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F 000 | INITIAL COMMENTS F 000
Astandard health survey was conducted on ]
1[_)/23-251_12 Daficient pracllcev!ras id_e;hl:\:iel 483.15 (h) (2)Housekeeping and
F253 ::2 f‘sihrig?féusséﬁﬁée gty i} ' Fos3 Maintenance Services
y ? 1) No resident waes identified
558 MAINTE-NANCE SERVICES to have had an adverse
The facility must ide housekeeping and outcome from this deficit
maintsnance sarvices nacessary to maintain a practice.
sanitary, ordedy, and comiartable interior, 2} All residents have the
potential to be affected
. ‘ therefore, an audit of all
This REQUIREMENT ia not met as evidencad residents room doors have been
by: ) conducted to eneure no other
Basad on obsenvation, Interview, and record resident's doors was affected
Lewe‘we't maiﬁ;nr:gnaa?tdm;::tlaﬂg;:g:(:;wm by this deficit practice.
nacessary to maintain a sanitary, orderly, and :;:tlw::: :i?d:n; '8 doors
comfortable interior. Resident room doors were X gcted are
scarmed with indentations (n the wood from door being patched in °rder_
handlos scraping the door, A decorative support to remove the indentations
column on the aviary/bird habitat was cbsarved to { and scratched areas,
have a large hole al the botiem of the column the hole in the
near the fioor. aviary/bird habitat column
was repaired with a vinyl
The findings include: patch.
A review of the facility policy titled Maintenance
Servicas, revised 01/04/12, rovealed it was facifity
policy for staff io fill out maintenance slips and
piaca in the Mainienanca box located af tha
nurses’ station when probiems ware ldenlifiad
with the resident environment.
Observations conductsd during an environmental
four conducted on 10724/12 at 10:00 AM,
ravealed doors were visibly scratched with
indentations in the wood from door handies-

LARORATORY PROVIRER/SUPPLIER EBENTATIVE'S SIGNATURE TILE DATE

m. dAD oY/ 20/&2
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other gafeguards provida sufficiant proteciton to the patients . {Sas Lnatructions,) Eﬂﬂhmﬂmmmamﬂnmmmdahvaamd'muawm
following the date of survey whether of not o plan of corraction s provided. For ursing hames, the above findings and prans of correction ame disclosable 14
days folowing the date fhese doaumaents era made avallabie to the fecilly, irdﬂﬂdandmmdteamnppmvedphndmndehmuumbmﬂnued
program participation,
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rubbing the door in resident rooms 101, 102, 104,
1086, 1086, 108, and 114. A decorative support

coiumn on the aviary/bird habitat was observed to
have a large hole, appraximatsly six inches by six
inches, at the battorn of the column near the fioor.

An intervisw conductad with the Maintenance
Director on 10/25/12 at 2:10 PM, revealed the
Maintenance Director was aware of the damage
to the doors. Tha Maintenance Direcior stated he
had not repalred the doors because he "thought
the deors had to be replaced and could not be
repaired.” Further inferview ravealed the
Maintenanca Diracior was aware of the hale in
the aviary/bird habitat but the damage to the
column had not been repaired because the
Mainienance Dirgctor was not sure how lo repair
the hole.

An interview conducied with RN #1 on 10/25/12
al 3:00 PM, revealed RN #1 had conducted
monthly QA audits for consams with facility
appearance and had idantified the damage fo the
resident room doors. The RN had not identified
the hole in the aviary/bird habitat during the QA
audits. According fo the RN, no QA action had
baen taken related fo the doors not belng
repaired.

F 323 | 483.25(h) FREE OF ACCIDENT

85=E | HAZARDS/SUPERVISION'DEVICES

The facility must ensure that the residant
environment remains as fres of accident hazards
as is possible; and each resident receives
adequate Supervision and assistance devices fo
prevent accidents.

