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‘ 2. On 3/29/12, the Social Service Director
F 241 Continued From page 1 F2411  interviewed all interviewable residents’ to
Amputation of the Right Leg and Peripharal ensure that were no other residents who had
Vascular Disease. issues with staff providing privacy. In addition,
the Director of Nursing, Assistant Director of
Observaiion of a skin assessment, on 03/07/12 at Nursing and Unit Managers have made
9:00 AM, revealed Licensed Practical Nurse observations on 3/31/2012 throughout the
{LPN} #1 did not provide privacy as evidenced by facility with no issues idzntified related to
not pulfing the privacy curtain all the way around privacy curtains being pulled.
the resident's bed. During provision of care for
Resident #10, the door was opened twice which %iggtﬁi 7(’) éﬁlhl:gg#:e:;fi E;;ﬁtjd by the
. ing
exposed the resident. privacy for the resident hy pulling the privacy
Anintorview with LPN #1, on 03/07/12 at 10:20 ey around the esident. Al
AM, reveated she did not pull the privacy curtain Educaﬁon and Training Director aﬁdiorthe
during provision_ of care for Resident #10. No Director of Nursing by 4/21/12 on cnsuring
further explanation wes provided. that the privacy curtain is closed during the
provision of care for a resident.
Aninterview with Resident #10, on 03/07/12 at
10:35 AM, revealed not having the privacy curlain 4. The Director of Nursing, Assistant Director
puiled made him/her feel "awkward,” and he/she of Nursing and Unit Managers will conduct
triod several times to pull his/her gown down fo daily rounds for two (2) weeks, then rounds
keep himself/herself covered during provision of daily Monday through Friday for four (4}
] care et e s oo | o e — ) RS, then-weekly-For-six- (6) weeks to ensure
that all privacy curtains are being pulled all the
An Interview with Reglstared Nurse (RN) #1, on way around residents during the provision of
03/07/12 at 11:00 AM, revealed privacy curtains care. The results of these audits will be
should always be pulled whan providing care for a forwarded to the Quality Assurance Committee
reskdent. monthly for three (3) months for further
recommendations. I at anytime concemns are
An interview with the Assistant Director of Nursing |d'e£;1tlﬁed, the QuaE.: ty Assurance committee
(ADON), and the Director of Nursing {DON), on xgo;ﬁ:sg;éggvm g:aﬁikgglﬁgﬁze
03"07“.2 at 11:05 AM and at 11:35 AM, Committee will consist of at a minimum the
respactively, revealed they expecied the nurse to Administrator, Director of Nursing, Assistant
pult_lhe curta!n all the way around the resident Director of Nursing and the Social Services
during provision of care. Director with the Medical Director attending at
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 feast quarterly
s5=p | PREVENT/HEAL PRESSURE SORES
Based on the comprehensive assessment of a
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-|-measuring device to measure-multiple wounds. - - -

rosident, the facility must ensure {hat a resident
who enters the facilily without pressure sores
does not develop pressure scres unfess the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services fo promote healing, prevent infection and
prevent new scres from developing.

This REQUIREMENT s not met as evidenced
by:

Basad on gbservation, inferview, and record
review, it was determined the facility failed to
ensure a resident having pressure sores receives
necessary treatment and services to promoie
healing, prevent infection and prevent new sores
from developing for one Resident (#10), in the
selecied sample of nineteen residents.
QObservation of Resident #10's wound care, on
03/07/12, revealed the nurse used the same

Findings to include:

A review of the facility's pollcy/procedure,
"Procedure for Wound Prevention and
Treatment," dated April 2009, and a review of the
facility's policy/procedure, "Procedure for
Measuring/Describing a Wound," dated April
2008, revealed no indicaticns on how to properly
use a wound measuring device or when to
dispose of the wound measuring device.

A record review revealed the facility admitted
Resident #10 on 01/14/10 with diagnoses to

include Peripheral Vascutar Disease, Type |l
Diabetes, Amputation of the Right Leg and

.. Social Services Director with the Medical

observed Resident #10 wound measurements
being taken and noted that a new measuring
device was used when measuring each
individual wound,

2. On 04/02/12, the Director of Nursing
observed measurements being done on all
residents with wounds in the facility to ensure
that a new measuring device was used when
measuring each individual wound. No
concemns were identified.

3. All licensed nurses will be re-educated by
the Education and Training Director by
4{21/12 regarding wound prevention and

* ensuring that a new measuring device is used
when measuring muitiple wounds on same
resident,

4, The Director of Nursing and/or the Assistani
.. Direcior of Nursing will observe wound

- measurement on three (3) residents weekly for
" twelve (12) weeks to ensure that proper
“techaiqites for measuring wounds are being
used to include using a new measuring device
for each wound. The resnlts of these audits will
be forwarded to the Quality Assurance
Committee monthly for three {3) months for
further recommendations. If at anytime
concems ar¢ identified, the Quality Assurance
committee will convene to review and make
further recommendations. The Quality
Assurance Commiitee will consist of at a
minimum the Administrator, Director of
Nursing, Assistant Director of Nursing and the

\ Director attending at least quarterly.
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-new measuring device every time."-

1 residenti who entars the facility without an

Continued From page 3
Morbid Obassity.

Observation of a skin assessment, on 03/07/12 at
9:00 AM, revealed Licensed Practical Nurse
{LPN} #1 did not provide proper infection
iechnique while measuring an area on the
resident's coccyx, an area on the left inner
buttock, two arsas behind the residenl’s left knee,
and an area where the 4th tos of the laft foot had
been removed. Furthar observation reveafed LPN
#1 utllized the same measuring device to
measure several areas prior {o obtaining a new
measuring device. She then laid the used
measuring device on Resident #10's bed linen.

An interview with LPN #1, on 03/07/12 at 10:20
AM, ravealed she normally used a new device for
every wound, but stated she was "nervous."

An interview with Registered Nurse (RN} #1, on
03/07/12 at 11:00 AM, revealed "l would use

An interview with the Assistant Director of Nursing
{(ADON} and the Director of Nursing (DON}, on
03/07/12 at 11:05 AM, and on 03/09/12 at 3:15
PM, respactively, reveeled they expected the
nurse to use a new measuring device for each
wound every tims.

483.25(d) NO CATHETER, PREVENT UTi,
RESTORE BLADDER

Based on the resident's comprehensive '
assessment, the facility must ensure that a

indwelling catheter Is not catheterized untess the
resident's clinical condition damonstrates that
catheterization was necessary: and a resident’

o} PROVIDER'S PLAN OF CORREGTIGN
PREFIX (EACH CORRECTIVE ACTION SHOLILD BE
TAG GROSS-REFERENCED TQ THE APPROPRIATE
DEFCIENCY)
F 314
F 315
1. On 3£25/12, the Director of Nursing
observed incontinence care, including the
separation of the resident’s logs and cleaning
‘of the vaginal area and vulva being provided to
Resident #1 by CNA #1 with no concems
identified.

q[;dn-
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failed to clean the vaginal area.

who is incontinent of biadder receives appropriate
treatment and services to preven! urinary iract
infections and fo restore as much normal biadder
function as possible.

This REQUIREMENT {s not met as evidenced
by:

Based on observation, interview, record review,
and review of the professional standards used by
the facility from the “Lippincott's Textbook for
Nursing Assistants: a humanistic approach to
caregiving,” it was dstermined the facility falled to
ensure one resident (#1}, In the selected sample
of nineteen residents, recoived appropriate
freatment and services to prevent urinary fract
infections (UT1} and to restore as much normat
btadder function as possible. An observation, on
03/07/12, revealed a Carlifiad Nurse Aide {CNA}
#1 provided incontinent care for Resident #1 and

Findings include:

A review of the “Lippincott's Textbook for Nursing
Assistants: A Humanistic Approach to
Caregiving,” revealed the imporiance of "making
sure that the perineum, the vulva (in women), and
the penis {in men} is clean” have two reasons.
Reason number one (1} is the "Prevention of
infection, Because the perineum is close o tha
vulva (in women} and the penis {in man}, tihese
micsabes can easily enter the vagina or urethra,
causing infection.” The second reason s
"Prevention of skin breakdown and odor. Feces,
urine, and other body fluids, such as menstrual
blood, can become trapped in the folds, leading
to skin irritation and odor if they ere not properly

Assistant Director of Nursing and Unit
Managers observed incontinence care,
including the separation of resident’s legs and
cleaning of the vaginal area and vulva with no
infractions noted,

3. All licensed nurses and ali cenified nuzsing
assistants will be re-educated by 4/21/12 by the
Education and Training Director, the Director
of Nursing or the Assistant Director of Nursing
regarding facility policy on the providing
incontinence care including the separation of
resident’s legs and cleaning of the vaginal area
and vulva.
CNA #! was re-educated by the Education
and Training Director on 3/29/12 regarding
tncontinence care including the separation of

_ resident’s legs and cleaning of the vaginal area
and vulva.

