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Preparation and execution of this plan
of correction does not constitute ap
admission of or agreement by the
provider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiency. This Plan of
Coxrection 15 prepared and executed
solely because Federal and State Law
require it. Compliance has been and
will be achicved no Jater than the last

A Reocertification and an Abbreviated Survey were
conducted 11/16/10 through 11/16/10. AlLife
Safely Cade Survey was conducted on 11/17/10.
Deficlencles were clied with the highast Scope
and Sévarlly of an °F". ARO KY00018514 and
ARO KYQ00016516 were substantlated with no

{ deflciencies. ARO KY00015500 and ARO
KY00016616 were unsubstantlated with no

deflotencles. . ' + g :

. letion date POC.

F 318 483.25(c)(2) INCREASE/PREVENT DECREASE | Fa18| gorin oo 10 enuified i fuo FOC,
88=0 | IN RANGE OF MOTION . provided in the Plan of Correction,

Failure to dispute or chalenge the
alleged deficiencies below ls not an
admission that the alleged Tacts

| Based on the comprahenslve assessment of a
resldent, the facility must ensure that a resident

with a limited range of molion regslves
approptlate lreatment and services to Incre E c as  presented I the
range of mollon and/or to prevent further JAN - 7
.| decrease In range of mofion. ] ~12
BY: .
. ) _ F 318 D Yncrease/Prevent Decrease in
This REQUIREMENT Is not met as evidenced Range of Motion

by: )

Based on obsarvation, inlerview, and record
review It was determined the faalllly falled to
ensure rosidanta with limited range of mollon
recelve appropriate caré and services o Ingrease
range of motion or prevent further decrease in .
rangs of motion for oné {1) of elghteen.(18)
sampled resldents (Resldent #6).

Targeted Resldents

A Physicien’s order was obtained for
Physical Therapy to rescreen résident
#6 on 11-18-10. The resident has
refused therapy evaluations in the past;
however, she has recently agreed to
allow therapy to evaluate her for
contracture management. The resident

The find] Include: j? tfun'cntly on therapy casol‘oad with

nes . ) - limited progress and will bo discharged
Review of Resldent #6's medical record revesley soon ftom therapy with a restorative
dlagnoses which Included Mulliple Sclerosls, nutsing program for passive fa“ge,c'f
Diabetes Meliitus, and Pressure Ulcers, Review . | motion exercises and preventive,
of the Quarterly Minimum Data Set (MDS) contracture management.

Assessment dated 08/22/10, revealed the faclllly ' -

uaonamnv?zg%wphm REFRESENTATIVE'S SIGNATURE TILE : %) OATE
' ) — Admistritn 1/2//

ny dollclency statd’mer'ﬁ ;nding with e:éstarlsk {*) denotes a deficiancy which the Inafltution mqy' be exoused from correcling prodelng It Is ditermined that

thar saleguards provide sulficlent prolgltion lo the palients. (See Instruclions.) Except for nursing homes, the fingings staled above are diroloaable 90 days
lowing lhe date of gurvey whether or hot a plan of gorreolton is provided. For nursing homes, the above findings end plans of aorrection are disclosable 14
ays following lhe dafe these doouments are made avallable to the faclilly, "If deficlencles are clted, an approved plan of corteotlon Is requlsite 1o conlinued
togram panialpation. ’
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. | and required the-asslistance of staff to turn and

1111810, revealed orders to discontinue skliled

.Obsorvation of a ekin agsesstent on 11/17/10 at

assessed the resldent ag moderately impalred In
cognitive status, raquiring tolal assistance for
transfers, unable to ambulate, and as having |
limitations In range of motlon of both feet and legs
and partlal logs of voluntary movement of both
feet and lags,

Review of the Restdent Assessment Protacol
Summary (RAPS) daled 06/24/10, revealed the
resldent was dependent on stat for all Activities
of Daily Living (ADL's). Further review revealed
the resident was transiarred par a mechanical lift

reposition In the bed. :

Revlew of the Comprehensive Plan of Care dated
06/24/10 revealed the resident had the potential
for complloationa relaled to Multiple Solerosls and
required the assistance of gtalf for Actlvitles of
Dally Living related to dlagnoses of Debllity and
Muscular Wasting. The Interventlons included
agsisting with ADL care and mobf|lty. )

Further review of the medioa! record revealsd the
resident was discharged from the hospital on
11/12/10. Revlew of the Re-admisslon -
Physlelan's Orders dated 11/12/10, revealed
orders for Physaloal Therapy and Occupational
Thérapy to treat as ndicated per .
recommendation of a licensed therapist,

Further review of the Physiclan's Orders dated
Occupational Therapy and Physfcal Therapy and
restume Restorallve Nursing.

3:00 PM revealed contraciures of the resldent's
lower extromilles.

Hdentification of Other Residents
The Residents who are not currently on
a physical vehabilitation plan or on a
' nursing festorative program have h?en
assessed for-the need for a specific
yestorative program or 8

program to prevent joint confractures.
The RN Restorative Nurze and the
MDS Goordinators completed this on
12-15-2010.

