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A standard health survey was conducted on F -160
01/08-10/14. Deficient practive was identified 1. The Escrow Accounts of
with the highest scope and severity at "E" level, Residents A, B, C, D, and
F 18C | 483.10{c}{8) CONVEYANCE OF PERSONAL F 160 E have now been clased
$s= | FUNDS UPON DEATH and all funds have been
Upor the death of a resident with a personat fund CGnveyed'
deposited with the facility, the facility must convey 2. All Escrow Accounts
within 30 days the resident's funds, and a final _ have been reviewed by
accounting of those funds, to the individual or Administrator to ensure
probate jurisdiction administering the resident's that any personal care
estate. - . .
fund of a deceased
resident had the funds L%
This REQUIREMENT s not met as avidenced conveyed within 30 days »;"} ]
By: o ‘ N of the resident’s death. .
Ba.sed or? mtelmew, record _rewew, and. factlst.y All deceased residents
policy review, it was determined the facility failed h had fund d
fo ensure funds were conveyed fo the individual ave nad 1unds conveye
administering the resident's estate within thirty from the personal fund
{30) days of the resident's death for five (5) of five account.
(5) residents who had expired and whose records 3. An in-service was
were selected for review (Residents A, B, C, D, d d with 1l
and E). con gct.e WIL 16‘
Admissions Coordinator /
The findings inchde: Escrow Staff by the
_ N o _ Administrator on January
Review Df'the facility poiicy fitled, "Resident 10, 2014 regarding the
Funds Policy and Procedures,” undated, on Facili licy / tocol
01710714, at 3:15 PM, revealed upon the death of acllity policy / protoco
a resident with funds deposiied in the facility, the for Escrow Accounts. The
facility would, within 30 days of ihe resident's in-service also included
death, convey the detail of the resident’s funds in-service education
and a final accounting to the individual or probate
jurisdiction administering the resident's estate.
1. Review of Resident A's personal care fund

LABORATORY DIRECTOR'S OR PROVIDERISURPPLIER REPRESENTATIVE'S SIGNATURE (#6) DATE

0 /5 /e

Any deficiency statement ending with an a'ﬁen'sk {*) denates & deficiency which the institution may be excused from carrecling providing i is detarmined thét
other sefeguards provide sufficient protection to the palients , (See instrusctions ) Except for nursing homes, the findings stated sbove ase disclosable 90 days
fallowing the date of survey whetber or not a plan of comection is provided. For pursing homes, the above findings and plans of corection are disclosable 14
days following the date these documents are made avaiiable to the facility. If deficiencies are ciled, an approved plan of corraction is requisite 1o confineed
program parlicipation.
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the 30-day timaframe.

2. Review of Resident B's personal care fund
record on 01/10/14, at 3:00 PM, reveated the
resident expired on 11/02/13; however, the final
conveyance of funds in the amount of $93.00 was
not completed until 01/08/14, 37 days past the -
30-day meframe,

3. Review of Resident C's personal care fund
record on 01710714, at 3:05 PM, revealed the
residerd expired on 11/08/13; however, the final
conveyance of funds in the amount of $1,624. 11
was not completed until 12/10/13, two days past
the 30-day timeframe.

4. Review of Resident D's personal care fund
record on 01/10/14, ai 3:10 PM, revealed the
resident expired on 11/30/13; however, the final
conveyance of funds in the amount of $938.00
was not completed until 01/08/14, nine days past
the 30-day timeframe.

5. Review of Resident E's personal care fund
record on 01/10/14, at 312 PM, reveated the
resident expired on 07/06/13; however, the finat
canveyance of funds in the amount of $1,281.00
was not completed until 01/08/14, 40 days past
the 30-day timeframe.