F253| hag been in-gerviced

F 323

The Quality Assurance Nurse

regarding when audits are
conducted and areas have been
identified for plan of
corrections that they are to
followed-up to see that it
has been completed.
4} To ensure continued
. compliance a Quality Assurance
Audit will be conducted
on a monthly basis.
5)Completion Date
12f21/2012
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This REQUIREMENT is not met as evidenced
by

Based on cbsarvation and interview, it was
determined the fadilty falled to ensura the
resigent environment remained as free of
accident hazards as was possible. Doors to
meachanical rcoms ware not locked and the
thresheld fo resident noom 208 was loose with 2
sharp nail protruding from the floor at the bottom
of tha doorway.

The findings include:

An intarview conducted with the Mainfenance
Director on 10/25M2 at 2:10 PM, revaaled the
facility did not have a written palicy regarding the
mechanical room doors. Howsver, it was fadllity
practics o secure the deors.

Observafions on 10/24/12 at 10:00 AM, revasled
tha machanical reom doar In the Eadility dining
raom was unlocked allowing access to a heating
and air unit with access to alectrical connections,
a mechanical room door in the hallway by tha
dining room was unlacked allawing access o
construction materials and tools, and a
mechanical cioset that housed two hot water
heaters in the hallway near the nusas’ station
was not locked. Additional obsarvatians on
10/25/12 at 2:10 PM, revealed a threshold in
resident room 208 was observed loose with 2
shamp nail protruding from the floar at the botiom
of tha doorway.

An interview conducted with the Maintenance

483.25{h) Free of accident
Hazards/supervision/devices
1}No resident was identifie
to have been affected by
the mechanical room door néot
being locked. The residentis
room in 206 was noted to have
a sharp nail protruding from the
floor of the doorway, however,
there was no adverse outcome
from this deficit practice}
2} All resident's have the
potential to be affected,
therefore an audit was
conducted on all resident's
room to ensure no other
sharp objects were identifjied
from the floor of the doorways.
All other mechanical rooms
were audited to ensure locked
and secured.
3)The carpet bar was
installed with a drive pin
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Director on 10/25/12 af 2:10 PM, ravealed the
Maintenance Director did not routinely check o and the loose nail was
ensure the mechanical mom doors were locked removed and repaired
and was not aware the mechanical room that . . .
housed the hot water heaters was required fo b :uf\medlately . The Maintenance
tocked. According to the Maintsnance Director, Director and staff have
he was not aware of any residanis entering the been in-serviced regarding
mechanical recoms. Additional interview revealed the importance of keeping
the floar in rcom 208 had been recently replaced. . ,
The Maintenance Director stated he had been the mechanical ror:)m doozrs
having problems with the threshoids but was not locked. A check list - :
aware of the loose thresheld or the nail protruding has been devised to see that
from the threshold in room 208. rounds are conducted
. i to ensure that the
An interview conducted with RN #1 on 10/25/12 hanical d
at 3:00 PM, revealsd that Quality Assurance (QA) mechanica.l room o?rs
reom audits are completed monthly to identify are locked. A Quality
concems in resident rooms. Accdrding to RN #1, agsurance audit has been
checking to er:;.;ure‘1 m?d\amwl r:tog:m;ﬂ;'fm devised to ensure compliance.
sacure was nol part of any cume au . .
F 329 | 483.25(1) DRUG REGIMEN IS FREE FROM F 329 4)To ?nsure contn.med
3s=g | UNNECESSARY DRUGS compliance a Qual:.ty Assuriance
' _ audit will be conducted on
Each resident's drug regimen must be free from a monthly basis.
unnecessary drugs. An unnacassary drug is any 5)Completion Date
drug when used in excessive dosa {induding ) P 12/b4/2012
duplicate tharapy}; or for excassive duration; or
without adequate menitoring; or without adsquate
indications for its use; ar in the presence of
adverse consequances which indicale the dose
should be reduced or discontinuad; or any
combinations of the reasons ebave.
Basedona éamprehensive assessment of a
rasident, the facility must ensure that residents
who have not used anfipsytholic drugs are not
given these drugs unlass antipsychotic drug
therapy is nacassary io treat a specific condition
FreiTty I 100546NH 1f continuation shoot Page 4 of 12
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as diagnosed and documentad in the clinical
record; and residents who use antipsychotic
drugs recsive gradual dege reductions, and
behavioral interventions, unless dinically
contraindicated, in an effort {o discontinue these
drugs. .