Systemie Clianges

The CNA care plans and assignment
gheets have been revised to include
meiatenance ROM during ADL care to
increasefprevent decrease in range of
motion according to the resident’s
assessment care needs; this was

Coordinators. Also the resident’s will be
assessed by therapy services quartetly
per their MDS assessment schedule for
the need for skilled contracture
prevention management by & physical or
occupational therapist. In addition, the
RN Staff Development Coordinator in-

21-10 on providing vange of motion
exercises daily during ADL care a_nd
range of motion exercise competencies
and post tests have been completed on ali

new system and knowledge of range of
motion  exercises, this was also
completed by the RN Restorative Nusse
on 12-1-10 thru 12.21-10.

daily .
maintenance range of mation exercise -

" completed on 12-12-10 by the MDS .

serviced the CNA’s on 12-1-10 thru 12- -

CNA’s to validate comprehension of the

ORM CM&-2637(02-00) Previaus Vorslons Obsolsle
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F 318 | Continued From page 2 . Fa8 .
- | Interview on 11/18/10 at 11:00 AM with thé Monttoring

| the restdent did not recelve restorative nursing.

+ | CNA #7 stated she relerred to the Dally Care Plan
" | Record and the Assignment Sheet when

Hestorative Alde for Resldent #6's hall, revealed

8he stated the resldent used to get Range of
Mofion (ROM) and splints for the lower
extremities; howevar, it had been elght (8)
months or 8¢ gince the resident receive
restoratlve nursing. o

Interviow on 11/18/10 &t 12:00 PM with Cartifled
Nursing Assistant (CNA} #7 revealed shs was
assigned to the resldent that day, and was usually
assigned to the resldent, She stated the
regldent's legs were con{racted; however, she did
not parform ROM with the resldent and had never
been Inatructed 1o perform ROM for the resident.

providing vare. Review of the Dally Care Plan
Record and the Assignment Shest revealed there
was ho instruction for ROM on the Record.

Interview on 11/18/10 al 2:00 PM with the Nurse
Manager on Resldenl #6's hall, revealed the
aldes performed ROM wilh turning and
repositioring the residents. She further stated
she was unsure if there was to be a cerlain
amaunt of rapetiiions for the ROM done per the
CNA's or If the ROM waa listed on the Dally Care
Plan Records, or on the Aaslgnment Sheets for
the aldes 1o reference.

Review of the Information provided by the facliily
ravoalad the restdent last recelved restoratlve
hursing 10/09. Revlew of ihe Restoratlve Nursing
Program dated 10/09, revealed the resident had
decreased flexibillty of thé Joints and decreased
miobllity. The approaches Included assisting the

Daring the daily cece plan compliance .
younds the Unit Managers and Fouse
Supervisors  will observe  CNA's |
performing ADL care to enswe range of |
motion exercises axe being performed.
The observation compliance rounds will
be submitted to the Divector of Nursing

daily.

Correciion Date.
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resident to perform Actlve Range of Mdtion
(AROM) to all extremitles, ten {10) repetltlons per
jolnt for tilteen (16), minutes a'day, for six (8) days
& woek.

Interview on 11/18/10 at 2:30 PM with the
Restorative Nurge revealed each time a resident
was hospltalized, restorative hursing was
" | autematleally discontinued without a dlscharge
nots belng written. She further statad, each time
-a resldent returnad 1o the facility from the
hospltal, Physloal Therapy and Occupationsl
Thérapy Orders were rocelved from the Physiclan
for a-screen and evaluation f needed. She
further stated she wrote Restorative Nurslng Care
Plans basad on the referral of the Physlcal
Therapist's (PT) and Occupatlonal Therapist's
(OT) recommendalions when the resldent was
discharged from PT and OT,

Continued Interview with the Restorative Nurse
‘revealed tha residant Waa not recelving
rastorative nursing. She stated, if the resldents
were in'the restorativa nursing program, the
restorative aldes performed the restorative
nureing as per the Inglructlons In the Dally Care |
- | Plan Baok. She further staied once the residents

* | were discontinued from the restorative nursing
program, the aldea on the floor would provide
movamant of the res(denta’ exlremltles with
dregsing, turning and positioning, and ADL care,
She stated there was no plan for repstitions or for
specific ROM [f lhe resldents were not In the
restarative nursing program.

Review of the Interdlsciplinary Resident Data

Collection Form compleled by the OT and dated
111610, revealed the resldent was currently on
the nursing restorative program and the nursing

ORM CMB-2667(02-88) Pravious Varstons Obsolate Evenl ID:NQYAT? Fasility 1D: 100461 {-eonllnuation sheel Page 4 ol 10
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rasforalive program was appropriate with no
change from the last revlew. The Form further

-| stated the resident was bedridden and funclioning
at bassline,

Interview with the Oooupatlonal Theraplsl (omn
and Physloal Theraplst (PT) on 11/18/10 al 12:30
PM, revealed the OT had screened the resident
for QT and PT on 11/18/10.. The'OT stated she
had wrilten the Physiclan's Qrder to discontinue
PT and OT gnd to continoe the rastorative
'nursing because sherrevliewad the last restorative
note In the chart which was outdated, and thought
the resldent-was recelving restoratlve nursing
prior to the (ast hospltal admisslon. She further
slated, she had completed the screening on
11/16/10 and did not collaborate with the
restorative nurse. She slated she should have
gpoken with the restorallve nurse during the
aoreanlng ta find out exaclly what Interventions
restorative was providing befdre writing the order
to resume restorative nursing. Cantinued
Interview revealed the PT/ OT screen was a -
"chart review only”. She further stated the
resldent "'neads passlve ROM for IImbs".