Interview conducted with the Administrator on
01/10/14, at 3:30 PM, revealed the funds from the
deceased resident accounis should be conveyed
within 30 days of the rasident's death. The
Administrator stated she thought the facility might

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIFLE COWSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; 4B COMPLETED
. BUILDING
185183 B. WING 0171012014
NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CORE
‘ 21040 US HWY 421 SCUTH
HYDEN HEALTH & REHASILITATION CENTER
HYDEN, KY 41749
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 15|
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACE CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IBENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPRCPRIATE DATE
. DEFICIENTY)
F 1680 | Continued From page 1 160
record on 01/10/14, al 2:55 PM, revealed the
resident expirad on 10/30/13; however, the final i
conveyance of funds in the amount of $1,281.00 F-160
was not completed until 01/08/14, 40 days past Produced by The Office

L

of Long Term Care titled
“Resident Trust [Funds.”
The Administrator also
reviewed the in-service
education material,

A CQI designee will
review all resident
personal fund accounts
weekly for one month to
ensure that all funds of an
expired residerit are
conveyed within 30 days.
After one month, the
accounts will be reviewed
by the CQI designee
monthly for three months.
Any deficient practice
will be corrected
immediately and reported
to the CQI committee for
Turther follow up and
TEView,

Daite of Completion :
February 7, 2014
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have a couple of accounts that had been closed
late, but had not been aware there were five late.
The Administrator stated the Admissions
Coordinator was responsible for closing F-248
deceased resident accounis, and stated the
Admissions Coordinator should have heen aware .. )
il was her responsibility to close the residents’ . The Acth}ty Calendar
accounts within 30 days. has been revised to
inclade activities on
Jntewigw conducied with the Admissions Thursdays and alsg
Coordlraator on Q1/10H4, at 3:22 PM, conﬂrrr_1f3§ . continue the bea uty sh op
the resident funds had not been conveyed within db bil .
the 30-day timeframe for Residents A, B, C, D, and bookmo L€ SETVICES.
and E. The Admissions Coordinator stated she Saturday Activities have
was aware the accounis were 10 be closed within also been revised to
30 ciayi after thehresident expiregt;l b:;t st?tef:f she include additional
:;2532203\:13;9 She was responsidle 1or Closing ECﬁVities on thal day
F 248 | 483.15(1(1) ACTIVITIES MEET F 248 Residents have been :
53=£ | INTERESTS/NEEDS OF EACH RES interviewed by the 3 j . //iéf

The tacilty musi provide for an ongoing program
of activities designed to meet, in accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychosocial well-being
of each resident.

This REQUIREMENT is not me? as evidenced
by:

Based on observation, interview, and review of:
the facility's activity calendars, it was determined
the facility failed to provide an ongeing program
of aciivities designed to meet the interesis and
physical, mental, and psycheosocial wellbeing of
each resident. The facility failed to schedule
and/or provide activities on Thursdays or
Salurdays during the months of Ocfober 2013,

Activities Director to
determine preferred
activities. The
Restorative Aide or other
designated personnel, in
the absence of the
restorative aide, will
ensure weekend activities
are conducted. The
Activity Director will
review with nursing
supervisors on Friday the
plan for the weekend
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The findings include:

Interview with the {acility's Nurse Consultant on
01/10/14 at 3:45 PM revealed the facility did not
have a policy related to activifies provided by the
factlity. According to the Nurse Consultant, the
facitity expected activities to be provided on a
daily basis and the Activilies Dirsctor fo provide a
monthly calendar of scheduled activities to the
residents at the facility. In addition, the Nurse
Consultant stated the Activities Director was also
to ensure an activiies calendar was posied on
the wall in the hallways of the faciiity. The Nurse
Consultant stated the activilies were to be
announced daily over the Intercom and Certified
Nursing Assistants {CNAs) and other staff were to
provide assistance to residents to and from the
activities. The Nurse Consultant also stated the
Restorative Aide assisted with activities on the
weekends. '

A review of the Activity Calendars for October
2013, November 201 3, December 2013, and
January 2014 revealed the facility had scheduled
two aclivilies, "heauty shop" and "boak mobile,”
on every Thursday of the months. In addition, &
review of the Activity Calendars revezled the
facility identified visits with "Friands and Family"
as the activities on Saturdays, at 2:00 PM, for the
maonths of Oclober 2013, November 2013,
December 2013, and January 2014.