: 4, The Education Training and Director and/or
the Unit Managers will observe pericare on
five {5} residents three (3).times per week and _
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then five (5) residents weekly to ensure that
peri-care is being provided per policy
including the separation of resident’s legs and
cleaning of the vaginal area and vulva. Results
of these audits will be forwarded to the Quality
Assurance Committee monthly for three (3}
months for further recommendations. }f at
anytime concemns are identified, the Quality
Assurance committee witl convene to review
and make further recommendations. The
Quality Assurance Commitiee witl consist of at
a minimum the Administrator, Director of
Nursing, Assistant Director of Nursing and the -

© Social Services Director with the Medical
Director attending at least quarterly
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removed." The step by step procedure in
Procedure 17-4, kem number 15, described
female perineai care as "Using the other hand,
separate the labia. Clean the vulva by placing
your washcloth-covered hand at the top of the
vulva and stroking downward to the anus, First
clean one side, then the other side, and finally the
middle, using e different part of the washcloth
each time, until the area Is clean."

An interview with the Director of Nursing {DON),
on 03/08/12 at 11:30 AM, revealed the facllity
used the "Ligpincott's Textbook for Nursing
Assistants: A Humanlsiic Approach to Caregiving®
as & guide and procedural manual for incontinent
care. She revealed the facility folfowed the
standard of practice for Incontinent care.

A record review revealed the facility admitted
Resident #1 on 04/18/11 with diagnoses fo
include Chronic Kidney Disease, Type |l

Diabetes;Mental Disorder,-Acute Coronary ——

Syndrome.

An observation of incontinent care for Resident
#1, on 03/07/12 at 9:19 AM, reveated CNA #1
removed the resident's solied brief while he/she
was In the sidedying position on the bed,
Reglstered Nurse (RN} #2 assisted CNA#1 by
holding the resident in the side-lying position.
CNA #1 used a washcloth to wipe the resident’s
anal area and did not separate Resident #1's iegs
to ciean the vaginalfvulva area,

An Interview with CNA #1, on 03/09/42 at 5:30
PM, revealed she provided incontinent care for
Resident #1 on 03/07/12. She stated she cleaned
the resideni while hefshe was In the side-lylng
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Continued From page 6

position and cleaned from front to back, end
thought she cleaned the vaginal area; however,
she did not separate the resident's legs. CNA #1
stated to complete catheter care for a female
resident, she was suppose to star at the fabia
and go out. CNA #1 revealed she should wipe
between the resident's legs front to back,
separate his/her legs, and then wips downward.
She stated she did not do this because she knew
the nurse was coming in to remove the foley
cathetear, :

An interview with RN #2, on 03/09/12 at 5:10 PM,
ravealed she told the CNA "o check the front”
after ithe resident was roifled onto hisfher back.
She stated she was distracted by another nurse
entering the room with a specimen cup, a syringe,
and a neadls to obtain a urine specimen. She
stated CNA #1 wiped the front but she was not
sure if histher legs were separated or nol. RN #2
staled, as the licensed person it was her

-{-responsibifity- to ensure the incontinent-care was— - ——

completed correctly. She stated, due to the folay
and due o the feces in the brief, the legs should
have been separated to properly clean the
reskdent.

Interview with CNA #2 and CNA #3, on 03/09/12
at 8:55 AM and 9:05 AM, respectively, revealed
incontinent care should begin with the resident
lying on hisfher back, separate the legs, and wipe
from front to back using a differant washcloth for
each swipe. Then, the resident should be placed
in a side-lying position to clean the anal area,
CNA #2 and CNA #3 stated a second person
would he needed to assist with positioning and o
hold the fegs open.

483,25(n) INFLUENZA AND PNEUMOCOCCAL

F 315

F 334
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The facility must develop policies and procedures
that ensure that --
(i) Before offering the Influenza immunization,
each resident, or the resident's legal
representative receives education regarding the
benefits and potential side effects of the
immunization;
(i} Each resident is offered an Influenza
Immunization October 1 through March 31
annuaily, unless the Immunization is medically
contraindicated or the resident has already been
immunized during this fime period;
{li) The resident or the resident’s legal
representative has the opportunity o refuse
immunization; and
{iv} The resident's medical record includes
documentation that indicates, at a minimum, the
following:

{A} That the resident or resident's legal

the bensfits and potential side effects of influenza
immunization; and

(B) That the resident efther received the
influenza immunization or did not receive the
influsnza immunization due o medical
conlraindications or refusal.

Tho facility must develop policies and procedures
that ensure that --

(i) Before offering the pneumococcal
immunization, each resident, or the resident’s
legal representative recelves education regarding
the benefits and polential side effects of the
immunization;

{ii) Each resident Is offered a pneumococcal
immunization, uniess the Immunization is

-representative-was-provided education regarding -~ -+~ {-— oo~

no issues were identified.

2. A 100% audit was completed by the Unit
Managers on April 2, 2012 fo ensure that al
residents had been educated and offered the
influenza and pneumococcal vaccine upon
admission. All documentation was present and

3. All licensed nursing staff will be re-educated
by 4/21/12 by the Education and Training
Director and/or the Director of Nursing on the
importance of providing education and
offering the influenza and pneumococcal
vaccine upon admission into the facility as
well as the documentation of vaccinations.,

4. The Director of Nursing, the Assistant

Director of Nursing and/or the Unit Managers

will provide a chart review weekly on three (3)
- new admissions per week for twelve (12)

weeks if available to ensure that they are

offered the influenza and pneumococeal
--—-|--vaecing upon-admission and that the-—-- - o |
vaccinations are documented. Results of these
audits will be forwarded to the Quality
Assurance Commitiee monthiy for three (3)
months for further recommendations. Il at
anytime concerns are idenlified, the Quality
Assurance committee will convene to review
and make further recommendations, The
Quality Assurance Committee will consist of at
a minimum the Administrator, Ditector of
Nursing, Assistant Director of Nursing and the
Social Services Director with the Medical
Dircctor attending at least quarterly.
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medically contraindicated or the resident has
already been immunized;

{lily The resident or the resident's legal
rapraseniative has the opporiunity to refuse
immunization; and

{iv) The resident's medical record includes
documentation that indicated, at a minimum, the
following:

{A) That the resident or resident’s iegal
representative was provided education regarding
the benefits and potential side effects of
pneumococcal immunization; and

{B) That the resfdent either received the
pnaumococcal immunization or did not receive
{he pneumecoccal immunization due fo medical
contraindicatton or refusal.

(v} As an alternative, based on an assessment
and practitioner recommendation, a second
pneumococcal Immunization may be given after 5
years following the first pneumococcal
immunization, unless medically contraindicated or

the-resident or-the resident's-fegal-representative

refuses the second immunization.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record raview, it was
determined the facility failed to ensure the
documentation of education regarding benefits
and potential side effects of vaccines, as well as
dates that immunizations were last glven, were
offered to one resident {#17), In the selecled
sample of nineleen residants.