Review of the facllity "Pollcy and Procedure for
Range of Motlon", revealed "residents Identited
as a risk for coniractures will have a ROM
program a minimurn of 6 days/ week unless that
frequenoy Is contraindicated. Ten repetitions wlll
he performad on each specified Joint unless
contralndlcated. The ROM Includes the programs
provided to prevent contractures and keep jointa
as limber'as possible”,

F 328 | 483.26(k) TREATMENT/CARE FOR SPECIAL Fa28
8= | NEEDS -

The faolllfy must ansure that resldents receive

DAM CMB-2567{02-99) Previous Verslona Obsolate Evanl 10:NOYAY Fazlilty 10: 100461 ) {1 continuation sheet Page 6 of 10
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F 328 Continued From page 6, : - F328] ¥ 328 E Treatment/Care for Speclal |
proper treatment and care for the following Needs |
lerﬁ g gltﬁ:: :: Vices: Torgeted Restdents E
Parenteral and enteral flul ds; On 1.1-17-10 the Representative from the l
Colostomy, ureterostomy, or lleastamy care; Regpivatosy Contract Company cleaned
Traoheoatb’m : ’ ' the oxygen concentrator filters identified ;
y oare; . 628, 698 .
Tracheal suctioning; in xooms 9B, 24B, 31B, 62A, 628, 698
AP ‘ being cleaned
Raapiratory care; and 54]?:..These lﬁltera are being ol .
Foot care; and per facility policies and a.ccotdmg 0
Prostheses. manufachirer’s recommendations.
This REQUIREMENT 1a not met ag evidenced Identification of Other Residents
“fhys AN residents requiring special services
‘Based on abservation and Interview It was have the potential to be effected
determined the facillly falled to ensure proper including those residents receiving
naintenance ol equipmen for contracled respiratory care services. All of the
reaplratory services., Oxygen concentrator fllters ORygen concontrators were checked and
waera olserved to be diry. _ filters cleaned oo 11-19-10 by the
. vespiratory contract company and are
The findings includs: being cleaned weekly. The Quality
. © Assurance Nurse audited vesidents -
Observation on environmentel tour on 11/17/10 at receiving oxygen on 1)-24.10 for
10:00 AM revealed oxygen concentrator fliters in. physician’s orders, that the oxygen flow
rooms @8, 248, 31D, 62A, 62B, and 698 had an sheet is being completed which includes .
ascumulation of dust and dirt, a respivatory assessment by the resident’s
| nwse ¢very shift, and that oxygen
Observalion of the oxygen concentrator fliter Jn signage i8 on the door, and that the
. |room 548 with the Unlt Manager on 11/17/10at oxygen tubing is dated and changed
10:30 AM, revealed a bulld up of dust and dirt on tiruely, and that the oxygen cannula is in -
the filter. Interview with the Unlt Manager at the a clean bag if not used and dated, and
lime, revéaled the lilter was dirty and needed to that the nebulizeys are being stored
be changed. . appropriately, and that oxygen filters are
) cleaned, and that the nebulizer flow sheet
Interview on 11/17/10 at 10:40 AM with the assessment 33 comploted with each
Director of Nursing, ravealed resplratory care treatment given. This complete andit is
services and equipment ware provided thraugh done each week by the: Quality
contract and the coniract company was Assurance Nurse.
. | responsible for malntenance of the oxygen -

QRM CMS-2667(02-86) Previous Verelons Obsolels " Bvent [D:NGYA11
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F 828 | Continued From page 6 * F328( The Quality Asswance Nurse audits!
coltesntrators, and oleaning of the oxygen - - physician’s orders end compares them toi_
conoenlrator filters. the Medication Administration Records|

(MAR) daily to ensure medications and:
Inter\new on 11/17/10 at 11:00 AM with the injections are  being administered;
Sarviea Technician, who was In the facllity appropriately, the facility cwrently has,
completing hle rounds, revealsg he.cleaned the no resident receiving IV therapy, we!
oxXygsh concenlrator filters every two (2) weeks currently have 6 residents receiving tube|
by ringing them under the faucet and squeezing feeding which is audited daily by the|
them dry, and then placed them back In the Quality  Assurance  Nupse  for|
oxygen concaentrator, He further stated, "they are adminlstration accuracy, site cleanliness,
pretly dirty today". be feeding bag and tubing labeled and!
L dated correctly, and that pump rate is!
Review of the "User manual for the Invacare -acourate, the faoility cwrently has 3§
Perfecto Series Oxygen Concentrator" provided colostomy’s aud 2 residents with aj
by the faclilty revealed the oxygen concentrator wrostomy which is checked daily by the
filter should be ¢leaned at least once a week facility treatment nurse for any signs of
depending on environiental conditions, and may discomfort or skin breakdown, all jssues
require more frequent cleaning of the fillers. are réported to the physician. The facility
Furthet review revealed the flller should be curtently hag no vesident with a
- | cleaned with a vacuum cleaner or washed In . dtracheostomy. The facility has a contyact
warm soapy water and rinsed thoroughly, and " with a Podintrist for foot disorders who
drled betore reinstallation. visits monthly and performs assessment
. ' ' ) and tveatment, The facility curvently has
Revlsw of the Oxygen Service Agreement with no resident with artificial limbs or eyes.
the contractor, provided by the tacllily, revealed No jssues were identified thra the audit
the Agreement Included bi-weekly Inventory process other than the oxygen filters
management of oxygen equipment and supplles, needed cleaning.
and bisweekly aquipment checks and cleaning.