A review of the Resident Council Meeting minutes
for October 2013 revealed residents reporied the
facility ofter scheduled the Restorative Aide to
provide activities te the residents on the

activities to ensure
residents will have on
going meaningful
activities program

2. All interviewable
residents have been
interviewed by the
Activities Direcior to
determine preferred
activities of the residents
and include them on the
‘monthly activity calendar.
Activities will be
conducted on the
weekends as scheduled,
The activity calendar has
been revised to include
additional activities on
Thursdays and Saturdays.

3. An In-service was
conducted on January 10,
2014 with the Activities
“Director by the
Administrator regarding
the regulations related to
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November 2013, December 2013, and January
2014. ' F- 248
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the Restorative Aide to work the nursing units on
weekends and, as a resulf, activities were not
provided.

Interviews with seven alert and ariented residents
in a group meeting held on 01/09/14 at 9:30 AM
revealed the aclivities were "very lacking" and the
maie residents at the facilify did rot enjoy "beauty
shop" as an aclivily. The residenis said, “The
beauty shop and the book mobile were good
services the facility provided but not good
activities." The residents stated, "If we did not
have family or friends visiting on the weelkends, it
was vary boring at the facility.”

Observation of the actlvity scheduled for 10:30

AM on 01/10/14 revealed three people singing
gospel music, accompanied by a piano player, in _
the Dining Room. Although seven residents wars
observed to be present during the activity, threa

of the residents were observed to have their eyes
closed as if they were asieap. The Activities
Director was not present for the aciivity during the
ocbservation.

Interview with Cariified Nurse Aide (CNA) #2 on
01/10/14 at 10:40 AM, and CNA #3 on 01/10/14
at 10:45 AM revealed the facility routinely
announced activities over the intercom to et
residents and staff know when activities were to
begin and they assisted residenis to the activities.
Atf the time of the interviews on 01/10/14, the
CNAs stated the residents that they had bean
assigned to assist with care en 01/10/14 did not
want to attend activities and preferred to "stay in
bed ™

interview with the Aclivities Director on 0110714
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weekends, but the facility occasionally "pulled"
F-248

the ongoing activity
program of the facility.
Educational material
included the need for the
activities scheduled to
meet the comprehensive
assessment, the interests,
and the physical, mental
and psychosocial well
being of the residents.
The Activity Director has
also met with the resident
council to discuss their
interests and input and
will centinue to address
activities in each monthly
meeting. Additional
games and supplies have
been purchased to better
meet the requests of the
residents.

4. A designee of the CQI
committee will review the
activity calendar and
make direct observations
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uril 5:00 Pt Monday through Fridays at the
facility. The Aclivities Director stated he did not
attend all of the activity on 01/0/14 at 10:30 AM
because he had been azked by the administrative
staff ta leave the facilily fo obfain food for the
facility staff. The Activities Directar stated several
of the residents had not wanted to atiend the
activity offered on 01/10/14 at 10:30 AM, and
stated, "it was a stay-in-the-bed kind of day.” The
Activities Director stated the Restorative Aide was
in charge cf the activities on the weekends and
was to offer the residents a choice of activities.
The Activities Director said the Administrator
approved the Activity Calendar each month and
acknowledged "beauty shop" and "book mobiie”
were listed as aclivities on the schedule. The
Activities Director acknowfedged residents paid
for the services they received at the "beauty
shop™ and stated not all of the residents, including
male residents, received services from the beauty
shap. In addition, the Activities Director
acknewledged the "book mobie” was provided by
an outside public service and that not all
residents ulilized the services of the "book
mobile." The Activities Director acknowiedged
the facility offered visits by family and friends as
an acfivity on Saturdays, at 2:00 PM, and
acknowledged the facility offered no other activity
to residents that did not recaive visits by friends
and/for family on the weekends.

