in a manner that mistreatment, neglect and abuse.
enables it fo use its regources effactively and )
efficlently to attajn or maintain the highast Systemic Changes
practicable physical, mental, and psychosoclal On May 29, 2012 the Administrator
well-being of each resident. contracted with an experienced
skilled nursing facility consultant to
re-edueate the Administrator in the
This REQUIREMENT is not met as evidenced muﬁA@wﬁ@Mmgm
by: Conkoltha{}ndude51nvesugahng
Based on interview, record raview, roview of he and reporting of allegations,
facily's policy/fprocedurs, and review of the developmeat and implementation
facility's Incldent/investigation Report, it was of policies related to mistreatment,
determined the facility failed to be administered in neglect and abuse; Dignity; and
amanner that enabled it to use its resources Quality Assessment and Assurance
effectively and efficiently fo attain or maintain the programming,
highast practicable physical, mental, and
psychosocial well-baing of each resident for one The Administrator has inserviced
residant {#5), In the selected sampla of 19 all staff on Abuse Prohibition and
residents. Contro! that includes investigating
and reporting of allegations,
The facihly failed to follow the “Abuse, Neglect, development and implemen{afion
and Exploltation” pollcy/procedura retated to the of policies related to wisireatment,
protection of residents, investigaticn, and neglect and abuse; Dignity; (June
reporiing of an ellegetion of abusa. While faading 1-4, 2012) and Quz,ility ‘Assessment
Rasident #5 in the dining room, on 04/27/12, an d, Assurance programming (June
Nurse Aide State Reglstered {NASR) #5 made a 5.7,2012)
comment that the rasident was drinking his/her 4 ’
waler similar to her "dog." Resident #5 reported . .
the comment to the staff, on 04/28/12; however, The Administrator initiated that
the facillty allowed NASR #5 fo continue to Resident Council meetings will be
provide care to Rasldent #5 and other residents held every week beginning June 1,
for at least one hour end fiteen minutes, prior to 2012 to solicit any concems
suspension, An interview with Resident #5, on regarding the investigating and
05/15/12 at 4:15 PM, revealed the resident did reporting of abuse allegations, to
not want NASR #5 providing his/her care. The solicit any concetns regarding
rosident revealad the comment was mistreatment, neglect/abuse and to
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solicit any concerns with dignity.
F 490 | Continued From page 49 F49C| These Resident Council weekly

embarrassing and made him/her "feel bad.”
Resident #5 was visibly upset and crying during
the interview, 18 days efter the incidant {refer to
F241). Licensed Practical Nurse (LPN} #8 falled
to conduct a thorough investigation of the
gliegation and remove NASR #5 from resident
cere immediately.

The allegation was discussed in the morning
Quality Assurance {QA} committes mesting, on
04/30/12; however, these Issues wers not
{dentified as a prchlem. Additionally, the
Administrator faited to repert the allegation of
abuse to the State Agency (refer to F225 and
F226).

Findings include;

A review of the facility’s investigation
policy/prccedure, ravised 02/25/10, ravealed all
fncldents that occurred in the facility required
thorough investigation and accurate
documentation so the facility could evaluate the
reason the incident occurred, take corrective
measures to curtail the number of Incidents,
assure residant safety and report any incldents of
abuse according to state and federal guidalines,
The investigation required the review of the
following: Data Collection-Intarview the alleged
rasident or victim; interview witnessas to include
tha assigned caregivar, caregivers in the
Immediate area, remote or potential witnesses;
and interview the alleged suspect. Data
Analysis-summarize the analysls of facts
gathered that either established reasonable
cause for the Incldent or establish the need for
further Investigation before a reasonabls cause
for the Incident could be established.

meetings will continue for eight
wecks or longer if needed to
resolve any concerns regarding
abuse allegations, abuse policies
and dignity.

A newly created position was
developed by the Administrator on
May 29, 2012 that included a Job
Description for a facility Quality
Assurance (QA) Nurse. The QA
Nurse will complete detailed
reviews and adherence of policies
in the facility of areas identified
through the Continuous Quality
Improvement  Committee,  the
Administrator and other staff
members.

The Administrator initiated a
review of the Quality Assurance
and Assessment (QAA) Committee
and the QAA policies that have
been reviewed and revised on May
31, 2012 to better identify and
address quality issues on a more
immediate basis.

The Interdisciplinary Team (IDT)
was educated by the Administrator
on June 5, 2012 on the newly
developed Continuous  Quality
Improvement {CQI) Investigafion
system. The newly doveloped CQI
Investigation system was
implemented on June 7, 2012 by
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¥ 490 | Continued From page 50

A review of the facility's Abuse, Neglect, and
Exploitation pollcy/procedure, revised 02/07/12,
revealed in case of alleged abuse Involving an
employes against a residant, that employee
should be suspended immediately pending
furthar investigation by the Administrator and/for
deslignee. The Administrator and/or designae
would conduct an investigation of the allegetion
and report the resulfs of the investigation within
five working days to the Division of Long-Term
Care.

Aracord review ravealed the facility admitted
Resident #5 on 11/07/11 with diagnoses to
include Amyotrophic Lateral Sclerosis (ALS),
Anxiety, and Depressive Disorder.

An intarview with Resldent #5, on 05/15/12 at
4:15 PM, and on 05/16/12 at 2:10 PM, reveeled
the rasident stated that NASR #5 was feeding
himther on 04/27/12, and made a commeant "l
drank my water like her dog." The resident
revealed the comment made him/her foal bad
and was embarrassing, as other residents and
guests were af the table, Ha/she revealed the
comment was reporied the next day, to Certified
Medication Tech (CMT} #2, and the resident
expressed he/she did not want NASR #5
providing care for him/her. After making the
report, the resident revealed NASR #5 wes
aliowed to give him/her a shower.

Interviews with CMT #2 and CMT #3, on 05/16/12
at 9:32 AM and 10:35 AM, 1espectively,

confirmed the resident's allegation and that it was
reported to LPN #8 as an allegation of verbai
abuss. CMT #3 revealed tho resident was upset

the Administrator and all staff
F490| educated on this same date. The
CQI investigation system s
designed for the participation of all
employees.

The Administrator  conducted
training on June 5, 2012 to the IDT
team and all other staff on June 8,
2012 to educate all staff on the
QAA policies, committee structure,
and how to Involve themselves in
the QAA process, A Post Test for
QAA was administered to staff on
June 8, 2012, The [fecility
conducted training on June 1-6,
2012 to educate ali stafl’ on the
newly revised Abuse and Dignity
policies, A Post Test for Abuse and
Dignity was conducted on these
same dates.

Monitoring

The newly hired skilled nursing
facility —consultant will make
routine visits to review sustained
compliance with Abuse Prohibition
and Control and Quality Assurance
and Assessment programs for a
minimum of three months.

The Quality Assurance and
Assessment Committee will review
with the  Administrator the
submitted reports from the Quality
Agsurance Nurse and the Social
Services Director for a minimum of
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| three months or until compliance is
F 480 | Conlinued From page 5% F480| custained b

and crying. An Interview with LPN #8, on 05/14/12
at 2:00 PM and 3:10 PM, 05/16/12 at 2:35 PM,
and 05/17/12 at 2:00 PM, revealed the resident lo /ZD/Z
was quiet end had "one tear” roll down his/her ]
face.

An Intarview with LPN #8, on 05/14/12 at 2:00 PM
and 3;10 PM, 05/16/12 at 2:35 PM, and 05/17/12
at 2:00 PM, revealed the allagation was reported
to her, by CMT #2. NASR #5 was giving a
resident a shower. She confirmed she did not
remove NASR #5 form direct care Immediately.
She admitted she should have removed NASR #5
from resident care immediately, per the policy.
LPN #8 further revealed she did not conduct a
thorough invastigation. She did not document a
statement from Resident #5. Sha also revealed
she should have obtained statements from CMT
#2 and CMT #3. She did not verify who was
sitting at the fable when the comment was made
to the resident, and did not try and contact any of
them. She slso Indicated that the investigation
was turned over to the Administrator and
reviewed In the QA committee meeting; therefore,
they should have ensured the Investigation was
completed,

A review of the Timecard Report for CMT #2 and
CMT #3, dated 04/28/12, revealed both
employees clocked oul for lunch at 10:31 AM. A
review of the facllity's Incidentinvestigation
Report, dated 04/26/12, revealed a written
statement by NASR #5; however, there were no
other statements Included in the investigation. A
review of the Timecard Report for NASR #53, on
04/28/12, revealed she did not clock out untll
11:48 AM, at least one hour and fiftean minutes
afler the ellegation was reported to LPN #8. An
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interview with NASR #5, on 05/16/12 at 3:45 PM,
ravealed she gave Resident #5 a shower and
provided incontinant care for another resident on
04/28/12, prior to her suspension.

An interview with the Director of Nursing (DONJ,
on 05/1712 at 2:35 PM, revealed LPN #8
contacted her at home, on 04/28/12, to raport the
allegation. She revealed LPN #8 was Instructed to
gather statements from anyone eround the eree,
from any resident thet could have heard the
comment, and from residents cared for by NASR
#5, She was not aware NASR #5 centinued to
provide care for the resident afer the allegation
was reported to LPN #B8. She expscted LPN#8 to
suspand NASR #5 immediately. She did not
speak to the resident about the alfegation.