F 441 | 483.65 INFECTION CONTROL, PREVENT F 441

88=D | SPREAD, LINENS
The facility must establish and malintaln an
infection Control Program deslgned to provide a
safe, sanltary and comfortable environment and -
to help pravent the development and tranamlsslon
of dleease and infection.

{2) Infaction Contro! Program
“The facllity must establish an Infectlan Controf -

fOAM GM842567(02~99} Previoys Verslons Obsolela
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Program under which it - Systemic Changes ,
(1) Invesligates, controls, and prevents Infections The facility changed the coatract with the
In the facility; Regp:rgtory Company to olean and
(2) Daoldes what procedures, such es Isolation, meintaln the concontrators ona  wedkly. .
should be applled to an Indlvidual resldent; and basis Ingtpac? of bi-weckdy on 11-26-1_0..
(3) Maintains & record of incldents and corrective The facility’s Qualiy Assurance Nutss
actiong related to Infections. will continue auditing the special needs:
. equipment and services as prior to the:
(b) Preventing Spread of Infaction survoy, but now this sudit has boen
(1} When the Infection Comrol Program updated to include the oxygen
determines that a resldent naeds lsolation to concentrators and oOxygon. concentrator
pravent the spread of infectlon, the faclllty must filtexs for cloanliness and making sure the
Isblate the restdent. “equipment i3 working propedy and:
(2) Tha faclity must prohibit employsse with a submittlag tho audits to tho Director of’
communioabls dlsease or intected skin leslons Nuising for review.
from direot contact with residents or thelr food, If
direct contact will transmit the disease. i
(8) The tacility must require staff to wash their Monttering . _ .
hands alter éach direct residant coniact for which The Director of Nussing will submit
hand washing is indicated by accepled findings to -the Quality Assvrance
professlonal practice. Committes Mestings Monthly for review
and recommendations.
{c)Linens- ——
| Personnel must handle, store, process and 12-22-2010
Tl’anaport linens so as to prevent the spread of F441D Infection Control, Prevent Spread,
infection, Linens
Targeted Residents
Resident #6 was assessed by the Advanced .
. Registered Nurse Practitioner (ARNP) on
: : 12/09/2010. Resident #6 has experienced no -
This REQUIREMENT s not met as evidenced negotive outcome related to this event, The ,
by: nurse iovolved with resident #6 waz |
Based on observatlon, Interview, and record immediately educated on 11/18/2010 on hand '
review It was determined the facllity failad to hypiene and gloving by the Director of
establlsh and maintain an Infectton Conirol Nuctlng. The aurse involved with the
Program designed to help prevent the unsampled resident was also |mmedlat‘e!y
developmant and transmission of diseass and °d°f‘“fd °“t.“‘r 1:!%010 °“1.P’°P°r. d'“f:"""“
contro prac IcC during routinc resident carc
Infection for ons (1) of alghteen (18) sempled . by the Disector of Nutsing.
résidenta (Resident #6) and for one (1)
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unsampled resident.
The tindings Include:

1. Review of Resldent #6's medical record
revealed dlagnoses which Included Multiple
Solerosls, Diabetes Mellitus, and Pressure Ulcers.

Obsarvation of a skin assesstment and drassing
changs on 11/17/10-at 3:00 PM revealad
Licensed Practloal Nurse (LPN) #5/Wound Nurse,
painted the right (ateral foot Pregsure Ulcer with
Betadine and then applfled a non- adherent
dressing, and wrapped the foot wilh Kerlex. She
then proceeded lo change gloves and palnt the
left medlal lower leg open area with' Batadine,
covered the area with a foam dressing, and
wrapped with Kerlex and changed her gloves.

The nurse then removed the soiled DuoDarm
dressing from the left hee! Presaurs Uicer which
had serous dralhage, changed gloves and
oleansed the area with wound cleanser, patted
the arsa dry, and placed DugDerm on the area.
Further observation révealed she changed gloves
and remaoved the solled dressing from the ald
non-healing abdominel surgical slte, changed
gloves and cleansed the area with wound
cleanser, and applled Mepilox dressing.