Interview with the Administrator on 0111014 at
3:45 PM revealed she reviewed and approved the
Aclivity Calendar every month and was unaware
of the residents’ concarns with activities. The
Administrator said CNAs were to assist residents
to and from activities and was unaware of the low
attendance to the activity on 04/10/14 at 10:30

of the activities offered
by the facility on a
weekly basis to assure
that activities are
conducted as scheduled
and that a variety of
activities are offered cn
each day of the week. The
designee will conduct
random interviews with
residents to ensure '
activities are being
provided throughout the
week and on the
weekends. The designee
will also observe
activities for resident
participation and
interview them if the
activity was enjoyable for
themn. The designee wil!
review the activities
weekly for one month and
then monthly for 3
‘month. Any irregularity
noted will be corrected
immediately and referred
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AM or that residents had their eyes closed, as if
asfeep, during the activity. The Administrator
acknowledged the Acfivities Director had baen
asked to leave the facility to obtain food for facility
staff on 01/10/14 during the scheduled activity
and, as a result, was nof present for all of the
activity.

F 274 | 483.20(b){(2)(i) COMPREHENSIVE ASSESS
83=D | AFTER SIGNIFICANT CHANGE

A facility must conduct a comprehansive
assessment of a resident within 14 days after the
facility determines, or should have determined,
that there has been a significant changs in the
resident's physical or mental condition, {For
purpase of this section, a significant change
means a major decline or improvament in the
resident's status that will not normally resolve
itself without further intervention by staff or by
implementing standard disease-related clinical
interventions, that has an impact on mare than
one area of the resident's health status, and
requires interdisciplinary review or revision of the
care plan, or both.)

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and a review of the Minimum Dala Set {(MDS)
reference manual, the facity failed to ensure a
comprehensive assessnient had been completed
within fourteen (14) days after a significant
change in status that would not normally resolve
on ifs own for two of seventeen (17) sampled
residents (Residents #6 and #12). The facility
failed to conduct a significant change in resident
status assessment when Residenis #5 and #12

F 274

to the CQI committee for
further review,

5. Date of Completion:
February 7, 2014
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The findings include:

A review of the "Long Term Care Resident
Assessment Instrument User's Manual (MDS
3.0)," dated April 2012, reveaied a significant
change in status assessmeni must be performed
when a resident receiving hospice services was
discharged from those services and remained a
resident at the facility, The manual also revealed
the assessment reference date must be no |ater
ihan 14 days from the date the resident was
dizcharged from the Hospice program,

1. Review of Resident #12's medical record
revealed Resident #12 was admitted to hospice
services on 0B/06/11 related to a diagnosis of
End-Stage Chronic Obstructive Pulmonary

Disease. Review of the physician's orders dated

11/08/13 revealed Resident #12's physician
requested hospice services to be discontinued for
Resident #12. A review of MDS assessmants
revealed stafi had completed a quartesly
assessment on 12/02/13, 24 days after the
resident's discharge from Mospice; however,
documentation revealed staff failed to complete a
significant change assessment within 14 days of
the resident's discharge from Hospice as
required.

2. Areview of the medical rscord for Resident #5
revealed the faciity admitted the resident an
05/03/12 with diagnoses that included
Alzheimer's, Diabetes, Chronic Renal Failure,
History of Kidney Cancer, Upper Gl bleed, and a
Right Nephrectormy. A review of the physician's
orders revealed the physician requestsd Hospice

1. Resident #12 and
Resident #6 have MDS
and Care Plan that
accurately reflects their
current status and payor
source.

2. All resident
assessments have been
reviewed to ensure g
comprehensive
assessment has been
completed within 14 days
after a significant change
in status was determined
to have occurred.

3. Anin-service was
conducied on January 10,
2014 by corporate
RAT/CQI Consnitant
regarding the completion
of significant change
assessments as defined

 per the RAT Manual.