Findings inciude:
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Aninterview with the Director of Nursing (DON)
and the Asslstant Director of Nursing (ADON}, on
03/09/12 at 4:00 PM, revealed the facliity’s policy
was to offer and provide education and the
influenza and pneumococcal vaccines upon
admission. The Influenza vaccine was offered
between November and March each year, and
the pneumococcal vaccine was offered all year
round. The ADON revealed the documentation
should Include a Pneumococcal and Annuat
influenza Vaccine Information and Request form
and Immunization Record. The DON revealed the
facility tracked the residents who received the
vaccines. The DON and ADON reveated there
wore no known contraindications to the vaccines
for this resident.

A record review revealed the facility admitted
Resident #17 on 12/15/11 with diagnosis to
include a Femur Fracture. Further review
revealed.no-known.-allergies orno-kKnown.-— ooemdoe -

contraindications to the vaccines.

A review of the Pneumacoceal and Annual
Influenza Vaccine information and Request
revealed only the cenier's name end the
resident's name. There was no documented
evidence the vaccines were offered andfor
refused.

Areview of ihe Immunization Record revealed
oniy the resident’s name, a medical record
number, and the date of the residenf's admission
to the facility. Further review of the Immunization
Record revealed there was no documented
evidence the vaccines were administerad.
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A review of the facility's vaccine tracking log
revealed the resident was not (lsted.

Further interview with the ADON revealed the Unit
Manager admitted Resident #17 1o the facility;
however, she was no longer employed by the
facility. A phoneg calt was made, by the ADON, 1o
Resident #17's daughter, who revealed the
resident refused the pneumococcal vaceine,
Helshe had received the influenza vaccine, on
11/141/14, prior to admission to the facility.
483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

{1) Procure food from sources approved or
cansidered satisfactory by Federal, State or local
authorities; and

{2) Store, prepare, distribute and serve feod
under sanitary conditions

[+]
PREFIX {EACH CORRECTIVE AGTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
OEFICIENCY)
F 334
7
F 371

The doors on the refrigerator and freezer door
handles, seals, hinges and plate warmer were
cleaned on 3/7/12 as observed by Nutrition
Service Manager. The seals on the refrigerator
door were replaced on 3/7/12 and the floor is no
longer wet from moisture as observed by
Nutrition Service Manager on 3/7/12, The
baseboard ledge located behind the pan rack

Service Manager, The brown discoloration and

was cleaned on 3/8/12 as cbserved by Nutrition

{[ogh>

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, it was
determined the facilily falled to ensure food was
storad, prepared and served under sanitary
conditions. Observation, on the Initial tour and
during a tray preparation, revealed areas in the
kitchen with a bulld-up of grime. Additionally,
observations, on three consecutive days of the
survey, revealed mouse droppings present in the
kitchen where the clean dishes were stored. The
facility census was ninety-six {96} with four (4)
residents who received tube feedings.

monse droppings has been cleaned from the
racks of bowls date and as observed Nutrition
Service Manager 03/30/2012. The seals floor
and baseboard adjacent to the freezer and
refrigerator were cleaned on 3/8/12 as observed
by Nutrition Service Manager.

No mice have been seen in the kitchen and no
mouse droppings have been identified in the
kitchen as observed by the Nutrition Service
manager an 3/30/2012,
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Findings include;

Observation of the facility kilchen, on 03/06/12 at
10:45 AM, revealed a buitd-up of a black grimy
substance on the refrigerator and freezer door
handles, hinges and seals. The floor and base
board adjacent to the freezer and refrigerator had
a build-up of debris and grime. The fioor was wet
from moisture dripping from the botiom seal of
the refrigeralor, which was in disrepair. The plaie
warmer was observed o have a build-up of gray
grima on the perimeter of the lid and hinges, and
debris was around the inside of the of the
warmer.,

Observation of the facllity kitchen, on 03/06/12 at
12:00 PM, on 03/07/12 at 11:40 AM, and on
03/08/12 at 8:45 AM, revealed a baseboard ledge
located behind the clean pan rack. Furlher
observation revealed there were racks of bowis

MEDCO CENTER OF FADUCAH
PADUCAH, KY 42001
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DEFICIENGY}
Pest controt continues to service the facility at
F 371 | Continued From page 11 F 371} least twice per week. The pest control company

continues to service the facility on a minimum
of two {2} times per week and are also available
as necded on a 24 hour basis. Additional arcas
that mice may have entered facility have been
identified and repaired/ctosed. The cleaning
schedule has been updated to include
baseboards, outsides of refrigerator and freezer,
plate warmer and floors of walk-in freezer and
cooler. . All dietary staff have been re-educated
oii cleaning procedures and on completing
maintenance request for pest control concerns
by Nutrition Service Manager on 03/30/2012 .
Sanitation inspections will be completed five {5)
days per week by the Nutrition Service manager
for six (6) weeks then weekly for six (6) weeks
as well as by the Nursing Home Administrator
for weekly for twelve (12) weeks. Inspections
will include cleanliness of the kitchen and
inspection for any indication of mice,

Results of these audits will be forwarded to the
Quality Assurance Committee monthly for three
¢3) months for further recommendations. If at

- With-RUMErous mouse droppings;-and-irregular
hrownish-colored discolorations along the entire
length of the baseboard. The metal pan rack was
next to the baseboard and was full of clean pols,
pans and lids. A pan lid was observed off the
edge of the rack and touched the baseboard with
the mouse droppings and brownish stains,

An interview with the Diefary Manager, on
03/07/12 at 11:40 AM, revealed not all areas of
the kitchen were on a ¢leaning schedufe;
however, the kitchen staff should have cleaned
tha surface areas.

An interview with Kitchen Staff #1, on 03/07/12 at
11:55 AM, revealed she observed mice in the
kitchen on several occaslons. She was

anytime coneerns ave identified, the Quality
Assurance committee will convene to review
and make further recommendations, The
Quality Assurance Committee will consist of at
a minimum the Administrator, Director of
Nursing, Assistant Director of Nursing and the
Social Services Director with the Medical
Director attending at Ieast quarterly.
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frightened of mice, so she asked Kitchen Steff #2
to enter the kitchen first. An interview with
Kitchen Staff #2 revealed she entered the kitchen
first because Kilchen Staif #1 was afrald
whenever mice were visible in the kilchen. Mice
were seen in areas of the kitchen for a couple of
months. She revealed she did not see mice as
frequently, as she did in the past, but observed a
mouse In the kiichen about two days ago.

An interview with the Registered Dieticlan, on
03/08/12 at 8:45 AM, revealed mice were a
problom in the facility, especially in the kitchen.
The pest conirol company was working fo
eradlcate them and was doing the "routine stuff®
such as putting traps ouiside and inside the
facility. He reveafed that holes In the wall of the
kitchen were filled by malntenance last
December. The pest contro! technician was in
the facility on Tuesday (03/06/12), and a total of
six mice were found, so they "vamped up the

- baits.”_The Dietician revealed there was a risk for

illness due to the Infastation of mice.

An interview with the Maintenance Direclor, on
03/07{12 al 4:45 PM, and on 0:3/08/12 at 6:30
PM, revealed he was first aware of the problem
regarding mice, in December, and felt it was slilta
problem. He revealed he saw mice In the traps
and the kitchen staff reported sightings of mice to
him. The pest control company was notified a}
that time. He had the holes filled In the Kitchan
wall In December, and the pest controf techniclan
recently filled holes In the foundation of the
building. He stated he was unaware if the pest
conirol was effective; however, he was not seeing
"as many." He siated, "we are paying them [pest
confrol company}, they should be getting it under
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An inferview with the Administrator, on 03/07/12
at 5:20 PM, revealed the problem with the mice
started last May, after there was flooding in the
area. She revealed she observed a mouse in the
kitchen in October, whenever she was there
during a deep cleaning. She sald she observed a
mouse in a trap and residents reported seeing
mica on Wing 2.  Maintenance was well aware of
the problem, and sealed holes in the kitchen wall
and placad new door sweeps on some of the
doors. Additionally, she stated the mice In the
kitchen could be a potential health risk.
F 441 ] 483.65 INFECTION CONTROL, PREVENT F 441
55=D | SPREAD, LINENS
1. On 3/29/12 RN #3 was re-cducared on the | {3 1

The facility must establish and maintain an
Infection Contrel Program designed to provide a
safe, sanitary and comfortable environment and
io help prevent the development and transmission
of disease and infection.