This REQUIREMENT s not met as evidenced
by -
Based on observation, interview, recond review,
and a review of facility policy, the facifity failed to
ensure the residents’ dnig regimen was frea from
unnegcessary drugs for six of ten samplad
residents. A review of the medical records for

- Residents #1, #3, #5, #7, #8, and #9 revealed
they contained medication orders in dosas and
duratian that were not based on the resident's
chinical condition ar were without adequate
indications for use. Each of the residant's
medical records inciuded "Standing Physician
Orders for Symplom Maragement® which were
not individualized for the resident's assessed
condition, )

The findings induds;

A raview of the facility's Standing Physician
Orders policy {no date given) revealed when a
resldent was admitted {o the facllity a copy of the
Standing Orders for Symplom Managament was
fo be sent to their physician for approval, Upon
approval by the physician, the signed copy was to
be placed in the residents permanent chart.

F 329

483.23 {(1)Drug Regimen

is free from innecessary
drugs.

1)The resident's #1, #3,
#5, #7, #8 and #9 that was
identified to be affected
by this deficit practice
had no adverse outcome.
2}Although resident's #1,
#3, #5, #7, #8 and #9 had
standing orders no residenft
had an adverse outcome
due to the fact that no
resident had received any
medications per the "Standling
Physicians Orders".

3) The Director of Nursing,
in agreement with the
Medical Director, conducie]
an in-service discontinuing
the uge cf "Standing

[*7]

FORM C15-2567{02-85) Provious Varsions Ohsolate Event I SNEZT

Fasilty [0 100346NH If conbinuation sheet Page Sof 12




PRINTED: 11/08/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT DF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA X2 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION KUMBER: COMPLETED
A BUILDING
B. WING
185451 1042512012
NAMEOFPRBUHJER_GRM STREET ADDRESS, CITY, STATE. Z1IP CODE i
1025 ROBERT L TELFORD DRIVE
TELFORD TERRACE i
. RICHMOND, KY 40475 !
Q10 SUMUARY STATEMENT OF DEFICIENCIES ) FROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DERCIERCY MUST BE PRECEDED BY FULL PREIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY QR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEACENCT)
F 329} Continued From page 5 F328| Physician Orders®".
1, Areview af the medical record for Resident #1 4}A monthly chart review

revealed the facility admitied the resideni on

08/15/12 with diagnoses that included audit will be conducted

Hyperension, Acute Renat Failure, Hypoxic by the Medical Records

Respiratory Failure, Peripheral Arlery Diseass, :

History of Transient Ischemic Attacks, and Department to ensure no

Dysphegia. Addiional review of the medical further "Standing

record revealed standing physician orders for i . . "

Resident #1 dated 08/15/12, with orders for the Physician Orders" are

residant to have Temazepam 15 milligrams (mg) being used in this facilitly. :
by mouth every night at bedtime for insomnia gs . , :
negded, Lorazepam 0.5 mg every four hours as The audit will be conductef |
naeded for anxdety/agitation, and menthly x 3 months to ensufe :
Diphenhydramine 25 mg every four houts as . L !
naeded for pruritus. Additional review of tha : continued compliance. i
medical record revesled no evidence of an 5) Completion Date :
indication for the use of these medications. ' i
There was no evidence Resident #1 had a 12/08/2012 !
diagnesis of insomnia, agitationfanxiety, or i
pruritus. .

2. Armeview of the medical mcord for Resident #3
revealed the fadiiity admitted the resident on
05/22/11 with diagnoses that included Coronary
Artery Disease, Cerabrovascular Accident,
Chronic Renal Failure, and Anxiaty. Further
review of the medical record revealed Resident
#3 was ordered 1o have Diazepam 5 mg dally at
bedtime for arxiafy and Paxil 40 mg daily for
arvdaty. Additional record raview revealed
Residant #3 had standing physician's ardars for
Temazepam 15 mg by mouth every night at
bedtime as needed for insomnia, |orazepam 0.5
mg every four hours for anxietyfagitation as
needed, and Diphenhydramine 25 mg avery four
hours s neaded for prurltus. Thare was no
gvidenca of an indication for the use of these
madications or evidance Resldent #3 had a
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diagnosis of insomnia or pruritus. Resident#3
did have a diagnosis of anxiety which was baing
treated with Diazepam and Paxil with no rationale
for the use of duplicate tharapy for the freatment
of anisty with the Lorazepam.