Regulations were
reviewed including
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life care). F-274
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orders revealed the physician requested for
Resident #6 to be discharged from hospice
services on 11/22/13. Areview of MDS
assassmenis revealed staff had completed a
guarterly MDS assessment for Resident #6 on

"01/02114, 41 days after the resident's discharge

from Hospice; however, documentation revealed
staff failed to complete a significant changs
assessment within 14 days of the resident's
discharge from Hospice as required,

An interview conducted with the MDS Coordinator
on 0110114 at 4:30 PM, revealed she was
responsible to complete MDS assessments of the
residents. The MDS Coordinator stated she had
not been aware a significant change in status
assessment was required for residents when ihey
were discharged from hospice programs.

An interview conducted with the facility's
Corporate Consultant on 01/10/14 at 10:30 AM,
revealed she was not aware of {he requirement
for a significant change assessment tc be
conducted when a resident was discharged from
the hospice program. The Corporate Consuftant
stated the facility has no specific policy related to
MDS assessments, but followed the Resident
Assessment Instrurnent Manual guidefines.

An interview conducted with the Director of
Nursing (DON) on 01/10/14, at 4:40 PM, revesled
she monifored MDS assessments randomly to
ensure the assessmenis were completed within
the required timeframe and had not idenfified any
concerns. The DON also stated she was not
aware that a significant change in status
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services for Resident #6 on 06/14/11 due fo P
Alzheimer's. Continued review of physician's F-274

Significant change
assessment related to
initiation and /or
discontinuation of
hospice services.

4. A CQI Committee
designee wiil review
residents for a noted
change of care needs to
ensure a significant
change assessment has
been scheduled and
completed timely per RAI
puidelines. These andits
will be done on 6 charts
weekly chosen at random
for one month and then
monthly for one quarter,
Any irregularities will be
corrected immediately
and reported to the CQI
Committee for further
review, .

2/71// {

5. Date of Completion:
February 7, 2014

FORM CMS-2387({02-39} Previous \Versions Obsoicte

Event iD: Q5YM11

Facllity 1D: 100624

If continualion sheet Page B of 15




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

PRINTED; 01/272014
FORM APPROVED
OMB NO. 0338-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIERICLIA {%2) MULTIPLE GONSTRUCTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER; A BULDING GOMPLETED
185193 B WING 0171072014
NAME OF PROVIDER OR SURFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HYDEN HEALTH & REHABILITATION CENTER #1940 US HWY 421 SOUTH
HYDEN, KY 41749
¥4y 1D SLMMARY STATEMENT OF DEFICIENCIES ID SROVIDER'S PLAN DF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETIGH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFIGIENCY)
F 274 | Continued From page 9 Ford
assessment was reqguired when a resident was
discharged from a hospice program. M.l.
F 441 483.85 INFECTION CONTROL, PREVENT F 441 1. Resident # 13 received
$8=p | SPREAD, LINENS clean nasal cannula and

The facility must establish and maintain an
Infection Control Program designad fo provide a
safe, sanitary and comforiable environrment and
to help prevent the development and transmission
of disease and infaction,

(@} Infection Centrol Program

The facifity must establishi an Infection Control
Program under which i -

{1} Investigates, controls, and prevents infections
in the facility;

{2) Decides what procedures, such as isolation,
should be appiied io an individual resident; and

(3) Maintains a record of ingidents and corective

actions related to infections.

(b} Preventing Spread of Infection

(1) When the Infection Cenirol Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident,

(2) The facility must prohibit employees with a
communicable disease or Infected skin lesions
from direct contact with residents or their food, if
direct contact will transmil the disease.

(3) The facility must require staff to wash their

hand washing is indicated by accepted
professional practice.

(c) Linens
Personnel must handle, store, process and
transport linens so as fo prevent the spread of

‘| hands after each direct resident contact forwhich ]

oxygen tubing, LPN # 1
has been re-inserviced on
infection control
practices.