An interview with the Social Services Director, on
05/17/12 at 9:10 AM and 3:00 PM, revealed she
was the facillty's ebuse coordinator. She was not
knowledgesable of the fecility's policy/procedure
related to abuse/neglect. She revealed If
allegations of abuse/negloct were
unsubstantiated, they were not reported to the
Stale Agancy. She was not aware of the
allegation made by Resident #5; however, she
attended the Quality Assurance {QA} commitlee
mesting {where tha investigation was discussed),
on 04/30/12.

An inferviaw with the Administrator, on 05/17/12
at 4:05 PM, revealed she was at the fecllity, on
04128112, after the allegetion was reported. She
stated that the resident was not upsst about the
comment: however, she admitted she did not
question the rasident about what happened. The
Administrator revealed the Investigation did not
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F 490 | Continued From page 53 F 480! MEMBERS/ MEET
have snough information to determine the
findings of the allegation. She revealed Social Resldents Found to Have Been
Services was responsible for ensuring a thorough Affected
investigation, with assistance from the DON and Employee #S, State Registered
Administeator, She further verifiad it was Nursing Assistant (NASR) who
discussed in the QA committee meseting, on was directly involved in the
04/30/12, with no concerns. She revealed the allegation of Resident #5 was
atlggaﬁon was not reported to the State Agency, investigated and is no longer an
as it did not qualify &s verbal abuse. employee of the facility. Employee
An interview with the Corporate Compliance #2 had, reported the allegation
Nurse, on 05/17/12 at 5:00 PM, revealed he did appropriately, Employee #8 who is
review the hvestigation in the QA committee a Licensed Practical Nurse was
mesting, on 04/30/12, The allegation was educated on the facility Abuse
unsubstantlated dus to the statement by NASR Prohibition and Control policies
#5; however, ho admitted it was not a thorough - and post tested on June 1, 2012,
investigation to determine the findings of the Additionally a formal counseling
aflegation, He could not recall if he recommendad was completed with employee #8
a more thorough investigation after raview, on on June 5, 2012,
04/30712. He revealed the facility did not repert to
the State Agency because the aliegation was
unsubstanliated, He stated that any allegation of Hdendlfication of Other Residents
abuse would be reported; however, he did not with the Potential to be Affected
feai this was verbal abuse. Howaver, interview All residents have the potential to
with CMT #3 revealed this was an allegation of be affected by F 520. Systemic and
abuse. . Monitoring actions listed below

';8522 Z?JH?I(I?I(:!IE)EQI\?QMBERSMEET F520) will include all residents who have
QUARTERLY/PLANS the potential to be affected.
A facility must maintsin a quallly assessment and Systemic Changes ,
assurance committee conslsting of the director of An experienced skilled nursing
nursing services; a physician designated by the facility consultant was contracted
facifity; and at least 3 other members of the on May 29, 2012 fo assist the
facility's staff. ' facility in the areas of Abuse

Prohibition and Control and
The quality assessment and assurancs
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£ 520 | Continued From page 54 F 520 ‘())rl::;l:at):ngssessment and Assuranice
commitiee meets at loast quarterly to ldentify
issues with respect to which quality assessment A newly created position was
and assurance aclivitles are necessary; and developed by the Administrator on
develops and implements appropriate plans of May 29, 2012 that included a Job
action to coreect identifled quelity deficiencies. Description for a facllity Quality
A State or the Secratary may not require ]ﬁiiz;anc\ii[EQAc}onTj;]ft:. T::t ageAd
disclosure of the records of such commitiee reviews and adherence of policies
except Insofar as such disclosurs Is related to the facility of 'Jﬁd
compliance of such committee with the in the facility of areas icentific
requirements of this section. t[hnlig:-]ﬂenfgﬁt 0082:]“;};:%()“3!:&
3
Good faith attempts by the committee to identify Administrator  and  other  staff
and correct quality deficlancies will not be used as members,
a basls for sanctions.
A review of the Quality Assurance
and Assessment (QAA) Committee
and the QAA policies have been
This REQUIREMENT 1s not met as evidenced reviewed and revised on May 31,
by: 2012 to better identify and address
Based on Interview, racord raview, review of the quality issues on a more immediate
facility's policy/pracedure end Plan of Correction, basis, The QAA  Cominittes
it was determined the facility’s Quality shructure has been changed to
Assessment and Assurance Program failed to include the Medical Director,
follow their Plan of Correction relaled fo the Quality Assurance Nursa,
imptemnentation of an appropriate plan of action Adminlstrator, Director of Nursing
refated fo an investigation invalving care and Social Servio e’s Director, Corp orate;
services of one residant {#5), in the selected Compliance Officer, an::i Infection
sample of 19 residents, While feeding Resident Disease Control Pre\:entionist
#5 In the dining room, on 04/27/12, Nurse Alde :
State Repistered (NASR) #5 allegedly made a -
comment that the resident was drinking his/her The Interdisciplinary Team (IDT)
water simllar fo her "dog." The comment was was educated on June 5, 2012 on
reported by Resldent #5 to Certifled Medication the newly developed Continuous
Tach (CMT) #2 on Saturday, 04/28/12. CMT #2 Quality  Improvement  (CQI)
reported the allegation to Licensed Praclical -} Investigation system The newly
Nurse (LPN) #8, who was the Administrative developed CQI  Investigation
Licensed Nurse on duty, LPN #8 falled to remove system was implemented on June 7,
Event ID;EYIT 1Y Fetdiy ID: 100627 If continuation sheet Page 656 of 80
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F 520 ! 2012 and ali staff educated on this
Continued From page 55 F5820i same date. The CQI investigation

NASR #5 immediately from rosident care. NASR
#5 was allowed to work at least one hour and
fifteen minutes after the allegation was reported.
LPN #8 fallad to conduct a thorough investigation
to determine the findings of tha allegation. The
facility's Incldent Investigation Report cantained
one statement only, from the alleged psrpetrator.
The Administrator was made aware of the
allegation, on 04/28/12; however, could not
provide avidance that she notified the Registered
Nurse {RN) Cerporate Compllance Nurse
immediately. The investigation was discussed in
the Quality Assurance and Assessment (QAA}
Committes meating, on 04/30/12; however, there
were no issues ldentified related to the
investigation. The investigation was determined
&s unsubstantiated, on 04/30/12, and the
allegation was not reported to the Stata Agency.
NASR #6 was temminated on 05/07/12 due fo
misconduct.

Refer to (F225, F228, F241, and F490)
Findings incfuda:

Areview of the facility’s Investigetion
policy/procedure, revised 02/26/10, revealed all
Incidents that occurred in the facliity required
thorough investigation and accurate
documantation so tha faclilly could evaluate the
reason the Incldent occurred, take corrective
measures to curtail the number of incldants,
assure resident safety and report any incidents of
abuse according to state and federal guidelines.
The investigation required the review of the
following: Data Collection-interviaw the alleged
resident or viclim; interview witnessas to include
the assigned careglver, caregivers in the

system is designed for the
participation of all employees.

The facility conducted training on
June 5, 2012 to the IDT team and
afl other staff on June 8, 2012 to
educate all staff on the QAA
policies, committee structure, and
how to involve themselves in the
QAA process. A Post Test for
QAA was administered to staff on
June 8, 2012, The facility
conducted training on June 1-6,
2012 to educate ail staff on the
newly revised Abuse and Dighnity
policies. A Post Test for Abuse and
Dignity was conducted on these
saine dates.

Monitoring

The QAA Committee approved the
revised policles for  Abuse
Prohibition and Control and
Quality Assessment and Assuratce
on May 31, 2012, The QAA
Committee  will meet weekly
beginning May 31, 2012 for a
minimum of four weeks and ungi!
regulatory compliance is achieved.
The Quality Assurance Nurse will
submif findings of all elinical
reviews to the QAA Committee
meeting for recommendations and
follow-up. All allegations of Abuse
will be submitted to the QAA
Committee by the Social Services
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Director and reviewed by the QAA
F 620/ Continued From page 58 F520) Committee for recommendations

Immediate area, remote or potential witnesses; and follow-up.
and Interview the alleged suspect. Data 4’[30( -
Analysis-summarize the analysis of facts
gathered that either established reasonabla
cause for the incident or establish the need for
further investigation before a reasonable cause
for the Incident could be established.

A raview of the facliity's Continucus Quality
Improvement Program policy/procedure, revised
03/30/10, revealed monitoring and evaluation of
resident cere end services with a focus on
continuous improvement ware the fundamental
activitles of any quality improvement procass.

A review of the facility’s Abuse, Neglect, and
Exploitation pollcy/procedure, revised 02/07/12,
revealed in case of alleged abuse Involving an
employee against a resldent, that employee
should be suspended immedlately pending
further Investigation by the Administrator end/or
deslgnes. The Administrator and/or desfgnee .
would conduct an investigation of the allegation
and report the results of the investigation within
five working days fo the Division of Long- Term
Care.

A review of the facilily’s ingervice slgn-in sheet for
"Investigation of Incldent”, dated 02/17/12,
revealad LPN #8, the Administrator, and RN
Corporate Compliance Nurse attended the
insenvice.