{a) Infection Control Program

The facility must establish an Infection Contro}
Pregram under which it -

(1) Investigates, controls, and pravents infections
in the facility;

{2) Decides what procedures, such as isolation,
should be applled to an Individual resident; and
(3) Maintalns a record of Incidents and corrective
actions relaled lo infactions.

(b} Preventing Spread of Infeciion

{1) When the infecticn Control Program
determines that a resident needs isolation {o
prevent the spread of infection, the facility must
isolate the resident.

facility's policy on Enteral Tubes and ensuring
that ¢lean gloves are used throughout
procedure, The Director of Nursing observed
RN #3 recievint enteral medications on
03/29/12 and no issues with infection controf
were identified.

2. On 3/30/12, the Director of Nursing, the
Assistant Director of Nursing, and the Unit
Managers observed all residents with g-{ubes
receiving medication per Enteral Tubes and
noted that the policy was being followed with
Heensed staff using clean gloves during
administration of medications.

3. All licensed staff will be re-educated by the
Education and Training Director and/or the
Director of Nursing by 4/21/12 on the Enteral
Tubes policy and ensuring that clean gloves
are used when providing care for resident’s
who have g-tube placement.
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{2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residenis or their food, if
direct contact will transmit the disease.

(3) The facility must require staif to wesh their
hands afier each direct resident contact for which
hand washing is Indicated by accepted
professional practice.

{c)Linens

Personnel must handie, store, process and
transport Hnens so as 1o prevent the spread of
infection,

This REQUIREMENT Is not met as evidenced
by: .
Based on observalion, interview, and review of
the facility's policy/procedure, it was determined
the facility faited to maintain an infaction control
program io help prevent the development and
transmission of disease and infection,
Observatlon during a medication pass, on
03/06/12, rovealed Regislered Nurse (RN} #3
contaminated her hands during administration of
a medication via a gasironomy tube {(G-Tuba} and
did not wash her hands or reglove before
continuing administration of the medication via
the G-tube.

Findings include:

A review of the facility's policy/procedure, *Enteral
Tubes," daled October 2002, revealed standard
precautions would be observed throughout the
procadure which included clean gloves.

Director of Nursing andfor Unit Managers will
observe administration of medication to three
(3) g-tube resident three (3) times a week on
random shifts for two (2) weeks and then one
(1) resident weekly for ten (10} weeks 10
ensure that clean gloves are being used prior to
the administration of medications. Results of
these audits will be forwarded to the Quality
Assurance Committee monthly for three (3)
months for further recommendations, If at
anytime concerns are identified, the Quatity
Assurance committee will convene to review
and make further recommendations, The
Quality Assurance Committee will consist of at
a minimum the Administrator, Director of
MNursing, Assistant Director of Nursing and the
Social Services Director with the Medical
Director attending at Jeast quarterly
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Observation of a medication pass, on 03/06/12 at
10:50 AM, revealed Resident B was in bed with a
tube feeding infusing. The lube feeding was
turned off and RN #3 determined the tubing was
clogged when she checked for placement. She
pulied the bed linens back and touched the
{ubing, which had fecat matter on it. She asked
Resident B if he/she had a bowe! movement and
he/she shook hisfher head "yes." RN #3 then faid
the tubing back on the bed, and began to
manipulate the enteral fubing and the port,
without washing her hands or regloving.

An interview with RN #3, on 03/06/12 at 10:55
AM, revealed she "should have changed gloves,”
but did not. No further explanation was provided.

An interview with the Direclor of Nursing (DON),
on 03/08/12 at 10:55 AM, revaaled she would
have expected RN #3 to clean the contaminated
tubing, then wash her hands, reglove, and
continue to administer the medication. She
stated it was a "major risk factor for complications
and infection control."

F 469 | 483.70(h}{4) MAINTAINS EFFECTIVE PEST
s5=n | CONTROL PROGRAM

The facitity must maintain an effeclive pest
centrol program so that the facility is free of pests
and rodents. '

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, and review of

F 441

F 469
fa,
As of 03/30/2012 no mice or mice droppings l”;.:il

have been identified in the kitchen by the
Nutrition Service manager or the Nursing Home
Administrator.

As of 03/30/2012 no mice or mice droppings
have been identified in the kitchen by the
Nutrition Service manager or the Nursing Home
Administrator.
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the facility on a minimum of two (2( times per

the facifity’s pest control agreement, it was
week and are also available as needed on a 24

determined the facliity falled o ensure an : . h

effective pest control program so that the facility hour b:sfts.‘ "_Addhmo";! are'ads th?;,“:;ce Emy have

e sy v e G e

kitchen ravea‘led areas ‘wﬁh visible signs of completing maintenance request for pest control

mause droppings. Resident rooms were concems on 03/30/2012 by the Nutrition

observed with sticky traps and reporis of Service manager

observations of mice. Interviews with staft '

revealed mice were observed by residents, and Department Heads have been retrained on

staff In the kitchen revealed mice were seen 03/30/2012 by the Nursing Home Administrator

fraquently In the kitchen. on completing the pest log with identification of
where the pests were sighted and contact NHA

Findings Include: or Maintenance so that pest control company

can be notified immediately of any pests.

A review of the facility’s pest conlrol service
agreement, dated 09/22/10, revealed specific Facility rounds will be completed five (5) days
pasts to be controlted included mice, and per for six (6) weeks then three (3) times per
included all interior areas of the facliity structure. week for six (6) weeks by the maintenance staff

The sarvice guarantee sectlon llsted-"Camplete 1o identify any signs of pest activity.
guarantee for control of said pests{s) far life of Results of these audits will be forwarded to the

the agreement,” The agreement was signed by Quality Assurance Committee monthly for three
: _(3) months for further recommendations. If at

the Administrator, . r :
anytime concerns are identified, the Quality
A review of the facifity's Pest Confrol Log listed Assurance committee will convene to review
mice as the "pest type™ on 09/25/11, 10/24/11, and ]:pakz further reéomm(?ndath?!s. The cofat
12027111, 01/17/12, 02/08/12, 0213112, 02/17/12 Quality Assurance Commiitee will consist of =
and 02/25/12 a minimum the Administrator, Dlrcf:lor of
’ Nursing, Assistant Director of Nursing and the

. . Social Services Director with the Medical

Observations of the kitchen, on 03/06/12 at 12:00 Director attending at least quarterly.

PM, on 03/07/12 at 11:40 AM, and on 03/08/12 at
8:45 AM, revealed a baseboard ledge In the
kitehen, which was bshind the racks of clean
dishes, had mouse droppings and irregutar
brownish colored discotorations along the entire
length of the baseboard. An cbservation, on
03/07M12 at 9:45 AM, revealed there was a glue

trap, in Room 212, located on the floor by the '
base of the wall,
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An interview with Resident A, on 03/07/12 at 9:45
AM, ravealed he/she observed mice in histher
room more than once recently and the facility had
"placed a sticky trap in the room yesterday.”

An interview with Kitchen Staff #1 and #2, on
03/07/12 at 11:55 AM, revealed mice were seen
In areas of the kilchen for a couple of months,
and as recently as two days ago.

An interview with the Registered Dietician, on
03/08/12 at 8;45 AM, revealed mice were a
problem in the facility, especially in the kilchen,
and the pest control company was warking to
eradicate them. Thay had bean doing the "routine
stuff" iike traps inside and outside since
December. He revealed there were holes in the
walk of the dishroom of the Kitlchen, and
maintenance closed tha holes in December, The
pest control technician was in the facility, on
03/06/12, and six mice were found so they
"vamped up the baits.”

An interview with the Director of Nursing (DON),
on 03/07/12 at 3:40 PM, revealed she was aware
that Certified Nurse Aides (CNA) reported seeing
mice in the shower rooms about fwo months ago.
The DCN revealed she did not speak o the
Dietary Manager about the mice. She would have
spoken to her supervisor, but as DON, she
received reports from the staff and then reported
{o the Administrator.