2. All residents utilizing
oxygen services will have
cannula and tubing
changed every week and
as needed in accordance
with Infection Control
policies and procedures.
Al licensed nursing staff’
have been re-educated on
proper infection control
program standards that
help prevent the
development and
transmission of disease
and infections.

ofhf

3. An in-service was

- conducted on January 15,
2014 by the Infection
Control Nurse for all
licensed nursing staff.
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infection. F-441
- '
The tn-service included
providing proper oxygen
This REQUIREMENT is not met as avidenced services and the need to
by: . .
Based on observation, interview, and review of rep}acfe immediately any
he facility policy, It was determined the facility supplies that may become
failed to implement their infection contral program contaminated while
related to care of axygen tubing for one (1) of providing care to
seventeen {17) sampled residents (Resident . - -
#13). Observation on 01/08/14 revealed when IES{dentcSi. The Hn-service
Licensed Practical Nurse (LPN) #1 replaced reviewed Infection 217 H
Resident #13's oxygen cyfinder, the resident's Control Program
nasal cannula and oxygen tubing fzil and came Standards that help
into direct contact with the floor. LPN #1 picked prevent the development
the tubing up from: the floor and reapplied the and transmission of
nasal cannula to Resident #13's nasirils; . N
however, LPN #1 failed to disinfect or replace the disease and infection.
niasal cannuia or oxygen {ubing. .
o 4. A CQI Commitiee
The findings inchude: designee will observe 5
Review of the Infection Conirol Program policy residents per W‘?ek for
{not dated) revealed the facility was o one month receiving
investigate, control, and prevent infections in the oxygen services including
facility. The policy further stated environmental changing of oxygen
surfaces including bedside eguipment should be :
cleaned appropriately supplies. The
P ' observations will also
Review of the “Policy for Changing Oxygen include ensuring that all
Tubing”-{not dated) revealed the nurse would U gervices areprovidedin -
enSL:;E ;r:at the; ;ubllng was chandgeg timely and accordance with the
would change the tubing as needed. | Infection Control
Observation on 01/08/14 at 12:00 PM revealed Program standards that
during the procass of changing Resident #13's
oxygen cylinder, LPN #1 removed the end of the
oxygen tubing from the oxygen cylinder that had
FORM CME-2567(02-89) Previous Varstons Obsolete Evenl I O5¥YMH Fachiy I0: 1006824 If conlinuation sheet Page 11 of 15
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been in use and the entire tubing, Including the
nasal cannula, fell and came into direct contact
with the floor. LPN #1 picked the oxygen tubing
up from the fioor but fafied to cleanse or replace
the tubing and nasal cannula before sha
reappiied the nasal cannula io Resident #13's
nostrifs.

Inferview with LPN #1 on D1/10/14 at 12:45 PM
revealed if a nasal cannula or oxygen tubing fell
{o the floor, staff should replace the nasal cannula
and tubing prior {o resident use. PN #1 stated
she was unaware the oxygen tubing had fallen on
the fioar and did not realize she had picked up
the tubing from the floor and replaced the nasal
cannuia into Resident £13's nostrils on 01/08/14.

Interview with the Unit Manager on 91/10/14 at
8:45 Al revealed any time oxygen tubing or
nasal cannulas fall to the floer, the tubing ang
nasal carinula should be replaced,

Interview with the Infection Control Nurse on
01/10/14 at 2:00 Pk revealed the nurses have
been taught to change the axygen tubing weekly
and “as needed.” According to the Infection
Control Nurse, staff should promptly replace any
oxygen tubing and/er nasal cannulas that fall to

| the ficor. The Irnfecticn Control Nurse stated

administrative staff monitors for infection control
issues and if any are identified, ihey are corrected

immediately and an in-service conducted. The =

Infection Control Nurse stated the facility had not
identified any concemns related to the use of
resident equipment, including oxygen tubing and
nasal cannulas, that had fallen and come into
direct contact with soiled areas, including the
floor.

help prevent the
development and
transmission of disease
and infection.After one
month, 5 residents will be
observed monthly for
three months. Any
irregularity will corrected
immediately and reported
to the CQI Committee for
further review.