3. Areview of the medical record for Resident #5
revealed the facility admitied the resident on
3M4/11 with diagnoeses lhat included Dsmenlia
with Psychosls, Depression, Gastroesophageal
Refiux Disease, Hypothyroidism, Asthma,
Arthrifis, 2and Behavioral Disturbance. A review of
the “Starding Orders” included orders for
insamnia; Temazepam 15 mp at bedtime as
needed for insomnia; ard for diamhea: Lomoti
2.5 mg as neaded for diarrhea, may repeat every
four hours, not o exceed 15 my in 24 hours, In
addlion, for impaired skin integrity there was an
ordar to breat a Stage Ii pressure sore with
Silvadene; apply to affected area as neaded;
clean with slerlls H20/50ap, cover with Telfa
Iwice daily and &5 neadad.

Thera was no indication in Resident #5's megical
record that he/she had a diagnosis of inscmnla ar
diarrhea or had daveloped pressure sores.

4, Areview of the medical record for Resident #7
revealed the facility edmitted the resident on
/104 with diagnoses that included Diabetes,
Hypettension, Bipolar Disorder, Manic with
Psytholic Features, Alzhalmer's Demantia with
Behaviors, Hyparcholesterolamia, Depression,
Carebrovascular Accident, Urinary Retention, and
Allargies. A review of physician's orders for
Resident #7 revealed "Standing Orders™ for
dyspnea: Albuterol inhaler - inhale 1 puff, repeat
avery six hours as needed for shortness of
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breathiwheszing; far nausea/vomiting:
Promsihazine 25 mg svery six hours as needed
for nausaaivomifing, may use per reciurmn if
needad; for diamhea: Lomotil 2.5 mg for diarrhea
needed, may repeat every four hours, not to
excead 15 mg in 24 hours; and for dyspnea:
Guaifenesin DM 10 milligrama/millifiter (mg/mil),
give 5 ml every four hours as needed for cough
and Guaifenesin 100 mg/5 ml, give 10 ml every
four hours as needed for cough/cangestion, .

There was no indication in Residant #7's medical
record that hefshe had a diagnosis retated fo
dyspnea, diarrhea, or nausea and vomiting.

5. Areview of the medical recond for Resident #8
revealed the facllity admitted the resident on
05/17H2 with diagnoses that included Psychosis,
Special Agitation, Dementia, Alzheimer's Disease,
and Insomnia. Additional review revealed the
resident was ordered to have Temazepam 15 mg
dally at bedtime, Trazadone 100 mg dally at
bedtima, and Geodon 20 mg twice daily in the
moming and at bedtime. A review of standing
physician's orders for Residert #8 revealed the
resident was ordered an additional Temazepam
15 mg moduth every night at bedtime for insamnia
as needed, Lorazepam 0.5 mg every four hours
for anxiety/agitation as needed, and
Diphenhydramine 25 mg every four hours as
needed for pruritus. Resident #8 did not have a
diagnosis of anxiety and there was no
documented ratonale for the use of the
Lorazepam. In addition there was no evidence
Resident #3 had a diagnesiz of pruritus.
Resident #3 did have a diagnosis of insomnia
which was being freated with Temazepam 15 mg
daily with no evidonce of the rationale for the
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addifional Temazopam every night as needed.

6. Armeview of the medical record for Resident #9 . :
revaaled the fadility admittad the resident on . i
03/10/11 with diagnoses thatinciuded Deafness, i
Chronic Anemia, History of Nack Fracture, Acute
and Chronic Heart Failure, History of Ovary : i
Surgery, Bilateral Hearing Loss, Hypenatremia,
and Osieoarthrilis. A review of the physician’s
arders for Resident #9 revesled “Standing
Orders” for pruritus; Diphenhydramine 25 mg by
mouth every four hours es nacassary for pruritus;
Lorazepam 0.5 mg by mouth evary four hours as
needad for agitation/anxiety, and Miralax 17
grams/capfui by mouth every day as necessary
for constipation. .