A review of the facllity's Plan of Correction,
complience date 03/11/12, revealed Licensed
Administrative Staif wouid be appointed on a
rotating basls to provide four hours of on-site
supervision on weekends. The Licensed
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F 520 | Continued From page 57 F 520

Adminisirafive Staff would report any neglect
investigation reports or Issues involving care and
sarvices to the Administrator and DON. The Plan
of Correction further revealed "in the event that
an oceurrance would be noted on the rotating
weekend rounds, the Administrator would be
notified immediatsly who woutd immediately notify .
the RN Corporate Compliance Nursa, An i
ovidence based invastigation would be conducted 1
and ail appropriate agencies, family, Medical |
Doctor (MD) notifled.” "Findings from the
weekend rotations of Licensed Administrative
Staff were reported to the Interdisciplinery Team
(IDT)/QA Committas on Monday so that any
Investigations could be discussed and
appropriate action could be taken.

An interview wilh varlous members of the QAA
Committee, on 05/17/12 at 8:00 PA, revealed no
issuss had been Identified by the cornmittes since
0311212,

An interview with LPN #8, on D5/14/12 at 2:00 PM
and 3:10 PM, on 05748112 at 2:36 PM, and on
05/17/12 at 2:00 PM, revealed she was the
Administrative Licensed Nurse in Lhe facliity, on
04/28{12, The allegation of verbal abuse was
reported to her; however, she did remove NASR
#5 from resident care immediataly, per lhe
facifity’s policy. LPN #8 revealed she did not
conduct a thorough Investigation of the allegation.
She did not get stataments from all
staffiwitnesses that were Involved, per the
facility's poiicy.

An interview with the Administrator, on 056/14/42
at 4:00 PM, and on 05/17/12 at 4:05 PM, ravealed
she was at the facility, on 04/28/12, after the
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F 520 | Continued From page 58

allegation was reported. She could not provide
evidanca that she nofified the RN Corporata
Complience Nurse of the allsgation, on 04/268/12.
The Administrator admlited she did not question
the restdent directly about what happenad. The
Administrator revealed the Investigaticn did not
have snough Information to determine the
findings of the allegation; howaver, It was
discussed In the QAA commitlee meeting, on
04/28/12, with no concerns. The allegation was
not reported to the Siate Agency, as It did not
quality as verbal abuse. NASR #5 was terminated
due to the "questionable” incldent.

An interview with the Corporate Compliance
Nurse, on 06/47/12 at 5:00 PM, revealed he did
review the investigation in the QAA committee
mealing, on 04/30/12. He revealed the facifity did
" | not notify him prior to 04/30/12. The allagation
was unsubstantieted dus to the statement by
NASR #5; however, he admitted it was not a
thorough Investigation {o determine the findings
of the allegation. He could not recall if he
recommended a more thorough investigation
afler review, on 04/30/12. He revealed the facility
did not repor! because the allegation was
unsubstantiated, He sfated that any allegation of
abuse would be reporied to the State Agancy;
however, he did not feel this was verbal abuse.

While the faclilty's Investigation did not
substantiate the allegation of verbal abuse, the
QAA Committes did not Idenfify, that their staff
falled to foliow their policy and procedura related
immediate suspension efter recelving an
allagation of abuse, failed to immedlately nofify
the Administrator which prevented the
Adminlstrator from immediately notifying the

F 520
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F 520 Continued From page 59 F 520
Corporate Consultant. Furthermore the IDT/QAA
Committea raview of the allegation failed to
ldentify that the Investigation was not thorough,
due to this failure they did not ensure appropriate
actlon was taken as detalled in the facllity's plan
of comection, Furthermore, the Corporate
Consultant could not provide evidence that he
had identified these faifures and could not
provide evidence that he had ensured necessary
action was taken to prevent the recurrence in
falling to follow regufation and policy,
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. Tdentiflcation of Other Residents
K 000 | Continued From page 1 K 000 |spith the Potential to be Affected
noncompliance with Title 42, Cods of Federal All residents have the potential to be
Regulations, 483.70(a) et seq. {Life Safety from affected by K 017, Systemic and
Fire} Monitoring actions listed below will
Deficiencies were cited with the highest include all residents who have the
deficiency dentified at"F" level. potential to be affected.
K 017 | NFPA 101 LIFE SAFETY CODE STANDARD Ko17
55=D
Corridors are separaled from use areas by walls Systemie Changes .
constructed with ai least % hour fire resistance On Jue 4, ,2012’ the §tate I‘1rc
rating. In sprinklered buildings, partitions are only Marshall provided an on-site facility
! required 1o resist the passage of smoke. In visit and deemed that the therqpy
] non-sprinklered buildings, walls properly extend room by the east wing nurses: station
: above the celiing. (Corridor walls may terminate could be removed from serving as a
! al the undersids of celilings where specifically designated emergency ¢xit.
permitted by Code. Charling and clerical stations, On June 6, 2012, B.W. Akin
! walting areas, dining rooms, and activily spaces Electrical removed the previous exit
| may be open to the corridor under certaln sign designating the therapy room as
j conditions specifted in the Code, Gill shops may part of the exit corridor and instalied
' be separated from corridors by nen-fire rated a new exit sign over the east nurses’
| walls If the gift shop Is fully sprinklered.) station to direct traffic to the 200
! 19.36.1,19.362.1,19.365 Hall as the new exit coridor
' denoting the shortest distance (less
than 250 feet) out of the building.
The maintenance department placed
signage designating that the therapy
room o¢xit was *not an exit”* on June
7,2012,
This STANDARD s not met as svidenced by: On June 7, 2012, the maintenance
Based on observation and interview, the facility department modified the displayed
failed to ensure that rooms open to the coridor floor plan to denote the new exit.
would not interfers with egress requirements in
accordance with NFPA standards. The deficlancy
had the potential 1o affect one (1} of four {4) Monitoring
5!“.““" companrqents. .resldents, staft and The maintenance department witl in-
visitors. The facllily Is licensed for one-hundred .
service  employees on the
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modifications of the exit cortidors on
K017 Continued From page 2 K017| Jyme 7, June 8 and June 11, 2012 and
tan (110) beds and tha census was ninety two new employees during new hire
{92) on the day of the survey. orientation.
The findings include: Completion Date: Junc 11, 2012 o/t A'zt
Observatlon, on 05/15/12 between 1:00 PM and
5:00 PM, with the Maintenance Director revealed .,
a tharapy room that was part of the exit corridor K_018 F Facility failed _to ensure
by the east wing nurses ' station.. The contants there were no impediments fo
of these rooms are not permitted to be in an area ¢losing of corridor doors
open lo the corridor.
Residents Found fo Have Been
Intarview, on 05/15/12 between 1;00 PM and 5.00 Affected .
Pi, with the Malntenance Diractor revealed this Residents jn rooms 503, 505, 506,
area was ariginally designed as a sunroom and 403, 309, 303, 302, 301, 203, 205,
had baen converted to a therapy area. 206, 111, 112, 108, 105, and 103
were affected by K 018.
Wheelchairs and a standard chair
:‘g Z’: 1101 (2000) were removed from the d?ors of
Corridors shall be separated from all other areas resident rooms by the maintenance
by partifions complying with 19.2.6.2 through department on May 18, 2012.
19,3.6.5. {Seo 8ls0 19.2.5.9.)
Exception No. 1; Smoke compariments Identlfication of Other Resldents
protected throughout by an approved, supervised with thie Potential to be Affected
automatic sprinkler system in accordance with All residents have the potential to be
19.3.5.3 shall be permitted to have spaces that affected by K 018, Systemic and
are unlimited in size open to the corridor, Monitoring actions listed below will
provided that the folfowing criteria are met: include all residents who have the
{8} The spaces ars not used for patient slesping potential to be affected.
raoms, realment rooms, or hazardous areas,
{b) The corridors onto which the spaces open In
the same smoke compartment are protected by Systemic Changes
an electrically suparvised aulomatic smoke On June 1, 2012, department heads
detection system In accordance with 19.3.4, or ’ * .
tha smoke compariment in which the space is and §up:elvisors verc assngnef:i room
localed is protected throughout by monitoring assignments to include
monltoring of wheelchairs, standard
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Doors protecting comidar cpanings in other than
required enclosures of verticel openings, exils, or
hazardous areas are substantial doors, such as
those constructad of 134 inch solid-bonded core
wood, or capabla of resisting fire for at least 20
minutes. Doors in sprinkiered bulldings are only
raquired to resist the passage of smoke. Therels
no Impedimant fo tha closing of the doors. Doors
are provided with a means suitable for kaeping
tha door closed. Duich doors meeting 19.3.6.3.6
are penmitted,  19.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilities.

{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY #4UST DE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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chairs, or equipment that may be
K 017 | Continued From page 3 K017 [1ocated in the corridor doors to the
quick-respons sprinklers. resident rooms.  On  weekends,
{c) The open space is protectad by an electrically monitoring will be completed by
supervised automatic smoke detection system in Charge Nurses during Charge Nurse
accordance with 19.3.4, or the entire space is rounds. Any equipment blocking the
arranged and localed to aliow direct supervision doors will be removed.
by the faciiily staff from a nurses * statlon or
glmilar space.
(d} The space doss not obstruct access to On June 6, 2012, all 'rooms were
required axits, checked for wheelchairs, s.tandard
chairs, or ¢quipment blocking the
7.5.1.1 doots of residents rooms with none
Exits shall be located and exit access shall be found.
arranged so thal exits are readily accessible at all
times. Monlioring
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K 018! The monitoring logs will be reported
85=F by the department heads and

supervisors Monday through Friday
in the morning Interdisciplinary
Team meeting, :

The Charge Nurse rounds identifying
doors blocked by wheelchairs,
standard chairs, or equipment will be
collected and reported ou Monday at
the morning Inferdisciplinary Team
meeting,

Random audits will be cottducted of
ali rooms by the maintenance
depariment one time weekly for four
weeks or until resolved.