An interview wilh the Administrator, on 03/07/12
at 5:20 PM, revealed she felt the probtem with the
mice started in May afler there was flooding in the
area and then it became worse. in Oclober, she
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obsarved a mouss in the kitchen and had seen
one In a lrap. Residents reported seeing mice on
Wing 2 and kitchen staff reported seeing mice in
the kitchen, She stated maintenance was well
aware of the problem and sealed holes In the
kitchen wall, and placed new door sweeps on
some of the doors.

Anintervlew with the Maintenance Director, on
03/07/12 at 4:45 PM and at 6:30 PM, revealed ha
was first aware of the problem about tha mice In
December and felt it was still a problem, He
spoke with the Administrator about it; however, he
could not recail the date. He revealed he
observed mice that were in fraps, and kitchen
staff . He filled holes in the kitchan wali in
December, and the pest control techniclan
recently filled holes In the feundation of the
building. He stated hs did not know if the pest
control was effective; however, he did not see as
many mice. He stated, "we are paying them [pest
control campany], they should be getiing it undar
cantrol.” The Malntenance Director revealed he
did not keep a log of the sightings,

An inlerview with the pest control techniclan, on
03/09/12 at 8:30 AM, revealed he provided a
monthly service fo the facility as well as an on
needed basis, and was available twenty-four
hours a day, seven days a wesk. The facility
notified him "two or three times for an as nesded
service call and he kept a Past Control Log to
show where aclivity was observed or reported.
He did not know the causs of the continued
infestation, but stated he suspected they
burrowed in the ground in front of the bullding and
may be under the concreta slab foundation. He
had patched holes in the foundation, on 02/25/12,
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and had bait stations outside, and glue boards,
traps and multi-catch units were in the building.
He stated the mice were “not messing with the
bait station outsids, all the activity had been
inside the building, and the kitchen was the hot
spot” and they keep finding more areas at the
building foundation. The pest control technician
stated, "no one ever sald what I'm doing was not
warking."
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Deficiencies were cifed with the highest
deficlency identified at "F" level.
K 025 | NFPA 101 LIFE SAFETY CCDE STANDARD K025 Smoke partitions extending above the ceiling

SS=F . . located in the attic throughout the facility that "l \ 9—3’ 1
Smoke barriers are construc.ted o prox‘rlde.at are noted 1o have penetration by wires will be
least a one ha}f hour fire res;stanc:e rafing in filled with barrier sealant caulk fire rated af least
acco.rdance wilh 8'_3‘ Stoke barriers may equal to the partition by facility maintenance
terminate at an atrium wall. Windows are staffon 4/15/2012.

protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two

saparate compartments are provided on each A complete facility audit of atl smoke barriers
floor. Dampers are net required in duct and doors will be completed by the Maintenance
penetrations of smoke barriers in fully ducted department on 04/15/2012 1o assure there are
heating, ventilating, and air conditioning systems. no penetratiens which attow the passage of
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4 smoke. Any identified concerns will be

corrected by mainfenance staff immediately.

Maintenance staff to be re-educated by NHA on
04/02/201 2 on ensuring all penetration in smoke
partitions to be filled with a material rated equat

This STANDARD is not met as evidenced by: i fition ¢ ist th f smok.
Based on cbservations and interview, it was to the partition {o resist the passage of smoke.
determined the faciity failed to maintain smoke Maintenance staff to inspect smoke barriers
barriers that would resist the passage of smoke extending above the ceiling monthiy for three
between smoke compartments in accordance {3) months. The reports of inspections wilt be
with NFPA standards. The deficlency had the reparied to the Administrator. Results of rounds
potential {o affect five {5) of five (5) smoke will be brought to Quality Assurance
compariments, residents, staff and visitors, The Committee monthly for one (1) quarler for
facllity is licensed for one hundred three {103} further recommendation. If at any time concerns
beds with a census of ninety six (86) on the day ate idenfified the Quality Assurance Committee

will convene to review and mnake further
recominendations. The Quality Assurance
Committee will consist of at a minimum the
Administrator, the Director of Nursing,
Maintenance Director, Social Services Director
and the Medical Director on at least a quarterly

of the survey.

The findings include:

Observation, on 03/08/12 at 9:30 AM, with the

Maintenance Director revealed the smoke basis.
partitions extending above the ceiling focated in
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the attic throughout the facility, were noted to
have penetrations by wires. The spaces around
the penetrations were not filled with a material
rated equal to the partition and could not resist
the passage of smoke,

Interview, on 03/08/12 at 8:30 AM, with the
Maintenance Director revealed he was not aware
of the penetrations.

Reference: NFPA 101 (2000 Edition).

8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
air ducts, pneumatic tubes and ducts, and similar
building service equipment that pass through
fioors and smoke batriers shall be protected as
follows:

{a) The space between the penetrating item and
the smoke barrier shali

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

2, Be protected by an approved device designed
for the specific purpose. '
{b) Where the penefrating item uses a sleeve fo
penefrate the smoke barrier, the steeve shall be
solidly set in the smoke barrier, and the space
between the item and the sleeve shalt

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

2. Be protected by an approved device designed
for the specific pupose.

{c) Where designs take transmission of vibration
into consideration, any vibration isolation shall

1. Ba made on either sida of the smoke barrier, or
2. Be made by an approved devics designed for
the specific purpose.

K025
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K027 | NFPA 101 LIFE SAFETY CODE STANDARD KO271  The four (4) identified homemade smoke barrier| /
SS=F access doors will be replaced with fire rated ‘1’ 2#’ poA
Door openings in smoke barriers have at least a doors that are self closing in the smoke

partitions above the ceiling n the attic are
throughout the facility. This work will be
completed by Brewer Construction company by
Aprit 15, 2012,

20-minute fire protection rating or are at least
1%-inch thick solid bonded wood core, Non-rated
protective plates that do not exceed 48 inches
from the boliom of the door are permitted.
Horizontal sliding doors comply with 7.2.1.14.

Doors are self-closing or automatic closing in , . . .

accordance with 19.2.2,2.6. Swinging doors are Coordinators \_vzll be instatled on cross corridor

not required to swing with egress and positive doors locaied in the 100 Hall and 200 Hall to

latching is not required.  19.3.7.5, 18.3.7.6 ensure doors ¢lose Properiy in the event of an

19477 ’ T TEe e emergency by facility maintenance staff by
w2 April 20, 2012,

Maintenance siaff trained by NHA on
04/02/2012 that all doors in smoke pariitions
are to close properly in the event of an

This STANDARD is not met as evidenced by: emergency as well as the requirement that ali
Based on observation and interview, it was access doors have a appropriate fire rating.
determined the facility failed to ensure access '

doors in smoke barriers were installed in Maintenance staff to inspect access doors in
accordance with NFPA Standards. The deficiency attic on monthiy basis for 3 months. Cross-

corridor doors will be inspected weekly for

had the potential to affact five (5) of five (5)
twelve {12) weeks to ensure they are closing

smoke compariments, residents, staff, and 4 , ¢
visitors. The facllity is ficensed for one hundred properly. Reports of inspections will be
three (103) beds with a census of ninety six (96) rePortcd to the Adm:ms..trator. Results of rounds
on the day of the survey. will bc_brought to Quality Assurance

Committee monihly for one (1) quarier for
further recommendation, If at any time concerns
L are identified the Quality Assurance Committee
The findings include: will convene to review tg’nd make further
recommendations. The Quality Assurance
Commiitee will consist of af a minimum the

Observation, on 03/08/12 at 9:30 AM, with the Administrator, the Dircctor of Nursing,
Maintenance Director revealed four {4) unrated Maintenance Director, Social Services Director
homemacde smoke barrier access doors Jocated and the Medical Director on at least a quarterly
in the smoke pariitions above the ceiling in the basis.

altic area throughout the facility.

interview, on 03/08/12 at 9:30 AM, with the
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Maintenance Director revealed he was not aware
the door in the attic must be rated for use,

Cbservation, on 03/08/12 between 9:30 AM and
11:00 AM, with the Maintenance Director revealed
the cross-corridor doors located in the 100 Hall,
and the 200 Hall, would not close completely
when tested, due to the doors not having a
coordinator t0 ensure the door without the
t-astragal would close first.