There was no indication in Resident #¢'s medical
record the reeident had a dlegnosts related to
pruritus, arcdety/agitation, or constipation,

An interview conducted with Licensed Practical
Nurse (LPN) #1 on 10/25/12 at 4:20 PM, revaaled
some residents' physicians used the Standing
Ordars when the resident was admitted to the
facility. LPN#1 stated she would nolify the
resldent's physiclan before using the residents
standing orders because she did not feel
comforiable using scme of tha medications that
ware listed on the arders without notifying the
physician, Further imarviow nevaaled tha nurse
would use "nursing judgment® if a resident was
already on the medicafion and also had standing
orders for the same medication.

An interview conducted with LPN #2 on 10/25/12
at 4:43 PM, revoaled the LPN could use the
standing orders without notifying the physician
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because tha physician had reviewed and
approved for use the standing ordars for the
residant Addilionat interview revealed if a
resident was already on a medication that was
listed on the standing orders, the nurse was to
use a diffarent medication listed on the standing
ondars. According to LPN #2, the nurse wrote the
order fiom the standing onder sheet for the
medication per the standing orders, retrieved
frem the emergancy box, and administered fo the
resident. According to LPN #2, the standing
ofders could be usad without notifying the
physictan. However, LPN #2 stated the physlcian
was always notified whan the resident had a
change of condition.

An interview with the Diredlor of Nursing (DON)
conducted on 10/25/12 at 5:08 PM, revealad
when a resident was admitted the physician could
agree or disagree with standing ordars approved
by the Medical Director, If a resident has a
change of condition and requires Intervention
staff has to wrile a elephoné order to use a
standing order. Additional interview with the DON
revaaled the telsphone ordars were reviswad
dally to identify concems with the standing order
use or excessive usa of medication and none had
been identified. According to the DON, the
standing orders were used to prevent the restdent
fram having to wait for treatment

An Interview conducted with the facility
phamacist on 10/25/12 at 6:08 PM, revealed the
phamacist was aware of the use of standing
onders and had notidentified any concemns
regarding the use of the standing orders,

An intarview with the physician who utilizes

FORM CMS-2557(62-69} Provicus Vorsions Obsolate Evont ID-ENS211
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standing orders for his residenls on 10/25/12 at
6:50 PM, revealed when a resident is admitted,
the physitian reviews the standing orders and
approves medications {0 be ussd for the resident
According to the physician, if a resident was
already on a.radication listed on the standing
orders, the nurse should nat use the same
medication. According to the physician, he was
always notified when a nurse used a medication
on the standing ordars and was not aware of any
concems related 1o the standing orders. Further
interview revealed the rationale for tha standing
orders was 50 that @ resident would not have o
wait for an order before being treated.
483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE
OPERATING CONDITION

The facility must maintain afl essential .
mechanical, electrical, and patient care
equipment in safe operating condition.

This REQUIREMENT Is not met as evidencad
by:

Based on observation and interview it was
determined the facility falled to maintain essential
mechanical equipment in a safe operating
condition. An eyewash faucet was missing from
the taundry handwashing sink that was
dasignaled as an eyewash station for laundry
personnel.

The findings include:

An intarview conducted with tha Laundry
Supervisor on 10/25/12 at 3:4D PM, revealed the
facifity did not have a policy regarding the
maintenance of the ayewash station in the

F 320

F 456

483.70 (c) (2)

Essential Equipment,
Safe Operating Condition
1)No resident was identifigd
to have been affected

by this deficit practice.
2)An audit of the facilitids
eyewash stations was
conducted to ensure no
other areas were affected
by this deficit practice,.
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Further observation revealad the sink was not
equipped with an eyawash faucet

An interview conducted with the Laundry Aide on
10/24/12 at 1:51 PM, revealed the eyswssh
faucat had been removed by Maintenance
approximatedy three months ago because the
faucet was in need of repair.