Completion Date: June 6, 2012 G’Aﬂ /) D
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K018 i
Continuad From page 4 K018|K 027 E Cross-corridor doors would

not close completely when tested

This STANDARD s not met as evidenced by: Residents Found to Have Been
Based on observation and interview, it was A d
determined the facility failed to ensure there wera ffecte

Residents located on cach of the

no impedimants to the closing of corridor doars to
reslst the passage of smoke, In eccordance with
NFPA standards, ‘The dsficiency had ihe
patential to affect four (4) of four {4} smake
compartments, residents, staff end visitors. The with the Potentinl to be Affected
facility is licensed for one-hundrad ten (110} beds All residents, visitors and staff have
and the census was ninety two {92} on the day of the potential to be affected by K 027,
the survey. Systemic and Monitoring actions
listed below will include all residents
who have the potential to be affected.

resident halls were affected by K
027.
Hentlfication of Other Residents

The findings include:

Observations, on 05/15/12 between 1:00 PM and

5:00 PM, with the Maintenance Director revealed N .

the corridor doots 10 the resident rooms 54 Sremi? Changes ' ; -

numbered 503, 505, 506, 403, 309, 303, 302, On May 18, 2012, the malnfenaice

301, 203, 206, 206, 111, 112, 108, 106, and 103 department installed rubber seals to

were blockad by wheelchairs, and a standard cross-corridor doors located between
the 600 and 500 halls and the doors

chair.
petween 500 and 400 hails to block
Interviaws, on 05/15/12 between 1:00 PM and the passage of smoke and seal in the
5:00 PM, with the Maintenance Director gaps between the doors,
confirmed the observation of the doors not
closing dus to the items blocking the doors. Monltoring
. The maintenance department will
Reference: NFPA 101 (2000 edition) * | place the checking of the rubber seals
. on cross-corrldor doors on  the
19.3.6.3.4* Docr.s protacting corridor openlngs in Preventive Maintenance Calendar
other than required enclosures of vertical and monitor a minimum of twice
openings, exits, or hazerdous araas shalt be )
subsianiial doors, such as thoes constructed of anr!ually to ensure that the doors
13/4-in. (4.4-cm} thick, solid-banded core wood resist the passage of smoke,
or of construction that resists fira for not less than g ﬁ 5%2/

Completion Date: May 18, 2012
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K 018 | Continued From page § K018
20 minutes and shall be constructed to resist the
passage of smoke. Compliance with NFPA 80, K 029 TFacility fafled to meet
Standard for Fire Doors and Fire Windows, shall Protection of Hazards
not ba required. Clearance batwean tha bottom ’
of the door and the floor covering not egceeding Resldents Found to Have Been
11n. (2.5 cm) shall be permiited for corridor Affected
doors. s
Exception No. 1: Doors fo foilet rooms, All residents were affected by K 029,
bathrooms, shower rooms, sink closets, and
simitar Identification of Other Residents
auxillary spaces that do not contain flammable or with the Potentlal to be Affected
combustible materials, ‘1 All residents, visitors and staff have
Exceptlon No. 2: In smoke compariments the potential to be affected by K (_)29-
protecied throughout by an approved, supervised Systemic and Monitoring actions
automatic sprinkler system in accordance with listed below will include all
19.3.5.2, the door construction requirements of residents, visitors and staff who have
19.3.6.3.1 shall not he mandatory, but the doors the potential to be affected,
shall be constructed to resist the passage of
smoke,
19.3.8.3.2% Doors shall be provided with a means
suitable for keeping the door closed that is
. ) o [
acceptable to the authority having jurisdiction. Systentic Changes .
; On June 4, 2012, the maintenance
Ths davice used shalt ba capable of keaping department ired and filled th
ihe door fully closed if a force of 5 Ibf {22 N) is b;"Pa ’“‘“}l ’ell’]‘,'“e ha" ifled 1he
applied at the latch edge of the door. Ralier ock wall behind the door of the
latches shall be prohibited on corridor doors in ]“u’“%')’ area.
bulldings not fully protected by an approved .
automnatic sprinkler system in accordance with On June 4, 2012, the maintenance
department in-serviced the laundry
staff to keep the laundry door closed.
19.3.5.3.3* In additions, signs stating, “Keep
Hokd-open devices that release when the door is Laundry Doors Closed at all Times”
pushed or pulled shall be permitted, were posted on the doors.
1;;.19.3.6h.:-$.:';d o biocked by furmit On June 4, 2012, the maintenance
d;):rs ts Zuchm:(setialotfa:ksogeon dyovL:;no:"e' department installed door closures on
runrg?eagf ;;e dc;\caicc;s or otha'r drevlijr—;as that the doors of the medical records
P y ! office and the therapy office due to
Event ID:EY1724 Facility {D: 100627 I continuation sheet Page 6 of 28
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Daor openings in smoke bartlers have af least a
20-minute fire protection reting or are at least
1%-inch thick solid bonded wood core. Non-rated
protactiva plates that do not exceed 48 inches
from the botiom of the door are permitted.
Horizonta} sliding doors comply with 7.2.1.14.
Doors are sef-closing or automatic closing in
accordence with 18.2.2.2.6. Swinging doors are
not required to swing with egress and posilive
leiching Is not required.  16.3.7.5, 19.3.7.6,
19.3.7.7

This STANDARD |s not met as svidenced by:
Based on observation and interview, it was
determined the facility falled fo ensure cross
-corridor doors located in a smoke barrler would
rasist the passage of smoke in accordance with
NFPA standards. The deficlency had the
polential fo affect thres (3) of four {4) smoke
compartments, resldents, staff and visitors. The
facility s licensed for one-hundred ten {110} beds
and the census was ninety two (92} on the day of
the susvey.

The findings include:

Observation, on 05/15/12 between 1:00 PM and
5:00 PM, with the Maintenance Diractor revealed
the cross-corridor doors located between the 600
and 500 halls and the doors between 603 end

and therapy office doors stay closed
at all times by conducting random
audits of the doors two times a week
for four weeks beginning June 7,
2012,

Completion Date:
June 7, 2012

K 050 ¥ Fire Drillg

Residents Found to Have Been
Affected

All residents were found to be
affected by K 050,

Identification of Other Residents
with the Potentlal (o be Affected

ANl residents, staff, and visitors were
found to be potentially affected by K
050,  Systemic and Moniforing
actions listed below will include all
residents, visitors and staff who have
the potential to be affected.

Spstemic Changes

KD SUMMARY STATEMENT OF DEFICIENGIES 1D PROViOER'S PLAN OF CORREGTION )
PREFIX {EACH DEFICIENCY KUST BE PREGEDED BY FULL PREFIX (EAGH CORREGTIVE AGTION SHOULD BE COMPLETICN
TAQ REGULATORY OR L8G EDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
OEEICIENCY)
the storage of combustibles inside the
K 918 | Continued From page 6 K018 offices.
necessitale manual unlatching or releasing action
{o close. Examples of hold-open devices that
release when the door is pushed or pulled are Monitoring
fricion catches or magnetic catches. The Maintenance Director and
K 027 | NFPA 401 LIFE SAFETY CODE STANDARD K027 | aundry Supervisor wili ensure that
S8=E the taundry, medical records office,

(0/7AL

FORM CMS-2567(02-68) Previous Verglons Chsolate
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DEFICIENGY)
On May 18, 2012, the Maintenance
K027 | Continued From pags 7 K027 Director reprinted the Fire Drill Sign
400 halls would not close completely when Off Sheets to delineate the nursing
testad, lnaving & gap of approximately department work schedule of two —
one-quarter of an inch or grealer between the pair 12 hour shifts Instead of three-8 houy
of doors and would not resist the passags of shifts as is currently printed on the
EMoke. Fire Drill Sign Off Sheets,
Interview, on 05/15/12 hetwesn 1:00 PM and 5:00 _— !
PM, with the Malntenance Director revaalad ha ?qglmlmgho?d Jutne 6, 2912’ ? ﬁ;g
was unaware the doors would not close all the riil was hewd a qpprox:mate. y
way leaving a gap between the doors in the am 50 as 10 esta_bhsh # baseline fo
closed position. hold further drills at unexpected
times nder varying conditions at
least quarterty on each shift. Another
Referenca: NFPA 101 (2000 edition) fire drill was held at 9:30 pm on June
6, 2012 which was at least a two hour
8.3.4.1* Doors in smoke barrfers shall closs the difference of time from the
opaning leaving previously held fire drill,
only the minimum clearance necassary far proper
operation ‘ Fire drills will continue to be held by
and shall be without undercuts, louvers, or grilies. the maintenance department at
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 028 1andom times on both shifts with two
§8=E
Qne hour fire rated construction (with % Ijour E:;l;};mffsg e;inﬁeoé? ;:]1 ;3 2"&?:(1:‘}:@]:3{::
fire-rated doors} or an approved auiomatic fire 13. 2012
extinguishing system In accordance with 8.4.1 ’ '
andfor 19.3.5.4 protacts hazardous areas. Whan
the approved automatic fire extingulshing systam Monitor ‘r";g . .
option is used, the areas ara saparated from The Maintenance Director  will
other spaces by smoke resisting pariitions and provide a written report to the
doors. Deors ara self-closing and non-rated or Quality Assurance Committee one
field-applled protective plates that do not excaad time monthly for three months fo
48 inches from the boflom of the door are ensure compliance with K 050. The
permitted,  19.3.2.4 Maintenance Dircetor wilf report
rosults of the timing of fire drills at
the next Quality Assurance
Committee meeting scheduled on
June 14, 2012,

FORM CM5-25687(02:95) Praviaus Verslons Chsclats Event ID: Y1721 Faclty H; 100627 If continualion sheet Pags &of 28
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Completion Date:
K 029 | Continued From page B . K028 fune 14, 2012 Q/sl/)z

This STANDARD is nof met as evidenced by:
Based on ohservation and interview, it was
determinad the faciiily failed to mest the
requiramants of Protection of Hazards in
accordance with NFPA Standards. The
deficlency had the potential to affect three (3) of
four {4) smoke compariments, residents, siaff
and visitors. The fscility s licensed for
one-bundred ten (110) bads and the census was
ninety two (92} on the day of the survey.