Interview, on 03/08/12 between 9:30 AM and
11:00 AM, with the Maintenance Director revealed
they were unaware the doors needed a
coordinator to ensure the doors would close
property in the event of an emergency.

Reference: NFPA 101 (2000 Edition)

19.3.7.3-

Any required smoke barrier shall be constructed
In accordance with Section 8.3 and shall have a
fire resistance rating of not fess than /2 hour.

Referance: NFPA 101 {2000 Edition)
Continuity 8.3.2

Smoke barriers required by this Code shafl be
continuous from an outside wall to an outside
wall, from a floor to a floor, or from a smaoke
barrier to a smoke barrier or a combination
thereof. Such barriers shalt be continuous
through afl concealed spaces, such as those
found above a ceiling, including interstitial
spaces,
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Reference: NFPA 101 (2000 edition)
8.3.4.1% Doors in smoke barriers shall close the
opening leaving
only the minimum clearance necessary for proper
operation
and shall be without undercuts, louvers, or grilles.
50| NFP. 1 LIFE .
K 0_ A10 SAFETY CODE STANDARD K850 A review of the scheduled dates and times of
SS=F fire drills for the month of April reviewed by the "{2.7/’3_‘

Fire drills are held at unexpected times under

varying conditions, at least quarterly on each shift.

The staff s familiar with procedures and is aware
that drills are part of established routine,
Responsibility for planning and conducting drills is
assigned only lo competent persons who are
qualified to exercise leadership, Where drilis are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of audibie
alarms, 19.7.1.2

This STANDARD is not met as evidenced by:
Based on Fire Drill record review and interview, it
was determined the facility falled to ensure fire
drills were conducted quarterly on each shift at
unexpected fimes, in accordance with NFPA
standards. The deficiency had the potential to
affect five (5) of five {5) smoke compartments,
rasidents, staff, and visitors. The faclity is
ticensed for one hundred three (103) beds and
the census was ninety six (98} on the day of the
survey.

The findings include:

Fire Drill record review, on 03/08/12 at 8:40 AM,
with the Maintenance Director revealed the fire

Administrator on 4/2/2012 noted the fire drills
to be scheduled at random unexpected times.

A review of the scheduled dates & times of fire
drills for the month of April reviewed by the
Administrator on 4/02/2012 noted the fire drills
to be scheduled at random unexpected times.

Maintenance staff trained by NHA on
04/02/2012 on conducting fire driils under
varying conditions and at unexpeeted or random

times.

NHA to review fire driils dates and-times of fire L. .-
drills monthly for three months to ensvre they
are being conducted under varying conditions at
unexpected times, Results of rounds will be
brought te Quality Assurence Commitiee
monthly for one {1) guarter for further
recommendation, If at any time concerns are
identified the Quality Assurance Commitiee will
convene to review and make further
recommendations. The Quality Assurance
Commiitee will consist of at a minimum the
Administrator, the Dircetor of Nursing,
Maintenance Director, Social Services Director
and the Medical Director on at least a quarterly

basis.
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drills were not being conducted at unexpected
times under varied conditfions. The first shift fire
drills were being conducted between 10:30 AM
and 1:15 PM, the second shift fire drilis were
being conducted between 2:30 PM and 4:30 PM,
and the third shift fire drills were being conducted
at 6:00 AM. This cbservation was confirmed with
the Administrator at the exit conference.

Interview, on 03/08/12 at 8:40 AM, with the
Maintenance Director revealed he was unaware
the fire drills were not being conducted as
required.

Reference: NFPA Standard NFPA 101 19.7.1.2.
Fire drills shall ba conducted at least quarlerly an
each shift and at unexpected times under varied
conditions on all shifts.

K 054 | NFPA 101 LIFE SAFETY CODE STANDARD K054

88=F
Altrequired smoke detectors, including those Smoke detector sensitivity test conducted by

activaling door hold-cpen devices, are approved, Premier Fire & Security on 03/30/2012 with no L[’ [ 33, I
maintained, inspected and tested in accordance issues found and will be conducted per NFPA '
with the manufacturer's specifications.  9.6.1.3 regulations going forward.

Smoke detector sensitivity test to be conducted
by Premier Fire & Security on 03/3012012 with
no issues found and wiil be conducted per

This STANDARD is not met as evidenced by: NFPA regulations going forward
utai )

Based on interview and Fire Alarm record review,
it was determined the facility failed to ensurs

smoke detectors were inspected and tested In Maintenance staff educated regarding
accordance wu?h NFPA standards. Th,e deficiency . regulations for smoke detector sensitivity testing
had the potential to affsct five (5) of five (5) by NHA on 04/02/2012.

smoke compartments, residents, staff and
vigitors, The facility is licensed for one hundred
three {103) beds with a census of ninety six (98}
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on the day of the survey.

The findings include:

Fire Alarm testing record review, on 003/08/12 at
8:30 AM, with the Maintenance Director revealed
the facility faited to ensure the Smoke Detector
Sensitivity Test was being performed on the fire
alarm smoke detectors as required by NFPA 72
{1999 edition) fo ensure their reliability.

Interview, on 03/06/12 at §:30 AM, with the
Maintenance Director, reveated he was unaware
the facility did not have a current sensitivity test
on the fire alarm smoke detectors.

Refarence: NFPA-72 (1599 edition)

7-3.2.1* Detector sensitivity shall be checked
within 1 year after

installation and every alternate year thereafter.
After the second

required calibration test, if sensitivity tests
indicate that the

detector has remained within its listed and
marked sensitivity

range {ar 4 percent obscuration light gray smoke,
if not

marked}, the length of time between calibration
tests shalt be

permitted to be extended to a maximum of 5
years. If the frequency

is extended, records of detector-caused nuisance

basis.

smoke detectors monthly for three months to
assture testing oceurred per manufacturer's
recommendation. Results of rounds wiil be
brought to Quality Assurance Commitiee
monthly for one (1} quarter for further
recommendation. If at any time concems are
identified the Quality Assurance Commiitee will
convene o review and make further
recommendations. The Quality Assurance
Cormmittee will consist of at a minimum the
Administrator, the Director of Nursing,
Maintenance Director, Social Services Director
and the Medical Director on at ledst a quarterly
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K 054 { Continued From page 8

alams

and subsequent trends of these alarms shall be
maintained. In

Zonhes or in areas where nuisance alarms show
any increase over

the previous year, calibration tests shall be
performed.

To ensure that each smoke detector is within its
listed and

marked sensitivity range, it shall be tested using
any of the foliowing

methods:

{1} Calibrated test method

{2) Manufacturer ' s calibrated sensitivity test
instrument

(3) Listed control equipment arranged for the
purpose

{4} Smoke detector/control unit arrangement
wheareby the

detector causes a signaf at the controf unit where
its sensitivity

is outside its listed sensitivity range

{5) Other calibrated sensitivity test methods
approved by the

authority having jurisdiction

Detectors found to have a sensilivity outside the
listed and

marked sensitivity range shall be cleaned and
recalibrated or

be replaced.

Exception No. 1; Detectors listed as feld
adjusiable shall be permitted

to be either adjusted within the listed and marked
sensitivity range and

cleaned and recalibrated, or they shall be
replaced.