Continued observalion revealed the nuree
changed gloves and removed the solled
dressings to the lwo Pressure Ulcers to the right
bultock, changed gloves, oleansad the areas with
wound cleanser, and applled Aquacel with
Versiva. She then progeeded to change gloves
and cleanse the two Prassure Ulcers to the lelt

{ bultock with wound cleanser and applled Aquacel
with Verslva. Further obgetvation revealed she

Tdentification of Other Residents

All residents have the potential to be affected
by thiz practice. Residents with physiciag
ordered dressing changes will be observed
doting a  dressing change te  monlitor
compliance Wwith Infection control standards;
thls was completed by 12-21-10 by the RN
Staff Developroent Coordinator. Physicians'
orders; such as labs aod amtibiotics are
revlewed i the Clinical Meeting daily by the
nurse  manggement  steff,  including  the
Director of Nursing or dosignes, the Unit
Coordinator, and the MDS Coordinator.
Infections are tracked, trended and monitored
through the facility’s Qualily Assurance
Committee, the facility’s Infection tracking,
rending and monitoriog was reviswed at the
Quality Assurance Commnittee Meeling on 12-
15-10 with the Director of Nursing, Medical
Dircctor, Administrator, QA Nurse, Medical
Records Coordinators, both Socisl Service
Directors and Pharmacy in attendance,

‘ORM CMB-2567(02-00) Pravious Verelons Obselste Evant ID:NQYAH
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reroved the solled dressing from the Pressure In-servioing 18 corrently being comploted with
Ulcer on the coceyx, dhanged gloves, cleansed ﬁ;ﬁiﬁ“g:fﬂf‘;f_ﬁ;ﬁ‘:ni“];';'g :;:::;::z;
{ j ! ' '
K‘-.eui:; '.V:[Itlﬂ ggrt;?\:;cleanser and appiled and contoliing the spread of infection by
Y va. _ utilizing infection contro) practices during
routine “dally care of the resldents, proper !
Although the riurae performed wound care to hand hygiz;c, and gloving. In-:;w?oci
multlple wound sites, there was no evidence she includes the facility's Infeetion Conirol |
washed her hands belween wound siles, Program and process of invostigating and
' . . ) monitoring infections to prevent the spread of
Interview on 11/16/10 at 3:30 PM wilh LPN #5 illness. Licensed Nurses aré being evahm.tcd
revealad she normally 0ld not wash her hands on infection controi kmowledgs by * skills
betwaen wound sites; however, she did change ?;Epj‘gncle?ngﬁhp‘°p:' bead washing and
n [CES1 angos.
her gloves between each wound site. The in-services and skills competencies are
. ] , being conducted by the RN  Staff
Interview on 11/18/10 at 3:36 PM with the Development Coordinator/Assistant Director
| Assistant Direotor of Nurging (ADON), revealad of Nursing (SDC/ADON) sod trained Norsing
staft should wash hands and change gloves Supervisors  beginning  on  12-1-10. In.
between wound sltes when performing dressing servicing and skills competencies will be
changes, completed by 12-21-10. This in-scrvice is in
2. Observalion of the Medlcation Pass on included in the new hire orientation. The
11/16/10 at 6:15 PM révealed Licensed Practical _ SDC/ADON  coordinates nd _ conducts
Nurse (LPN) #2 dropped a plll on top of the oricatation for newly hired cruployecs.
madicallon cart. The nured pleked up the plll with , '
her bare hands and adminfstered It \o an Monitoring
 unsampled resident. Licensed Nurses will be audited goasterly by
_ o observlation otilizing & skills competency
interview with LPN #2 on' 11/16/10 at 5:20 PM cheeklist for wound dresslog changes and
| revealed she knew she should have discarded hond  hygiens. The resalts of theso
the dropped plll and obtalned another one. She competencles Wil be submitted to the
slated "l was nervous®. monthly Quality Assurance Comnittce for
Teview, ovaluation and recommendations.
12-22-2010

‘OAM CMG-2567(02-99) Previus Verslans Obsolste Evant 10:NQYAY
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Sysieric Changes

The facility changed the contract with the
Rospiratory Company to clean and
maintaiy the concentrators on &  weekly
basis istead of bi-weekly on 11-26.10.
The facility’s Quality Assurance Nurse
will continue aunditing the special needs
equipment and services as prior to the
survey, but now this audit bas been
updated to include - the oxygen
concenfrators and oxygen concentrator
filters for cleanliness and making sure the
equipment 38 working properly and
submitting tho audits to the Director of
Nursing for review.

Monitoring

The Director of Nursing will submit
findings to the Quality Assurance
Committee Meetings Monthly for review
and recommendations.