An Inferview conducted with the Laundry
Supervisor on 10725/12 at 3:40 PM, revealed
Maintenance had removed the eyewash faucet
for repair; however, the Supervisor could not
remember the date, stating at leest a "couple of
menths® ago. According to the Laundry
Supervisor, no work order had been filled ool

An interview conducted with the Maintenance
Director on 10/25/12 at 2:10 PM, revealed the
Maintenance Director was not aware the eyewash
fauest had been removed from the izundry room
sink by Maintanance staff nor had he recelved a
work order for repair.

is in need of repair
that a maintenance

slip is to be filled out
and forwarded to the
maintenance department
for repairs.

4)To ensure continued

Audit will be conducted on
a monthly basis. '
5)Completion Date

12/04
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laundry area. 3} The eyewash faucet was
Observation of the facility Laundry conducted on replaced and repaired. The
10/24/12 at 1:44 PM, revealed a sign indicating staff has been in-service
an eyewash station was located at the hand sink. regarding when the equipmeht

compliance a Quality Assurance .

/12
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K 000 | INITIAL COMMENTS K 000
CFR: 42 CFR §483.70 {a)

BUILDING: 01

PLAN APPROVAL: 2000
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNFINF

TYPE OF STRUCTURE: One story, Type V
(000}

SMOKE COMPARTMENTS: 2

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (DRY ' ;
SYSTEM) : |

EMERGENCY POWER: Type Il natural gas
generaior

Alife safety code survey was initiated and
concluded on 10/23/12. The findings that follow
demaonstrate noncompliance with Title 42, Code
of Federal Regulations, 483.70 (a) et seq (Life
Safety from Fire). The facility was found not in
substantial compliance with the Requirements for
Participation for Medicare and Medicaid. . . ' ;

Deficlencies were cited with tha highest , a
daficiency identified at “F lavel. ]
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025 z :
§5=F

Smoke barriers are constructed fo provids at

O} DATE

0 AD. 2/69/x02.

Anynaﬁdarqnalmrmandlngunmanustaﬁsk(')denntesadoﬁdarn-whﬂhahﬂmmmhemmmnaﬁngmﬁmnbdmwm i
uﬁwsdammdswwﬂoauﬁmﬂpmmcﬁonmmamm {Sea Instructions) Except fof nuralng homes, ha findings stated above are disciasable 80 days :
Ialiowing the dale of aurvey whather or nol & plan of camechion 13 provided. Fixr rursing hames, the above findings end plans of correction are distiosabla 14 |
days foliowing the date theae documants are made avallable to the fecllity. Y deficencios are died, &n approved plan of conmaction ks raquisits i continued ?
program parficipation.
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least a one half hour fire resistance rafing in
accordanece with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compariments are provided an sath
floor, Dampers are not required in duct
panetrations of smoke bamiers in fully ductad
heating, ventilating, and air conditioning systerns.
12.3.7.3, 18.3.7.5, 18.16.3, 10.16 4

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain fire/smoke barier doors. This
daficient practica affected two of two smoke
companments, staff, and all the residents. The
facility has the capacity for 50 beds with a census
of 45 on the day of the survey.

Tha findings inciude:

During the Life Safety Code survey on 10/23/12
at 12:05 PM, with the Director of Maintenance
{DOM), an access door In the firefsmoke barrier
wall in the atiic area was observed 1o be ajar and
did not have a ssif-closing device as required.
Firefsmoke barrier doors must be properly
malntained to prevent fire and smoke from
spreading to other araas of the facility in a fire
situatton. Flre/smoke barniers must be
reasonably accessible for inspection and
maintenance purposes. A door in the foyer was a
part of this fira/smokes banier. it was cbserved lo
be held open by a magnefic hold-open device,
and was not connecied to the fire alamm sysiom.

STATEMENT OF BEFICIENCIES (%) PROVIDERVSUPPLIER/CLIA (%2 MULTIPLE CONSTRUGTION (%3) DATE SURVEY
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- A BULDING ™ -BULDING
B. WING
185451 101232012
NAME OF FROMIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P CQDE
1026 ROBERT L TELFQRD DRIVE
TELFORD TERRACE
RICHMOND, KY 40475
X4 1D . SUMMARY STATEMENT OF DEFICIENCIES D PROMIDER'S PLAN OF CORRECTION [+
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLILATORY OR L$C [IDENTEYING INFORMATION) 6 CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 025 | Continuad From page 1 Koz5| 1) No resident was found to

have been affected due to this
deficient practice.