Tha findings Include:

Observation, on 056/15/12 between 1:00 PM and
5:00 PM, with the Maintenance Director revealed
the door {o laundry area had chipped out the
biock walf behind the door which was holding the
door open to the corridor. Furthar observation
showed the medicai records office and the
therapy offica need & closer added to the door
due to the storage of combustibies insida the
offlces.

intarview, on 05/15/12 between 1:00 PM and 5:00
PM, with the Mainienance Director revealed he
was not aware the bustad block was holding the
door open. Further interview revealed he was
unaware tha storage in a room determined
whether the room was a hazardous storage area
ornet.

Refarenca:
NFPA 101 (2000 Edition),

19.3.2 Protaction from Hazards.

K 051 K Annunciator Panel

Residents Found to Have Been

\Affected
All residents were affected by K 051.

Ident{fication of Other Residents
with the Potential to be Affected

All residents, visitors and staff had
the potentiat to be affected by K 051,
Systemic and Monitoring actions
fisted below will include all
residents, visitors and staff who have
the potential to be affected,

Systemie Changes

On June 6, 2012, B W Akin
Elcctrical relocated ‘the Fire Alarm
Control Panel Anpunciator from the
corridor across from the dining roam
and next to the kitchen area to the
west side nurses’ station,

Beginning on June 6, 2012 till June
12, 2012, nurses witl be in-serviced
by the maintenance department on
monitoring the Fire Alarm Control
Panet Anmunciator. Newly hired
nurses will be In-serviced by the
nainterance departinent during new
hire orientation,

Wonltoring

FORMN GMS-2567(02-99) Pravinus Yersiens Obsoleta
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Compiletion Date:
K 029 | Conlinued From page 8 K029| June 12, 2012 b/{ z//L.
19.3.2.1 Hazardous Areas. Any hazardous arees
shel be safeguarded by a fire barrier having a
1-hour firo resistance rating or shall be provided K 056 F No Sprinklers on Overhangs
with an automatic extinguishing system in
accordance with 8.4.1. The automalic N
extinguishing shall be permitted to be in Residents Found to Have Been
accordance with 18.3.5.4. Where the sprinkler Affected
option Is used, the areas shall be separated All residents were found to be
from other spaces by smoke-resisting partitions affected by K 056.
and doors. The doors shall be self-closing or
automalic-closing. Hazerdaus areas shall Identification of Other Residenis
include, but shail not be restricted to, the with the Potentinl to be Affected
foltowing: All residents, visitors, and staff have
(1) Boiler and fuel-fired heater rooms the potential to be affected by K 056.
{2) Centralbulk laundries larger than 100 ft2 Systemic and Monitoring actions
(8.3 m2) listed below will include all
Sg ;2;‘;:2?:; residents, visitors, and staff who have
(5) Sofled finen rooms the potential to be affected.
{6) Trash collection rooms
{7) Ropms or spaces larger than 50 2 {4.6 m2),
including repair shops, used for storage of Systemic Changes
combustible supplies On June 5, 2012 and completed on
and equipment in quantities deemad hazardous June 6, 2012, Tri State added
by the authority having Jurisdiction prinkler heads to overhangs located
{8) Laboratories employing flammable or t the end of the 500 hall, 200 hall
combustible matariels in quantities iess than nd the kitchen exit arca.
thoss that would be tonsldered a severe hazard.
Excaption: Doors In rated enclosures shall be n June 5, 2012 and completed on
permitted to have nonrated, factory of ute 6, 2012, Tri State Fire
fﬁ::{:&?\::: :ﬂatas extending not more than rotection changed the  sprinkler
eads i
48 1n. (122 cm) above the botiom of the door. uzroor(r)]g aﬂ‘g tlf:?l‘ofl?(liog);s;r;lzﬁ
0 E ETY DA 50 Y
I;g?g NFPA 101 LIFE SAFETY CODE STANDARD KO hat they would be the same instead
Fire drills are held at unexpected times under f mixed response.
varying conditions, at least quarterly an each shift.
Tha stalf ts familiar with procedures and is awars onitoring
Faclity iD: 100627 |f continuation sheet Pags $00of 28
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R

K 050 | Ceontinued From page 10

that drilis are pari of established rouiine,
Responsibility for planning and conducting drills is
asslgned only to competent peraons who are
qualified to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of eudible
alarms,  19.7.1.2

This STANDARD is not met as evidenced by:
Besed on Inlerview and record review, it was
determinad the facity failed to ensure fire drills
were conducied quarterly on each shift at random
times, In accordance with NFPA standards. The
deflciency had the potential to affect four {4) of
four {4) smoke compartments, residents, staff
and visitors. The facllity is llcansed for
one-hundsed ten (110} beds and the census was
ninaty two {02) on ths day of the survey.

The findings include:

Fira Drill roevlew, on 06/15/12 at 11:30 AM, with
the Maintenance Director revealed the fire drills
were not belng conducted at unexpecied times
under varied conditions, Second shift fire drills
were baing conducted predictably betwoen 6:00
PM and 7:00 PM.

Interview, on 05/15/12 at 11,30 AM, with the
Maintenancs Diractor revaaled he was unaware
the fire drills were not being conducted as
required. He stated that he tried to conduct the

KO50{ will be

agreement
Protection,

head

Affected
All residen

Systemic
listed be

On May 1

activities ¢

On May 1

Monitoring of the sprinkler heads

Completion Date / /
Junc 6, 2012 Yylz

K 062 FE 18" storage of the sprinkler

Residents Found to Have Been

Identification of Other Residents
with the Potential to be Affected

All residents, visitors and staff have
the potential to be affected by K 062,

residents, visitors, and staff who have
the potential to be affected,

Systenilc Changes

depariment cut down the three
removed to atlow no storage within

[8" of the sprinkler head,

depariment cut down tho closets in

completed  annually per
with Tri State Fire

ts were affected by K 062,

end Monitoring actions
fow will include all

7, 2012, the maintenance

losets and the top shelves

7, 2012, the maintenance

drills after dinner and before bed time in order to .
not disturb the residents the respiratory storage area to allow
‘ no storage within 18” of the sprinkler
head,
FORM CMS-2667(02-89) Previous Versions Obsolota EventiD:EYIT21 Faciity [D: 100327 I conlinuation sheal Page 1 of 28
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K050 | Continued From page 1 K 050) On May 19, 2012 and May 20, 2012,
This is a repeat deficlency. shelves in the laundry area were
boxed in at the top of the shelves by
Reference: NFPA Standard NFPA 101 19.7.4.2. the maintenance depament to
Fira drills shall be conducied af laast quararly on comply with NFPA 13 (1999
each shift and at unexpected times under varled Edition).
conditions on all shifts.
K 051 | NFPA 101 LIFE SAFETY CODE STANDARD K 051
SSaeF
Afire alarm system wilh approved components, Monitoring

devices or equipment Is Installed aceording to
NFPA 72, National Firs Alarm Code, to provide
effective warning of fire in any part of the building.
Activation of the complete fire alarm systam is by
manuai fire alarm initiation, automatic detectlon or
extinguishing system operation. Puli stations In
patient sleaping areas may be omitted providad
that manual pull statlons are within 200 fest of
nurse's stations. Pull statfons are located in the
paih of agress. Electronic or writtan records of
tests are available. A reliable second sousce of
power is provided. Fire alarm systems are
malntained in accordance with NFPA 72 and
records of maintenance are kept readily available,
There Is remote annunciation of the fire atarm
system to an approved ceniral station.  19.3.4,
9.6

This STANDARD Is not met as evidenced by:

Storage arcas will be mopnitored at
least quarterly by the maintenance
department to ensure that no storage
is within 18" of the sprinkler heads.
The Maintenance Director will
provide quarterly repoits to  the
Quality Assurance Committee {0
ensure continued compliance with K
062.