No. 024/

12-22-2010
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K 000 | INITIAL COMMENTS - K 000| Preparation and execution of this plan of

correction does not constitute an admission
of or agreement by the provider of the

A Life Safety Code Survey was initiated and truth of the facis alleged or conclusions set
concluded on November 17, 2010, for compliance forth in the statement of deficiency. This
with- Title 42, Code of Federat Regulations, Plan of Correction is prepared and
§483.70. The facllity was found not 1o he In executed solely because Federal and State
compliance with NFPA 101 Life Safety Code, Lz.\w require it. Cmnphanc.e has been and
| 2000 Edition. Deficiencies were cited with the - will be achieved no later than the last

completion date identified in the POC,

i § i = .
highest scope and severity being a "" Compliance will be maintained as provided

K 062 |- NFPA 101 LIFE SAFETY CODE-STANDARD K 062. in the Plan of Correction. Failure to
86=F T dispute or challenge the alleged deficiencies
- | Required automatic sprinkler systems are below is not an admission that the alleged
continuously maintained in reliable operating facts occurred 5 in the

 condition and ate inspected and tested
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25
9.7.5

@”}%ﬁ

This STANDARD is not met as avidenced by:
Based on observation, interview and record

Coirective _Actions  for _ Targeted
Residenis: '

review, the facility failed to ensure the sprinkler : There were no specific residents idenlified
system was maintained according to NFPA as affected by this practice. Maintenance
standards. This deficlent practice had the audited and cteaned all sprinkler heads in
potential to affect seven (7) of seven (7) smoke - the building on 11/18/10. A Full flow tip
compartments, staff and ail the residents. The : test was performed by Koorsen Fire and
facility has the capactly for 118 beds with a Security on 11/23/10.

consus of 89 the day of survey. Identification of Other Residenfs with

. Potential {o Be Affected:
All residents have a potential to be
affected by this practice.

The findings: inciude:

During an observation on November 17, 2010, at
11:50 a.m., with the Director of Maintenance
{DOM), two (2) sprinkler heads located in the attic
area, In front of the dining hall, were noted to be
covered with blown in insulation. This would have
kept the sprinkler heads from reacting as
intended:

An Interview with the DOM on November 17,
ORATORY DIRECTQR'S OR PROVIDER SUPPL!EF! HEP?ESENT TIVE'S BIGNATURE

defimency stat ment endln 1th an aslensk( ) de otes & deficlency which the institution may be @xcused from correollng prov:dlng |t is deler Ined 1 ai
i safeguards provide sutficient protection 1o the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
wing the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
s fotlowing the date these documents are made available to the facliity. If deficiencies are cited, an approved plan of correctlon is requisite to continued
jram partlcipation.
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K 062 | Continued From page 1 KOB2! systemic Changes:
2010, at 11:50 a.um,, revealed the insulation wags Facility added alt sprinkler heads in the
added back [n the summer and the DOM was not | attic onfo their Monthly Sprinkler Check
| aware the insulation was on the sprinkler heads. form on 12/7/10 to ensure ali are cleaned
Insulation on the sprinkler heads was observed In and maintained. The Faciity updated the
three (3) more attic-areas during the survey. Fire and Safety Inspection form that is
. : utI|IZBd. for tracking of all Fire System
Arecord review on November 17, 2010, at 1:00 '1”23,*;%'02‘3 by }hde S?:feltly ﬁ"m'“'?teet on
a.m., revealed a full flow trip test was conducted somttion cvae s e oW Ui test
pection every 3 yrs. The Safety Team
.| on March 6, 2007, This test ensures the sprinkler was in-serviced on 12/9/10 regarding
system is operating as Intended. An interview | these updated forms along  with
with the DOM on November 17, 2010, at 1:00 completing a Monthly Fire Safety
‘a.m., revealed the DOM-was not aware this test is Equipment Checklist to be ufilized in
requjred every three (3} years, ' " checking sprinkler heads during their
. . monthly safety rounds,
Reference: NFPA 25 (1998 edition) o
: ) Monitoring;
} * : The Administrator will conduct periodic
sy Sy G o
completed by Maintenance to ensure all
corrosion, foreign maieriafs pamt and physical Sprinkler heads are being cleaned. The
damage and shall be InStaued in the proper Safety Team will complete a Monthly Fire -
otlentation (e.g., uprignt, pendant, or sidewall). Safety Equipment Checklist during
Any sprinkler shall be replaced that Is palnted, monthly rounds throughout the building,
corroded, damaged' loaded, or in the improper and attic to ensure all Sprinkler heads are
orientation. freg from debris. The Safety Team will .
review all Inspections of the Fire System
9-1* Geheral. and. when they are due on a monthly
| This chapter shall provide the minimum gﬁﬁtyARgs'sf;ﬁcse WSLIE%E{Q: gfgtr t?h:g:
tequirements for the routine inspectlon, testing, months for monitoring. 12-22-2010
and maintenance of valves, valve components,
and {rim. Table 9-1 shall be used to determine the
minimum requirsd frequencles for inspection,
testing, and maintenance.
Table 9-1 Summary of Valves, Valve
Components, and Trim hspeetion, Testing, and
Maintenance - .
Trip test Annually
Full flow trip test 3 years
K076 | NFPA 101 LIFE SAFETY GODE STANDARD KO76

QORM CMS-2667(02-99) Previous Verslons Obsolele
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83=D} .- .
Medical gas storage and administration areas are
protected in accordance with NFPA 99, Standards
for Health Care Facilities. :

(a) Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by a one-hour
separation. .