K 056 NFPA 101 LIFE SAFETY CODE STANDARD

K 054

K 056
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~ onlinued From page 9 Kes6 Al recalled STAR MEI sprinkler heads 'f/—'lﬂ/
SS=F . . . o throughout the facility will be replaced by (-
.” there is an aufomatic sprinkler system, it is 04/23/2012. Facility wiil obtain a sprinkler head
installed in accordance with NFPA 13, Standard wrench as required by NFPA standards by
for the installation of Sprinkler Systems, fo 04/23/2012. Sprinkler heads in Room #209,
provide complete coverage for all portions of the #202, 4308 and #311 will be changed so that all
building. The system is properly maintained in sprinkier heads in the same compartment will
accordance with NFPA 25, Standard for the ) have the same response time by 04/23/2012.
Inspection, Testing, and Maintenance of This work will be completed by Armor Fire
Water-Based Fire Protection Systerns. Itis fully Protection. The shower curtains in Central Bath

i and Central Bath 2 on Wing 3 have been
replaced with curtains with mesh on
04102201 2.

supervised. Thera is a reliable, adequate water
supply for the system. Required sprinkier
systems are equipped with water flow and tamper . .
switches, which are eleclically connected to the ﬁ:&mpi,‘“c f;‘"’i’ty :é‘d‘itn‘,"'t" ';"" COTEE“C" by

o ursing Home Administrator or the
building fire alam system.  19.3.5 Maintenance Dirccior on er before April 15,
2012 to identify any recailed sprinkler heads,
mixed sprinkler heads in the same compartment
with standard response and quick response, or
any shower curtain that would block the

This STANDARD is not met as evidenced by: sprinkler coverage. Any identified concerns will
Based cn observation, fire alarm testing record be corrected,

review, and interview it was determined the

facility failed to ensure-the-building had a Maintenance staff’ have been re-educated by the
complaete automatic serinkler system, in NHA on 4/2/2012 regarding replacing any
accordance with NFPA Standards. The deficiency recalled sprinkler heads when notified of the

recall, the neccssity of having a wrench for
sprinkfer heads, ensuring all sprinkler heads in
the same compartment have the same response
times, and ensuring mesh is at the top of
curlains that could interfere with performance of
sprinklers. .

had the potential o affect five {5) of five (5)

smoKe compartments, residents, staff, and

visitors. The facility is licensed for one hundred

three (103} beds with a census of ninety six (S6)
on the day of the survey.

PP . Muaintenance staff will review quanterly
The findings include: sprinkler inspection reparts to identify any areas

of concern refated to the sprinkler system,
Maintenarce staff will audit monthly for three

Sprinkler testing record review, on 03/08/12 at
8:45 AM, with the Maintenance Director revealed
the sprinkler contractor that performed the
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K086 Continued From page 10

quarterly sprinkler test had identified the facility to
have recalled STAR ME1 sprinkier heads located
throughout the facility.

Interview, on 03/08/12 at 8:08 AM, with the
Maintenance Director revealed he was not aware
of the remarks on the sprinkler contractors report.

Observalion, on 03/08/12 at 9:40 AM, with the
Maintenance Director revealed the facility failed to
provide a sprinkler head wrench as required by
NFPA standards.

Interview, on 03/08/12 at 9:40 AM, with the
Maintenance Director revealed he was not aware
the sprinkler head wrench was missing.

Observation, oh 03/08/12 between 10:20 AM and
11:20 AM, with the Maintenance Director ravealed
a standard response sprinkler head and a quick
response sprinkler head located in the same
compariment--Tha compartments affected were;” -
Room # 200, #202, #308, and #311.

Interview, on 03/08/12 between 10:20 AM and
11:20 AM, with the Maintenanca Diractor revealed
he was not aware that the sprinkfars had to have
the same response time if the sprinkler heads are
iocated in the same compartment.

Observation, on 03/08/12 at 11:20 AM, with the
Maintenance Director revealed the curtains in the
Wing 3 Central Bath 1 and 2, did not have mesh
at the top and would block the sprinkler coverage
in the room.

Interview, on 0X08/12 at 11:20 AM, with the
Maintenance Director revealed he was not aware

K056 {3) months atl sprinkler heads and curlains to

assure they are of the same response time and
that curtains do not interfere with the
performance of the sprinklers. Results of
rounds will be brought to Quality Assurance
Committee monthly for one {1} quarter for
further recommendation. If at any time concerns
are identified the Quality Assurance Committee
will convene to review and make further
recommendations, The Quality Assurance
Committee will consist of at a minimum the
Administrator, the Director of Nursing,
Maintenance Director, Social Services Director
and the Medical Director on at feast a quarterly
basis.
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who hung the curtains without mesh, and did not
reafize they stiil had any without mesh

Reference: NFPA 13 (1999 Edition) 5-13 8.1

Sprinkless shall be instailed under exterior roofs
or canopies exceeding 4 Ft. (1.2 m) in width,
Exception: Sprinklers are parmitted to be omitted
where the canopy or roof is of noncombustible or
limited combustible cansteuction.

Reference: NFPA 13 {1999 Edition) 5-12 8.1

Actual NFPA Standard: NFPA 104, Table 19.1.6.2
and 19.3.5.1. Existing healthcare facilities with
construction Type V {111) require cornplete
sprinkler coverage for all parts of a facility.

Actual NFPA Standard: NFPA 101, 192.3.5,1.
Where required by 19.1.6, health care facilities
shall be protected throughout by an appraved,
supervised automatic sprinkier system in
accordance with Section 8.7,

K 056

-Actual-NEPA- Standard- NFPA- 01,5 7-1-1-Each
automatic sprinkfer system required by another
section of this Code shall be in accordance with
NFPA 13, Standard for the Instaltation of Sprinkler
Systems.

Actual NFPA Standard: NFPA 13, 5-1.1. The
requirements for spacing, locatfon, and position
of sprinklers shali be based on the foliowing
principles:

(1) Sprinklers installed throughout the premises
(2) Sprinkiars located 50 as not to exceed
maximum protection area per sprinkler

{3} Sprinkiers positioned and focated so as to
provide salisfactory performance with respect to
activation time and distribution.

K070 | NFPA 101 LIFE SAFETY CODE STANDARD

88=D

K070

FORM CMS-2567{02-99) Previous Versions Obsclela Event |D;SB2C21

Facidity 1D. 1003C6

f continuation sheel Page 12 of 18




PRINTED: 03/23/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0538-0391
STATEMENT OF CEFICIENCIES (1) FROVIDER/SLIPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NLIMBER: COMPLETED
A, BUILDING 01 - MAIN BUILDING 01
186272 5 VNG 0310812012
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE. Z:P CODE

80T MCGUIRE AVE,

MEDCO CENTER OF PADUCAH
PADUCAH, KY 42001

X4 1D SUMMARY STATEMENT OF DEFICIENGIES i FROVIDER'S PLAN OF CORRECTION s}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEYIOH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) T TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K070 Continued From page 12 K070} Space heaters in the Social Services office, and “}193}13-
Portable space heating devices are prohibited in the Administrators Offices were removed on

all health care occupancies, except in 03/08/2012.

non-steeping staff and employee areas where the
heating elements of such devices do not exceed
212 degrees F. {100 degrees C} 19.7.8

A fubl facility inspection was completed by the
Administrator and the Maintenance Director on
March 12, 2012 to assure no other space
heaters were present, none were identified.