Completion Date
May 20, 2012

K 066 D Ashtrays not of the

approved yps

Residents Found to Have Beca

\ A ffected
All residents were affected by K 068,

Identiflcation of Other Resldents
wlth the Potential to be Affected

All residents, visitors and staff have
the potential o be affected by K 066,

Systemic and Monitoring actions

oo

FORNM CMS-2667(02-80) Pravidua Verslans Obsdtels
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Based on observation and Interview it was
determined the facillly failed to ensurs the
bullding fire alarm systern was Instailed as
required by NFPA standards. The deficlency had
the potenlial to affect four {4) of four {4) smoke
compartments, residents, staff and visitors, The
facility Is licensed for one-hundred ten {110) beds
and the cansus was ninety two (92} on the day of
the survey.

The findings include:

Obsarvation, on 05/15/12 at 4:15 PM, with the
Malntenance Direcior revealed the Fire Alarm
Control Panel (FACP) Annunclator was located in
{he corridor across from the dining room and next
to the kitchen area, The nursas at the nursing
station coufd not visually see any annunciation
panels,

Interview, on 06/16/12 at 4:16 PM, with the
Maintenance Direcior revealed he was unaware
the annunclation pane! was required o be In an
area that is monitorad 24/7.

Refarence: NFPA 72 {1999 Edition}.

1-5.7.1.1

The primary purpose of flze alam system
annunciation is to enable responding personnel to
identify the location of a fire quickly and
accurately and to indicale the status of
emergency equipmant or fire safety functions that
might affect the safety of occupanis in a flre
sHuation. Al required annunclation means shalf
be readily accessible to responding personnel
and shall be located as required by the authority
having jurizdiction to facilitate an efficlent
responsa to the fire sliuation.

ttte potentizl to be affected.

Systemie Changes

On May 22, 2012, the Maintenance
Director replaced the ashfrays located
at the siaff smoking area with self-
closing ashirays made of approved,
non-combustible material,

Monltoring
The Maintenance Director will
ensure that ashirays made of

approved, non-combustible material
and self-closing are located at the
staff smoking area by monitoring the
continued use of the approved, self-
closing, non-combustible ashirays in
the staff smoking areas one time
monthly for three months or until
resolved.

The Maintenance Director will report
findings of the monitoring to the
Quality  Assorance  Committee
moenthly for three months.

Completion Date
May 22, 2012

K 072 D Facility stores items in exit

corridor

iResidents Found to Have Beent
A ffected

[X4) 1D BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREGTION s}
PREFIX (EACH DEFICIENGY hUST BE PRECEDED BY FULL PREFIX (EAGH GORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING SNFORMATION) TAG GROSS-REFERENCED TC THE APPROPRIATE DATE
DEFICIENGY)
listed below will include all
K 051 | Continued From pags 12 K 051/ residents, visitors and staff who have

5“/22//2,
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All residents were found to be
K 056} NFPA 101 LIFE SAFETY CODE STANDARD K 056 |affected by K 072.
SS=F
Ef there is. an automatlc sgrlnklar system, it i Hdentification of Other Resltents
installed in acgordance u:uth NFPA 13, Standard with the Potential to be Affected
for the Installatlon of Sprinkler Systems, to All resident ! d visit
provide complete coverage for alt portions of the fesidents, e'm pioyees and visilors
building. The system is properly maintainad in have the potentu‘tl to be affec{e(.l b}_' K
accordance with NFPA 26, Standard for the 072, Systemic and Monitoring
Inspection, Testing, and Maintenanca of actions listed below will include all
Water-Based Fire Proleclion Systems. itis fully residents, employees and visitors
supervised. Therais a reliable, adequate water who have the potential to be affected.
suppiy for the system. Required sprinkler On May 16, 2012, the maintenance
systems ere equippad with water flow and tamper department relocated the tray cart
swiiches, which are elecirically connected to the and shred bin to another area that did
buitding fire alarm system. 19.3.5 not obstruct or Impede the oxit
corridor by the kitchen. The shred
bin was moved to a more ceniral
focation in the medical records room
This STANDARD s not met as evidenced by: ggp;“rzg ef;: 2012 by the maintenance
Based on observation and Interview, it was ’
determined the facility failed to ensure complele
sprinkler coverage, according to Nationa! Fire
Protection Association {NFPA) standards, The Systentic Changes
deficiency had the potential to affect four (4) of The 32 gallon trash can that serves
faur {4} smoke compartments, residents, siaff ES a shred bin was removed from the
and visitors. The facliity is licensed for xit corridor by the kitchen to
one-hundred ten (110} beds and the census wes nother area on May 16, 2012 by the
ninety two (82) on the day of the survey. aintenance departinent, On June 5,
o 012, the shred bin was moved to a
The findings include: ermanent, mere central location in
Observation, on 05/16/12 betwsen 1:00 PM and hzm':;g:f:: dg;‘:ﬁgfen?m" by the
6:00 PM, wilh the Maintenance Director revealed '
the overhangs were 48 inches or greater and did 1i staff ived i . B
not have sprinkler coverege located at the end of stail recelved in-servicing on the
the 500 hall, 200 hall and the kitchen exit ares. ocation of the shred bin in the
nedical records room on June 5,
Interview, on 05/15/12 between 1:00 PM and 5:00 012 by the Maintenance Director.
FGRM CMB-2567(02-96) Provious Verslans Obsolete EventID:EY{721 Facfily 1D: 100827 If eentinuation sheel Page 14 of 28
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On May 16, 2012, the Maintenance
K056 | Continued From page 14 K 056 Director moved the lunch tray cart

PM, with the Mainienance Direclor revealed he
was unaware the porches were 4 including the
overhang at the top of the roof..

Observation, on 05/15/12 betwesn 1:00 PM and
5:00 PM, with the Maintenance Director revealed
the east and west wihg sunraoms and tha front
lobby area had sprinklars of a mixed response.
Further observation showed room# 301 hed
sprinklers of a mixed response.

Intarview, on 05/15/12 between 1:00 PM and 5:00
PM, with the Maintenance Diractor revealed he
was uneware the area had sprinkler heads of a
mixed response.

Reference: NFPA 13 (1999 edition)

5-13.8.1. Sprinklers shall be instailed under
exterlor roofs or canoples exceading 4 ft (1.2 m}
in width,

Exception: Sprinkiers are permitted to be omitted
where the canopy or roof is of noncombustible or
limited combustible construction.

Reference: NFPA 13 (1959 Edition}

7-2.3.2.4 Where listed quick-response sprinklers
are used

throughout a system or portion of a system
having tha sama

hydraulic design basis, the system area of
operation shail be

permilted to be reduced without revising the
denslty as indlcaied

in Figure 7-2.3.2.4 when ali of the following
conditions

stored in the exit corridor by the
kitchen to the dining room where it
will be stored between times of
usage.

Monitoring

The maintenance department will
provide random audits one time
weekly for four weeks to ensure that
the shred bin and tray cart are located
in the appropriate arca,

The Maintenance Director will report
results of the random audils of the
preper placement of the shred bin
and tray cart o the QA Committee
weekly for fowr weeks beginning
June 7, 2012,

Comipleflon Date:
June 7, 2012

K 073 F Stuffed animajs not spraved

iwith flane retaydant

Restdents Found to Have Been

Affected
Al residents were affected by K 073,

Identification of Other Residents
with the Potentlal to be Affected

All residents, visitors and employees
have the potential to be affected by K
073,  Systemic and Monitoring

(o/ 7/ 2
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. actions listed below will include all
K 058 | Continued From page 15 K056 | residents, visitors and employees
ars satisflad: who have the potential to bo affected.
{t) Wet pipe systam Stuffed animals and fake floral
{2} Light hazard or ardinary hazard occupancy arrangements in rooms G601, 602,
{3} 20-fL {6.1-m) maximum ceiling helght 607, 611, 504, 508, 402, 403, 405,
The number of eprinkiers in the dasign area shall 410, 309, 206, and 103 were treated
H L 4
neverbe . , with a fire retardant spray by the
less than five. Where quick-response sprinklars .
are ussd on a maintenance department, tagged and
slaped coiling, the maximum cefling height shafl dated beginning on May 17, 2012
be used for . and completed on June 8, 2012,
determining the percent reduction In design area.
Where
quick-response sprinklers are instalied, all
sprinklers within a Systemic Changes
compariment shall be of the quick responsa typs. The facility revised the Policy and
Exception: Where circumstances require the use Procedure on Flammable Ifems and
of other than ardinary Materials on June 6, 2012,
temperature-rated sprinklers, standard response
gzi'r:'_‘l'g: ;hsg beed The  Policy and Procedure on
i Us . '
: Flammable Items and Materials will
KO?Z NFPA 101 LIFE SAFETY CODE STANDARD K 062 be mailed to family members and
Required automatic sprinkler systems are ggl;;erteod stao remdentsr f? n t.June hs’
continvously maintained in reilable operating i ve ::S '.10 ; cation {hat
cendition and are inspacted and tesied p_er§ona tems that include, b_ut not
periodically.  16.7.8, 4.6.12, NFPA 13, NFPA 25, limited  to, decorated pillows,
975 wreaths, artificial flowers, and
stuffed animals/toys are encouraged
to be limnited to five or less. The
mailing will also instruct family
This STANDARD Is not met as evidenced by: members and residents to inform the
Based on observation, interview, and sprinkier social  services or maintenance
testing record review it was determined the facifity depariment of any new items brought
failed to maintaln the sprinkler system in t0 a resident so that the item can be
accordance with NFPA standards. The deficlency treated with flame retardant s
had the potantial to affect {wo {2} of four (4} pray.
smoke compariments, residents, staff and onitorin
visitors. The facllity is llcansed for one-hundred IM Hioring
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A monthly nudit will be conducted
K 062 | Gontinued From page 16 K082|by a Social Services and/or

ten (110} beds and the census was ninety two
(92) on the day of the survey,

The findings Include:

Observation, on 05/15/12 bafween 1:00 PM and
5:00 PM, with the Maintenance Director revaaled
the three activities closets in the facility had
storage within 18" of the sprinkler head along with
the respiratery storage area, Further observation
showad thal the laundry area had sheiving that
was 12" from the sprinkler heads.