{b) Locatlons for supply sy'stems of greater than
3,000 cu.it. are vented to the outside. NFPA 99
4.3.1.1.2, 19.3.24 '

This STANDARD {s not met as evidanced by:
Basad on observation and Interview, the facllity
falled to ehsure that oxygen cylinders were stored
accotding to NFPA standards. This deficlent
‘| practice had the potential to affected onea (1) of
seven (7) smoke compartments, staff and
approximately twenty (20) residents. The facillty
has the capacity for 118 beds with a census of 89
the day of survey

The findings includs:

During the Life Safety Code tour on November
17, 2010, at 10:25 a.m., with the Director of
Maintenance (DOM), twenty-five (25) " E" slzg
oxygen cylinder tanks were observed to be stored |
In the oxygen storage room. These tanks wers
within five {5) feet of combustible storage,
Oxygen cylinders while in storage and in
quantities greater than 300 cu. feet must be kept
five (8) feat from combustibles. :

The Safety Téam was in-serviced on the .

| began on 12-9-10 and will be completed

Corrective __ Actions for Tavgeted
Residents:

There were no speclﬂc :eSJdents identified
as affected by this practice. Facility
divided E Tanks into two different sides
of the building (two different smoke
compartments) so not. to exceed 12 E
tanks or 300cu, feet in these areas on 12-
7-10.

Identification of Other Residents with
Potential to Be Affected:

All residents have a potential to be
affected by this practice. Facilty is
compliant with KO76. )

éystemic Changes:

placement of the 02 tanks on 12-09-10,
Facility Contract Oxygen Company was
informed of this change on 12-08-10 by
the Administrator. In-servicing of all staff

by 12:21-10.

The Central Supply Clerkwill conduct
weekly audits to ensure facilily does not
exceed more than 12 e-anks in both
designated areas .The Safely Team will
conduct monthly rounds to ensure oxygen
is stored accordingly. Any issues will be -
brought to the Quality Assurance

Commitlee for 3 months for menitoring, 12-22-2010
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An Interview revealed the Director of
Maintenancae, at the time of the observation,
revealed the DOM was not aware of this
requirement. Quantities 300 cu. ft. (12 E sized
cylinders) and less may follow the requirements
of S&C-07-10.

Referefice: S&C-07-10

Up to 300 cu ft {12 E sized cylinders) of -
nonflammable medical gas can be located
outside of an enclosure (per smoke-
compariment) at locations open.to the corridor
such as-at anurse ' s statlon or In a corridor of a
healthcare facility.

This ameunt of nonflammabkle medical gas per -
smoke compartment Is not considered a hazard If
the containers are properly secured, such asina
rack to prevent them from tipping over or being
damaged. In this case the medical gas Is
considered an " operational supply " and not
storage. If the cylinders are placed in & corridor
they should be placed so as not to obstruct the
use of the coarridor. This amount of medical gas
is In addition to those cyiinders contalned In
crash carts " and in use on wheelc’nalrs or
gurneys.

The term "PRN" means " asneeded." An
individual cylinder placed in a patient room for
immediate use by a patient is not requwed o be
stored in an enclosure and is considered in use.
It should ke secured to prevent tipping or damage
to the cylinder. if the resident does. net need the
| use of oxygen for an extended period of time,
such as several days, then the medical gas
container should be removed from the room and
propetly secuted in an approved storage room.

Reference: N?PA 09 1899 edition
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K076 | Continued From page 4

0 188.1.41.2
Storage for nonflammakle gases greater than 8.5
m3 (300 {t3) but less than 85 m3 (3000 L3} -
(A) Storage locations shall be outdoors in an
enclosure or within an enclosed interior space of
noncombustible or limited-combustible
construction, with doors (or gates outdoors} that
can be secured against unauthorlzed entry.
{B) Oxidlzing gases, such as axygen and nitrous
oxlde, shall not be stored with any flammable gas,
liquid, or vapor.
| {C) Oxidizing gases such as oxygen and nitrous
oxide shall be separated from combustibles or
materials by one of the following:
(1) Aminimum distance of 6.1 m (20 ft)
(2) Aminimum distance of 1.5 m (5 fi) if the
entire storage location is protocted by an -
automatic sprinkler system designed in
accordance with NFPA 13, Standard for the
Installation of Bprinkler Systems
(3) An enclosed cabinet of nohcombustible
- | constiuction having a minimum fire protection
rating of 2 hour, An abproved flammable liquid
storage cablnet shall be permitied to be used for
oylinder storage,
8-3,1.11.3 Slgns. '
A precautionary sign, readable from-a distance of
51t (1.5 m), shall be cohspicuously dlsplayed on
each door or gate of the storage room or
enclosure. The sign shall include the following
wording as a minimum:
CAUTION
OXIDIZING GAS(ES) STORED WITHIN

NO SMOKING
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD
Ss=F| : . '

. | Generators are inspected weekly and exercised

under load for 30 minutes per month in
accordance with NFPA 93, 3.4.4.1.