Depastment heads have been retrained by the
NHA on 3/30/2012 that space heaters can only

This STANDARD iS- not me_t as e'vide.nced by: be used in non sleeping areas and employee
Based on observation and interview it was areas when the heating elements of such devices
determined the facliity failed to ensure, portable do not exceed 212 degrees I

space heaters used in the facility were in

accordance with NFPA standards. The deficiency NHA wiil make rounds on weekly basis for four
had the potential to affect one (1} of five (5) weeks and monihly for two (2) months to

smoke compartments, residents, staff and ensure that any portable space heaters that are in
visitors. The facility Is licansed for one hundred use do not have heating elements that exceed

three (103) beds with a census of ninaty six (96) 212 degrees F. Results of rounds will be brought
an the day of the survey. to Quality Assurance Committee monthly for

one (1} quarter for further recommendation, I at
any time concerns are identified the Quality

. Assurance Commitiee will convene foreview- - {— oo
and make further recommendations. The
Quality Assurance Committee witl consist of at

The findings include:

Observation, on 03/08/12 hetwveen 10:37 AM and

11:22 AM, with the Maintenance Director revealed L dmini be Di £

a portable space heater located in the Social a mitimum the Administrator, the .:reetort')

Servi Ofi c“'h Administrators Off Nursing, Maintenance Director, Social Services
ervices Office, and the Administrators ce. Director and the Medical Director on at least a

) quarterly basis.
Interview, on 0:3/08/12 between 10-37 and 11:22

AM, with the Maintenance Director revealed they
were not aware the heaters could not exceed
212°F in nonsleeping  staff, and employee areas,

Reference: NFPA 101 (2000 edition)

19.7.8 Portable Sgace-Heating Devicas. Pertable
space-heating

devicas shail be prohibited in all health care
occupancies.
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K 070 | Continuled From page 13

Exception: Portable space-heating devices shall
be permitted to be usad

in nonsleeping staff aad employes z2reas where
the heating elements of

such devices do not exceed 212°F {100°C},

Reference: NFPA 13 (1939 adition)

4-2.5.2 Valve rooms shall be lighted and heated.
The source

of heat shall be of a permanently installed type.
Heat tape shall

not be used in lieu of healed vaive enclosures to
protect the

dry pipe valve and suoply pipe against freezing.
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD
§S=F
Means of egress are continuously maintained free
of alf obstructions or impediments to full instant
use in the case of fire or other emergency. No
furnishings, decoraticns, or other chiects obstruct

7.1.10

This STANDARD is not ma! as evidenced by:
Based on obseivation and interview, it was
determined the facility failed to maintain exit
access in accordance with NFPA standards, The
deficiency had the potential to affect five (5} of
five {5) smoke compartments, residents, staff,
and visitors. The facility is licensed for one
hundred three (103) beds vith a cansus of ninety
six (96} on the day of the survey.

The findings include:

K070

K072

An observation by the Administrator on
03/30/2012 noted that there were no linen carts
vr wheelchairs in the comridors and that the
corridors were free for a means of cgress,

~ An obseivation by the Adminisirator en
03/30/2012 noted that there were no linen carls
or wheelchairs in the corridors and that the
corridors were free for a means of egress,

Facility staff will be retrained by the Director
of Nursing or the Nursing Home Administrator
related to maintaining a means of egress that is
free of obstructions or impediments on or before
Aprit 15, 2012,

Yosfis
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K072 | Continued From page: 14

Observation, on 03/08/12 at 9:35 AlM, with the
Maintenance Director revealad linen carts, and
wheeichairs were being stored in the carridors
throughout the facitity.

Interview, on 03/08/12 at 9:35 AM, with the
Maintenance Director reveated the facility
rautinely stored linen carts, and whesichairs in
the corridors.

Reference: NFPA 101 {2000 Edition)
Means of Egress Reliability 7.1.10.1
Means of egress shall be continuousely
maintained free of all obstructions or

or other emergency.
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD

88=E

impediments to full instant use in the case of fire

Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:
Based on observation and intarviewy, it was

standards. The deficlency had the potential to
affect four (4) of five (5) smoke compartments,
residents, staff, and visitors. The facility is

The findings includa;

determined the facility failed to ensure electrical
wiring was maintained in accordancs with NFPA

licensed for one hundred three (103) beds with a
census of ninety six {96) on the day of the survey.

Rounds will be made five days per for 4 weeks
K 072{ and once per week for 8 weeks on all shifts by
depariment heads to ensure means of egress are
maintained without obstructions. If at any time
concerns are identified the Quality Assurance
Commiltee will convene to review and make
further recommendations. The Quality
Assurance Committee will consist of at a
minimum the Administrator, the Director of
Nursing, Maintenance Director, Social Services
Director and the Medical Director on at least a
quarterly basis.

The junction box located under the kitchen sink
was covered on 03/08/2012 by facility

maintenance staff, ._\\9.‘:)\ [}%

All power strips identified on (3/08/2012
having medical equipment or another power
strip plugged into them were removed by

.. facility. maintenance staff prior-to-Mareh-15;- - | e oo — —
2012, This includes the battery charger for the
bed batteries loeated in the Wing 1 Med Room;
the oxygen concentrator and bed in room #100;
a wound vae and bed in reom #101; an oxygen
concentrator in room #102; the power strip in
room #107; a bed and damaged cord in room
H11E; a bed, refrigerator and air conditioning
unit in room #108; a bed and air matress in
room #110; a bed in room #212; a bed, B-Pap
and a mini nebulizer in room #207; a bed in
room #206; three (3) refrigerators in Wing 2
Med Room; the power strips in the Social
Services office; abed an IV pump in room
H300; beds in rooms #302, 307 and 320; an
oxygen concentrator and nebulizer in room
#304; an oxygen concentrator and minj
nebulizer in room #312; and, 4 bed and mattress

K147

pump in room #311,
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Observations, on 03/(8/12 batween 9:44 AM and
11:19 AM, with the Maintenance Dirsctor
revealed:

1) An open electrical junction box under the
kitchen sink.

2} A battery charger for the bed hatteries was
plugged into a power shiip located in the Wing 1
Med Roormn.

3) An oxygen concentrator and a bed weare
plugged into a power strip focated in room #100.
4} Awcund vac was piugged into an extension
cord, and a bed was plugged into a powsr strip
located in room #101,

5) Arn oxygen concentrator was plugged into a
power strip focated In room #102.

8} A power strip was lying across the residents
sink, Incated in voom #107.

7}  Abed was piugged into 2 power strip, and the
television cord was damaged and repaired with
electricat tape located in room #111.
-8)-—Abedwas plugged-intora powerstrip,alsea |
refrigerator and an air conditioning unit were
plugged into a power strip lacated in room #108.
9} Abed and an air matfress pump in 2 power
strip focated in room #1110,

10} Abedin a power strip located In reom #212.
11} Abed, B-PAP, and a mini nebulizer were in a
power strip Jocated in room #207.

12} Abed in a power strip located in room #206.
13} Three (3) refrigerators were plugged into a
power strip focated in the Wing 2 Med Roon.

14) A power strip was plugged inte another power
strip located in the Social Services Office.

15) Abed and an tV pump were plugged inio a
power strip located in room # 300

16} Ahed was plugged int: a power stnp focated
in room #302,307, and 320.

facility on or before April 15, 2012 to identify
any additional areas whete power strips are
being employed inappropriately or any
uncovered junction boxes. Any identified
additional issues will be corrected immediately
upon discovery.
Department heads and maintenance staff have
been retrained on not using multiple power
strips and not plugging medical equipment into
power strips by the Administrator on

- 04/02/2012.

' Maintenance staff will make weekty rounds for
four {4) weeks to identify any power strips that
may have been brought inte the facility and
remove them. Afer the initial four {4) weeks,
the Maintenance staff will make monthly rounds
for the same purpose for two {2) additional
months, Results of rounds will be brought to
Quatity Assurance Committee monthly for one
{1} quarter for further recommendation, If at any
time concerns are identified the Quality

_ Assurance Commitiee will conveng to review | _

and make further recommendations. The
Quality Assurance Committee will consist of at
a minimum the Administrator, the Director of
Nursing, Maintenance Director, Social Services
Director and the Medical Director on at least a
quarterly basis.
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17) An oxygen concentrator and a nebulizer were
plugged into a powear strip located in room #304,
18} An oxygen concentrater and a mini nebulizer
were plugged into a power strip focated in room
#312.

13) A bed and a maitress pump viere plugged
into & power strip located in room #5311,

interview, on 03/08/12 hatween 944 AM and
11:19 AM, with the Maintenance Director revealed
he was not aware the extension cords wera only
for temperary use, or the power sirins were being
misused. He was also not aware of the open
electrical junction boxas in the attic.

Reference: NFPA 89 (1999 adition)
3-321.2D0

Minimum Number of Receptacles. The number
of receptactes shall be deteminsd by the
intended use of the patient care arez There shall
be sufficient raceptacies located so as to avoid
the need for extension cords or muitiple outlet
adapters,

Reference: NFPA 70 (1989 edition}

370.28(c) Covers,
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requirements of Section 250-110, An extension
from the cover of an exposed box shall comply
with Seclion 370-22, Exception.
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