Interview, on 05/16/12 betwesn ;00 PM and 5;00
PM, with the Maintenance Director revezled he
was aware of the distance requirement from
sprinkler heads but was not aware the closet
shelves were buill to close to the sprinkler head.

Refarence: NFPA 13 (1998 Edition}

2.2.1.1* Sprinklars shall ba inspected fron: the
floor lavel annually, Sprinklars shall be free of
corroslon, forelgn materials, paint, and physical
damage and shall be Instalied in the proper
orientation {e.g., upright, pendant, or sidewall}.
Any sprinkler shall be replaced that is painted,
corroded, damaged, loaded, or In the improper
afientation.

hydraulic design basis, the system area of
operation shali be

permilted o ba reduced without revising the
densily as indicated

fn Figure 7-2.3.2.4 when all of the following
condlifons

are salistied:

Malntenance Representative to check
each room to enswre non-flame
retardant items have been treated
starting June 7, 2012. Items that
have been treated will be identified
by a tag that is dated on the date of
treatment and logged in the
Maintenance Log Book,

The Maintenance Director will report
results of the monthly audits to the
QA Commitiee once a month for
three months or until the issue is
resolved beginning on June 7, 2012,

Completion Date!
June 8, 2012

K 104 F Tacility fajled fo ensure

fire/smoke dampers were
maintalned

\Residents Found to Have Been

A ffected
All residents were affected by K 104,

Identification of Other Residents
with the Potential to be Affected
All residents, visitors and employees

lhave the potential to be affected by K
104, 'The Systemic and Monitoring
actions lisied below will inelude all
esidents who have the potential to be
affected.

éa/?//L
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K062 | Continued From page 17 K 062
{1} Wet plpe system i Systemic Changes
(2) Light hazard or ordinary hazard occupancy On June 6, 2012, B. W. Akin
(3) 20-ft (6.1-m) mfaximun} ceiling hclaight Company sent an order form to the
'rll‘::er:irgber of sprinklers in the design area shall Maintenance Director showing that
less than five. Where quick-response sprinklers g::n I?:d \:"]amp ?; segls for the fire
are usad ona pers were ordered.
sloped ceiling, the maximum ceiling height shall L
bszsed for ghee B. W, Akin will test the fire damper
determining the percant reduciion in design area. upon receipt of the. lead damper
Where seals. The testing will be
gulck-response sprinkters are installed, all documented and maintained in the
sprinklers within a Maintenance Log Boak.
compartment shall ba of the quick response type.
Excapltion: Whare circumstances requite the use Monitoring
of ather than ardinary The Maintenance Director issued a
temperature-rated sprinklers, standard response written request for annuat testing of
SP"”!‘IEFS shall be the fire dampers to B. W, Akin on
permitted to be usad. June 7, 2012
R .
Documentation of the fire damper
5-6.5.2* Obstructions to Sprinkler Discharge “"St!“g will be maintained in the
Paitern Davelopment. Maintenance Log Book,
5-5.6.2.1 Gontinuous ar noncontiguotis /
obstrugtions less Than or equal to 18 in. Conipletion Date o 7/tz-
(457 mm) below the sprinkler deflector June 7, 2012
That prevent tha pattern from fully develaping
shall comply Wih 5-5,5,2,
K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K 066
55=D
Smoking regulations are adopted and include ho K 144 F Aununciator Panel;
less than the following provisions: Flashlight
(1} Smoking Is prohibited in any .roo_m, ward, or Restdents Found io Have Been
ccmparnment where flammable liquids, Affected
combustible gases, or oxygen Is used or storad AH resident e affected by K 14
and in eny other hazardous Jocation, and such esl s were aftecied by K 144,
FORK C}S-2567(02-90) Previous Verslens Obsoisle EventID:EYIF21 Faciiy ID; 100027 It continuation sheet Page 18 of 28
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] Identification of Ofher Residents
K 066 | Continued From page 18 K Q68 | with the Potentiui fo be Affected
araa is postad with signs thaf read NO SMOKING All residents, employees and visitors
or with the International symbal for no smoking. have the potential to be affected by K
i : . 144.  Systemic and Monitoring
{2) Smoking by patients classiffed as not actions listed below will include all
responsible is prohibited, except when under tesidents, employees and visitors
. ' 2
direct supervision. who have the potential to be affected,
{3) Ashicays of noncombustible material and safa )
design are provided in all areas wherse smoking is
permitied. Systemic Changes )
On June 6, 2012, B.W., Akin
{4) Metel containars wihh salf-closing cover Electrical movesl 'the emergency
devices into which ashtrays can be emptied ere generator annunciation panel to the
readily availabla to all areas where smoking Is west nurses’ station where the panel
permitted,  19.7.4 can be monitored 24/7,
On June 7, 2012 and June §, 2012,
the maintenance department in-
serviced all nursing staff on the
, ) method of menitoring the panel in
?;z;TQnN 5&22’;5;:2:;Bitn?:rsgie?f\igsby' the event that there would be an
determined the facillty failed to ensure the use of SecuTense of alarm conditions of the
approved ashirays in the designated smoking CIETEENCY power source.
area, in accordance with NFPA standards. The .
deffclency had the potantial to affect one (1) of On May . 30, 2012, B.W. Akin
four {4) smoke compariments, residents, staff Company mftalled a battery powered
and visitors. The facility Is licensed for emergency lght over the generator.
one-hundred ten {110} beds and the census was
ninety two (92) on the day of the survey. Monitoring
The maintenance department will
monitor the functioning of the
The findings include: anmynciation panel monthly per the
, Preventive Maintenance Calendar,
Observation, on 05/15/12 at 4:20 PM, with the
osatad o 1na st kg area wore noaf e The Muintenance Director il
. submit the Preventive Maintenance
unapproved type. Thay did not hayve a metal :
PP s Y Calendar and actlon log to the QA
Event fD:EYI721 Faciity ID; 100327 Hf conthuation sheel Pega 19 of 28
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Committee on a quarterly basis
K066 | Continued From page 18 K 088 beginning June 14, 2012,
container with a seif-closing lid,
' Completion Dare:
interview, on 05/15/12 at 4:20 PM, with the June 14, 2012 é//({/! z
Maintenance Diractor revealed he was not aware
of the raquirement for self-closing ashtrays.
Reforence: NFPA 101 (2000 edition) "
19.7.4* Smoking. Smoking reguiations shall be K 147 T Power strip
adopled and
shall include not less than the following Restdents Found to Have Been
provisions: Affected
(1) Smoking shalt be prohibited in any room, All residents were affected by K 147,
ward, or compariment
vhera flammable Iiquids, combustible gases, or Identification of Other Residents
oxygen is used or stored and in any other witlt the Potenilal to be Affected
hazardous location, All resldonts, employees and visitors
and such areas shall be posted with signs Lhat have the potential to be affected by K
read NO SMOKING or shall be posted with the 147, Systemic and Monitoring
internationed _ actions listed below will include all
symbof for no smoking. , residents, employees and  visitors
f:;ek‘i’::’i: 'p’: :'::'i:z;ar @ accupancies where who have the potential to be affected.
and signs are prominently placed at alf major 0?. Iv:ay 30, 20!3’!( the tl?ilow;?g
entrances, secondary ac fon we;o a en' Y 1€
signs with language that prohiblts smoking shall maintenance department:
not be required. .
(2) Smoking by palienls classified as not 1) The maintenance
rasponsible shall ba department removed the
prohiblted. power slrip in the activities
Exception: The requirement of 19.7.4{2) shall not office and moved the
apply where the patiant refrigerator closer to the
is under direct suparvision. electrical receptacle and
{3} Ashirays of noncombustible material and safe plugged the refrigerator into
design ) the receptacle,
shalf lba grovlded in ali areas whare smoking is 2.) The maintenance
pamiied, , , department  removed  the
{4) Metal containers with self-closing cover . ;
: power strip in the west wing
devices into e
medication room and a new
Event ID: EYiT21 Faciily 10; 100827 If continuation sheet Page 20 of 26
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receptacle was added for the

K 066 | Centinued From page 20 K066 refrigerator.
which ashtrays can be emptied shall be readily 1) The maintenance
avallable _ department removed  the
to all areas where smoking ls permitied. power strip in Room 508
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072 and plugged the mini
§8=D nebulizer into the wall
Means of egress are continuously malntained free receptacie.
of all obstructions or impediments to full instant 4) The meintenance
use In the case of fire or other emergency. No department removed  the
furnishings, decoratlons, or other objecis obstiuct .
N s power stiip from the
exits, access to, egress from, or visibility of exits. Keeni [
2.4.10 hquse eoping office, along
with a power strip plugged

into another power strip and
a receptacle was added for

the refrigerator.