K076

K 144
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Corrective = Actions  for Targefed
Residents: 7
There were no specific residents identified
‘as affected by this practice. The
Maintenance Department was in-serviced
on 11-18-10 on regmding how to
manually start the generator by the
, transfer swifch on 11-18-10 by the
This. STANDARD is not met as evidenced by: - ﬁaf“fcfaaurer O}g_ th?t ge?erator‘ Tlllle .
Based on an interview, the facility failed to- am;nﬁ,lmc Cpartmen he ma‘_nuafx
maintain the generator set by NFPA standards. Stafteh “fl %‘gn%am.lhm L ed franster
This déficient practice had the potentlal to switch on 11-18-10 without Incident.
affectod seven (7) gf Se(;!e’? E]?) smﬂke Identification of Other Residents with
compartments, staff and eighty nine (89) Potential to Be Affected:
residents. The facllity has the capacity for 118 Al residents have a potential to be
beds with a census of 89 the day of survey, affoctad by this practice.
The ﬂhdlngs fnclude: Systemic Changes: _
The Maintenance Depailment has added
During the Life Safety Code tour on November the manual start of generator via the .
17, 2010 at 10:15 a.m., an interview with the transfer switch onto their monthly audit
Director of Maintenance (DOM) at the generator form to ensure this is completed. The
.| transfer switch revealed the DOM was not aware Safety Team was in-serviced
the generator transfer swiich was required to be regarding the transfer switch being .
tested monthly. Monthly testing ensures this tested monthly and on the updated
 switch remalns dperational. There was no audit sheet for tracking the testing of
documented evidence the facillty provided the Transfer Switch. The Maintenance
monthly testing as required. Director will be responsible for .
_ , ensuring this test is completed -
Reference: NFPA-110 1999 edition monthiy.
6-4:5 Level 1 and Level 2 transfer switches shall Monitoring; o .
be operated monthly. The monthly test of a Tit]xe Maintenance Director will bring gudlt
transfer swiich shall consist of electrically . SM:‘;:ﬁgtof;? ere“\'fgxh“'}'\ff f;tgug; n‘mntgz
operating the transfer switgh from the standard brought to Quality Assurance -Committee
: pOSItlon fothe altemlete pOSIthﬂ and then a return for three months for monitoring. 12-22-10
to the standard position. : :
K147 NFPA 101 LIFE SAFETY CODE STANDARD K147 '

ORM CMB-2667(02-98) Previous Versions Obsolete
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558=D ' . .
Electrical wirlng and equipment Is In accordance Corrective Actions for Targeted
with NFPA 70, National Electrical Code, 9.1.2 Residents:
I ' ! » el There were three specific residents

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure electrical power sirips were being
used In an approved manner. This-deficient
practice had the potential fo. affected two (2) of
seven (7) smoke compartments, staff and three
(3) residents. The facility has the capacity for 118
beds with a census of 89 the day of survey

The findings Include:

During the Life Safety Code tour on November
17, 2010 at 11:00 a.m., with the Director of
Malntenance (DOM), a nebulizer and electrical
hed cord was obsetved to be plugged into a multi
outlet adapter (power sitip) In resident room
humber 20, Generally power strips with surge
protection may be used for resident television,
computers, radios etc., on an as needed basls,
but not to be used with medical equipment to help
pravent against electrical shock,

An interview on November 17, 2010 at 11:00
a.m., with the DOM revealed the DOM was awars
that power stiips should net be used with medicat
equipment. Durlng the survey resident room
‘numbers 31-and 51 were also observed to be
using medical equipment with power strips.

Feference; NFPA 99 1999 edition

~staff audited all rooms to ensure no

identified as affected by this practice.
Facility Maintenance Staff’ -~ removed
Medical Equipment that was plugged into
power strip in rooms 20, 31 and 51 on .
11/18/10 and plugged into appropriate
receptacles. The facility Maintenance

medical equipment was plugged into
power strips in all other resident rooms on
11/18/10.

Identification of Other Residents with
Potential to Be Affected:

All residents have a potential to be
affected by this practice,

Systemic Changes:

All staff willi be in-serviced regarding the
use of power stips beginning 12/8/10-
12/12110. The Facility Maintenance Staff
Conducted an audit on 11/18/10 regarding

which rooms - needed  additional
receptacles fo avoid the need for power
strips, extension cords, etc. The

Maintenance Staff will install additicnal
receptacles in rooms 20, 31 and 51 and
any identified needed rooms by 12/21/10.
The Safely Team was in-serviced on
12/9/10 on this reguirement along with
their responsibility of reporling any issues
found duting their monthly room rounds,

JRM CM'S-2567(02-99) Previous Varslons Obsolels
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K 147 | Continued From page 7
3:3.2.1.2D

adapters. :

| 2. Minimum Number of Recepiacles, The number
of receptacles shall be determined by the .
intended use of the patient care area. Thete shall
be sufficient receptacles located so as to avoid
the need for exterision cords or multipte outlet

K'147| Monitoring:

The Maintenance Staff will be responsible
for doing menthly audits of rooms to
ensure enough receptacles are available
to keep from using power strips, efo. for
Medical Equipment. The Safety Team will
complete Monthly room rounds and will
report any rooms found to need additional
receplacles to Maintenance. Any issues
will be brought to the Quality Assurance
Committee for = three months  for
monitoring.

12222010
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