2} An inspection of the buildi
identified no other areas that
could be effected.

3}The access door in the attic
will have a new self-closing
hinge installed. .

A door providing reasonable
access {for inspection) to the
attic will be installed.

The magnetic door hold-open
device has been removed.

4}The facility plans to monito
these areas by having a quarte:

doors/walls in the attic area
standards.

A sign will be posted on the
fire/smoke corridor door notim
that it must be kept closed to
meet safety standards. '
5)Completion Date 1

inspection of the fire/smcke barrier/

g

rly

[0 meet

p/28/2014

FORM CM5-2567(02-89) Provious Vemiona Obsolets

Event 1D GeazH

Faoclity [ 10094ENH

If eentinustion sheet Page 2017




DEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: t1/0872012
FORM APPROVED
OMB NO. 09380391

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA,
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER:

185451

£€2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
. COMPLETED
A BUILDING 0% - BUILDING
B. WING
40/23120412

NAME OF PROVIDER OR SUPPLIER

TELFORD TERRACE

STREET ADDRESS, CITY, STATE, ZIP CODE
1025 RDBERT L TELEORD DRIVE
RICHMOND, KY 40476

oy SUMMARY STATEMENT OF CEFICIENCIES
PREFX {EACH DERCIENCY MUST BE PRECEDED BY FLLL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFDX
TAG

PROVIDER'S PLAN OF CORRECTION o)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETICN

CROSS-REFERENCED TO THE APPROPRIATE DATE
CEFICIENCY)

K 025 | Continued From page 2

Doors in smoke barrigrs are required to remain
closed or can be held open if the dosing device is
connedted to the fire alam systam.

An interviow with the DOM on 10/23/12 at 12:05
PM, revealed he thought he had put a- closing .
device on the fire/smoke barier door in the attic.
The DOM stated this part of the altic was nol
reasgnably accessible for inspection and
mairtenance purposes end he would add access
to this area. The DOM stated he was unaware
the door In the foyer could not be held open in
this manner.

Referenca: NFFA 101 (2000 Editicn).

192226

Any door in an exit passagaway, stairway
anclosure, horlzontal exit, smoke barmier, or
hazardous area shclosure shall be permitted fo
ba hekd open anly by an automatic release devite
lhat complies with 7.2.1.8.2. The automalic
sprinkler system, if provided, and the fira alam
systorn, and the systems required by 7.2.1,8.2
shall be arranged to inifiate the closing adtion of
all such doors throughout the smoke
compariment ar throughout the entire facliity.

19.3.7.6

Doors in smoke barriers shall comply with 8.3.4
and shall be seli-closing or automatic-closing in
accordance with 19.2.2.2.6. Such doors in
smoke barriers shall not be required to swing with
egress travel. Pasitive latching hardware shalt

) | not be required. )

K 029 | NFPA 101 UIFE SAFETY CODE STANDARD
35=D
One hour fire rated construction [with % hour

K025

KO29
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fire-raled doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
ardl/or 19.3.5.4 protects hazardous areas, When
the approved aitomatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke rasisting partitions and
doors, Doors ere self-closing and non-rated or
field-applied protective plates that do not exceed
4B inches from the bottom of the door are
parmitled.  19.3.2.1 '

This STANDARD is not met as evidenced by
Based on observation and interview, the facility
failed to ensure that comidor doors te hazardous
areas were maintained as required. This
deficdent praclice affected one of two smoke
comparnments, residents, staff, and visitors. The
facility has the capacity for 50 beds with a census
of 45 on the day of the survey.

The findings include:

During the Life Safely Cede survey on 10/23/12
at 10:50 AM, with the Director of Maintenance
{DOM), comridor doors to the laundry and kitchen
ware chserved to have gaps andfar door closure
problems, These doors must be properiy
maintained to help prevent smoke and fire from
spreading to exit access corridars and other
heaith care areas.