This STANDARD is not mat as evidenced by: 5.) The maintenance
Based on observation and interview, it was department removed the
determined the factiity failed to maintain exit extension cord and power
access in accordance with NFPA standards. The strip from the east wing
deficiency had the potential to affect one (1) of medication room and a new
four (4} smoke comparlments, residents, staff receptacle was added for the
and visitors, The facility is licensed for refrigerator.
one-hundred ten (110} bads and the cansus was
ninety two (92} on the day of the survey.

; . Systemic Changes
The findings include: On May 30, 2012, receptacles were

ladded in the east and west

Ohservalion, on 05/15/12 at 1:55 PM, with the At
nedication room and in the

Malntenance Director revealed a 32 gallen trash

¢an, that was being used a shred bin, and & lunch ousekeeping office {o ensure that

tray cart stored in the exit corridor by the Kitchen, ufficient receplacles are located to
void the need for extension cords or

Inferview, on 056/15/12 at 1:556 PM, with the wiltiple outlet adapters.

Maintenance Director revealed the facliity

toutinely stored the items In this corridor. onitoring

he maintenance department will
Reference: NFPA 101 (2000 Editlon) conduct quarterly audits of the
Means of Egress Reifabillly 7.1.10.1 tbni!ding to ensure that sufficient

Fachity ilx 100827 i conlinuation shaet Page 21 of 2B
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receptacles are located to avoid the

K672 | Continued From page 21 K072 need for extension cords or multiple
Means of egress shall be continucusly . outlet adapters,
maintained free of all obstructions or
impediments to full instant use in the case of fire This audit will be included on the
or olher emergency. Preventive Maintenance KLog and
55=F ‘ uarlerly basis beginning June 14
No furnishings or decarations of highly flammable 3012 oy & & !
character are used,  19.7.5.2, 19.7.5.3, 19.7.5.4 ’ ’
Completion Date; é%"{/ le-
June 14, 2012

This STANDARD fs not mef as evidenced by:
Based on observation and Interview, it was
determined the facility falled to ensure that no
combustible decorations were used in tha facility,
according to NFPA standards. The deficlancy
had the potentiaf fo affect four (4} of four (4}
smoke compariments, residents, staff and
visitors. The facillly is licensed for one-hundred
tan (110} beds and the census was ninety two
{92) on the day of the survsy.

The findings include:

Observation, on 05/15/12 between 1:00 PM and
5:00 PM, with the Maintenanca Director revealed
several sluffed animals and fake floral
arrangements throughout the facility with no
flame retardant applied. Room numbers 601,
602, 607, 611, 504, 508, 402, 403, 405, 410, 309,
206, and 103 are some examples of this |
deflelsncy :

tnterview, on 05/15/12 between 1:00 PM and 5:00
PM, with the Maintenance Director revealed they
ware aware decoraffons were required lo be
{raated with a fire refardant spray and that any
item brought into the facility was supposed to be
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K073 Continued From page 22 K073
chacked in on arrival. Further he was unaware
the facility was to have a wiitten policy for
documentatlon that wreaths and other
decorations are being treated.
This is a repeat deficiency .
Refarence: NFPA 101 {2000 Editlon)
19.7.5.4 Combustible decorations shall be
prohibited in any health care occupancy unless
they are flame-retardant.

K 104 | NFPA 101 LIFE SAFETY CODE STANDARD K104

§5=F

Penetrations of smoke barriers by ducts are
protected in accordance with 8.3.6.

This STANDARD is not mel as evidenced by:
Based on observation and interview, it was
determined the facility faifed to ensure firefsmoke
dampers were malntained in accordance with
NFPA standards. The deficlency had the potential
to affect four {4) of four (4} smoke compartments,
residents, staff and visitors. The facility Is
licensed for one-hundred ten {110) beds and the
census was ninety two (92) on the day of the
survey.

The findings include:
Observation, on 05/15/12 at 11:40 AM, with the

Maintenance Director revealed no documentation
for fire damper testing.
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K 104 ; Continued From page 23

Interview, on 05/15/12 at 11:40 AM, with the
Maintenance Director revealed that no
malntenance documentation was kept on the
fire/fsmoke dampers.

Refarence:; NFPA 80A (1999 adition)

3-4.7 Maintenance. At least every 4 years, fusible
links {whare

applicable} shalf be removed; all dampers shall
be operated (o

verify that they fully close; the latch, if provided,
shall be

checked; and moving parts shall be lubricated as
necessary.

K 144 | NFPA 101 LIFE SAFETY CODE STANDARD
§5=F
Generators ara inspecled weekly and exerclsed
under load for 30 minutes per month in
accordance with NFPA 88, 3,441,

This STANDARD 1s not met as evidenced by:
Based on observatien and Interview, it was
detarmined the facllity failed to ensure emergency
generators were maintained in accordance with
NFPA standards. The deficiency had the
potential to affect four (4) of four {(4) smoke
compartments, resldents, staff and visitors. The

K104

K 144
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facility is licensed for one-hundred ten (110} beds
and the census was ninety two {92) on the day of
the survay,

The findings include:

Observation, on 05/115/12 at 4:15 PM, with the
Malntenance Diractor revealed the facility was
equipped with an emergency generator. The
generator is not equipped with an annunciation
panel that is in a 24 hour monitored area to make
staff aware of alarm conditlons with the
generators, The annunclator panel is In the
coreldor next {o the dining room and kitchen.

Interview, on 05/15/12 at 4:15 PM, with the
Mainienance Director revealed he weas not aware
the generator needed an annunclation panel, ata
workstation monitored 24/7, to inform staff of
alarm conditions of the emergency power source.

Observation, on 05/15/12 at 4:15 PM, with the
Maintenance Director ravealed there was no
battery powered lighting for the generator. This
tighting is in case of a generator faliure there will
be fight to waork on the generator,

Interview, on 05/15/12 at 4:15 PM, with the
Malntenance Diractor revealed he was not awars
{he generator nesded to have battery powered
amergency lighting.

Reference: NFPA 99 (1999 Edition).

3-4.1.1.15 + Alarm Annunciator.

Aramote annunciator, storage battery powered,
shall be provided to operate outslde cf the
ganerating room in a location readily observed by
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operating personnel at a regular work statlon {see
NFPA 70, National Electricel Code, Section
700-12.)

The annunciator shall indlicate alarm conditions of
the emergency or auxiliary power source ag
follows:

a. Individual visual signals shall indicate the
following:

1. When the smergency or auxillary power sourca
is operating fo supply power to load

2. When the battery charger is malfunctioning

b. Individual visual signals plus a common
audible signal to warn of an engine-generator
alarm condition shall indicate the following:

1. Low lubricating oll pressure

2, Low water temperature {below those required
in 3-4.1.1.9)

3. Excessive water iemparature

4. Low fuel - when the main {uel storage tank
contains less than a 3-hour operating supply

5. Overcrank (fafled to starl)

6. Overspeed

Where & regular work station vl be unattended
periodically, an eudible and visual derangemant
signal, appropriately labeled, shall be established
at a continuously moniorad location. This
derangemant signal shall activate when any of
the conditions in 3-4.1.1.15(a}) and (b} occur, but
nesd not dispiay these condllions individually.
[110: 3-5.5.2]

Referance: NFFA 110 {1999 Edition}.

5-3.1 The Level 1 or Lavel 2 EPS aquipment
tocation shall ba

provided with battery-powerad emergency
lighting. The emergency
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K 144 | Continued From page 26

lighting charging eystem and the normal service
raom

fighing shall be supplied from the load side of the
{ransfer

switch.

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD
SS=E
! Electrical wiring and equipment is In accordanca
‘ with NEPA 70, Natlonat Electrica! Code, 8,12

This STANDARD is not met as evidenced by:

Based on observatlon and interviaw, it was
determined Lhe facillly failed to ensure electrical
wilng was maintalned in accordance with NFPA
standards. The deficiency had the potential to
affect three {3) of four {4) smoke compariments,
residents, staff and visltors, The facility is
licensad for one-hundred ten {110} beds and the
census was ninety two (92} on the day of the
survey.

v

Tha findings include.

Observations, on 06/15/12 between 100 PM and
£:00 £M, with the Maintenance Director revealed:

1} Arefrigerator was plugged into a power strip
located in the activities office.

2) Arefrigeralor was plugged into a power stiip
located in tha west wing med room.

3) Amini nebulizer was plugged into e powar
strip focated in roomit 508.

4y  Arefrigerator was plugged Into a power stiip
locatad in the house keeping office, along with a

K 144

K 147
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K 147 | Continued From page 27

power sirip plugged into ancther power strip.

5) Arafrigerator was plugged into an extension
cord, which was plugged Inte a powar strip
located in the east wing med room.

Interview, on 05/15/12 between 1:00 PM and 5:00
PM, with the Maintenance Director revealed he
was not aware the extenston cord and the power
sirips were baing misused,

Reference: NFPA 89 (1999 edition)
3.32.1.2D

Minimum Number of Receptacles. The number
of raceptacles shall be determined by the
Intended use of the patient care area. There shall
be sufficient receptactes located so as to avoid
the nesd for extension cords or mulfiple outlet
adapters.

K147
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