An interview with the DOM on 10/23/12 at 10:50
AM, revoaled he was aware these doors should
be maintained. The DOM stated ha was unaware

Kgool 1)No resident was found to have
been affected by this deficient
practice.
2)An inspecticn of the buildin
found no other doors to be affzcted
by this deficient practice.
3)The door from the laundry robm
to the corridor was determined) to
be warped and has been replacef.
The doors between the kitchen hnd
the dining area have been ordefred.
4}To ensure continued complianpe
a Quality Assurance will be copducted
on a monthly basis.
5)Completion Date "~ 122872012
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Emergency lighfing of at laast 124 hour duration is
provided in accordance with 7.9.  19.2.8.1.

This STANDARD s nof met a5 evidencad by:
Based on ebsarvation and interview, the facility

| failed to mefntain emergency fighting at an exit

according to NFPA standards. This deficient
practice affected pne of two smoke
compariments, residents, staff, and visitors. The
facility has the capacity for 50 beds with a census
of 45 on the day of the survey.

The findings include:

During the Life Safety Code tour on 10/23/12 at
12:25 PM, with the Director of Maintenance
(DOM) an exterior exit locatsd from the new wing
was observed 10 have an approximate 30-yard
tong sidewalk that led to a parking lot. There was
no source of ememgency lighting to this area in
case of a power outage as required. An interview
with the DOM on 10/23/12 at 12225 PM, rovealed
he was not aware the exit needed emergency
lighting along the sideswalk ta the parking lot.

Reference: NFPA 101 (2000 Edition).

7.8.1.1*

Emargency lighting facilities for maans of egress
shall be provided in accordance with Section 7.9
for the foliowing:

(1) Buildings or structures where required In
Chapters 11 through 42

practice.
2}An inspection of the buildings
emergency lighting found no other
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K 029 | Continued From page 4 K028
the doors needed repair, .
K 0485 { NFPA 101 LIFE SAFETY CODE STANDARD K 046| 1) No resident was found to have
85=D been affected due to this deficienc

areas affected by this deficient practice.

3}JA flood light connected to the
back-up power supply will be
installed to provide the neéessary
emergency lighting.

4)}This area shall be maintained
as an exit with emergency
lighting until an addition may be

added to the existing structure.

S)Completion Date y2/07/2012
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For tha purposes of this requirement, exit access
shall includa only designated stairs, aisles,
comdors, ramps, escalators, and passageways
leading to an exit. For the purposes of this
requirement, exit discharge shall includs oniy
designated stairs, ramps, aisles, walkways, and
escalators lsading to a public way. .
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 0pz| 1) Mo resident was found to have
§8=D been affected due to this deficiene

Required axtomatic sprinkisr systems are
continuousty maintained in reliable operaling
condition and are inspected and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,

19.7.5

This STANDARD is not met as evidenced by:
Basad on observation and interview, tha facility
failed to ensure that sprinkler requiremeants were
maintained. This deficient practice affected one .
of two smoke compariments, residents, staff, and
visttors. The fadility has the capacily for 50 beds
with a census of 45 on the day of the survey.

The findings include:

During the Life Safety Code survey on 10/23/42
at 11:55 AM, with the Director of Maintenance
{DOM), storaga in the atlic area of the garage
was observed to be blocking sprinkler coverage.

An interview with the DDM on 10/23/12 at 11:55
AM, reveaied the storage was not supposed {o be
in the atfic area.”

Referenca: NFPA 13 (1999 Edition).

practice.

practice,.

storage.
1 5)Completion date

2}An inspection of the building
identified no other attic areas
were used for storage that could
be affected by this deficient

3)The items stored in the attic
will be removed. An in-service wag
conducted with the Maintenance
department and staff regarding no
further storage items to be stored
in the attic area except for itemd
limited teo repair and maintenance of HVAC
unita and if those items are stordd they
are not to block the sprinkler syj

4)To ensure compliance a new polidy
will be established that restrictq
| the storage of items in the attic
unless that area has been built
for that purpose. A Bign will be
peated noting access only not for

Cems.

H2/28/2012
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5-5.5.1" Performanca Objective,

Sprinklers shall be located so as to minimize
cbstructions to discharge as defined in 5-5.5.2
and 5-5.5.3, or additional sprinkiers shall ba
provided to ensure adequate coverage of the
hazard,
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