5. Date of Completion:
February 7, 2014

2,\’?‘1 ¢
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Interview with the Administrator on 01/10/14 at
3:45 PM revealed oxygen tubing should be F-469
replaced when 1t hits the ground. The 1.The men’s shower room
Admintsirator said administrative staff monitors and the hallways have
for :nfesztron control Issues during d‘aily rounds, been thoroughly cleaned
According to the Administrator, no issues had ith chemical d
been identified with cxygen tubing hitting the withc enuc::a. S.an gr{ats
ground in the past. have been eliminated in
F 4568 | 483,70(h)(4) MAINTAINS EFFECTIVE PEST F 469 the men’s shower room,
§s=t | CONTROL PROGRAM 100 Hallway, around the

The facility must maintsin an effective pest
control program so that the facility is free of pests
and rodents,

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, and a review of
the facility's pest control contract it was
determined the facility failed to maintain an
effective pest control program to ensure the
facility was free of pests. Gnats were observed in
the men's shower room and in haliways of the
facility.

The findings include:

An interview conducted with the Administrator on

01/10M 4 at 1:44 PM revealed the facility did not~ ~ -

have a policy o procedure regarding pest control.
According to the Administrator, a contracted pest

conitrol company treated the facility on a monthly

basis for pests.

A review of the facility pest contral contract dated

nurses’ station and the
medication carts.
Approved chemicals were
placed in the drains in the
men’s shower room to
eliminate gnats.

2. The facility has been
thoroughly cleaned.
Approved chemicals have
been purchased and
poured inlo drains in an
attemipt to decrease /
reduce gnats in all areas,
Additionally, safe and
appropriate chemicals
have been placed in

Cvarlous aréas ofthe T

facility to decrease /
reduce any gnats from
populating these areas.

oJli¢
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failed to address gnats in the facility. A review of
a facility purchase order revealed the facility had
purchased 24 fruit fly traps.on 958/24/13 in an
attempt to control gnats.

Observation during the evening meat service
conducted on (1/08/14 at 5:04 PM revealed a
gnat flying in the air near the nurses’ station,

Observations of the men's shower room an
01/08/14 at 10:50 AM revesled four gnats near
the shower drain in the men's shower room.

Observation of a medication pass condueted on
010814 at 1:20 PM revealed a gnat flying near
the medication cart,

Observation on 01/10/14 at 10:40 AM revealed a
gnat was observed flying in the 100 Hallway of
the facility.

A group interview conducted with seven alert and
oriented restdents on 01/09/14 at 9:30 AM
revealed the facility had problems with gnats and
the facility had not addressed the probiem to «id
the facility of gnats. .

Ar interview conducted with the Housekeeping

Supervisor-on 01710/14 at 1:30 PM revealed she -

was responsible to monitor the facility for pests
and was aware there were gnats in the facility.
The Housekeeping Supervisor stated she had
ptaced fruil fly traps in resident rooms but was ot
aware of when she had placed the traps, had no
record of rooms the traps had been placed in,
and had not monitored the traps for effectiveness.
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03/15/05, and ongoing, revealed the facility was
treated monthly for pests 1o include mice, rats,
roaches, ants, and crickets; however, the coniract F-469

3.In-service education has
been conducted by
Administrator with all
management staff' in
regard to pest control
management. All staff
were in-serviced by
department heads for 7 1!74
specifics related to their
individuals departments
regarding pest control and
maintaining an effective
pest control program. All
staff have been instructed
to report any observed
gnats or pests to their
supervisor and / or the
housekeeping supervisor.
The Housekeeping
Supervisor will
immediately ensure that
the area is cleaned and
provide appropriate
“chemical to'eliminate any |
pests.
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Further interview with the Housekeeping
Supervisor revealed the coniracted pest control F-469

company did not freat the facility for gnats. A tour
with the Housekeeping Supervisor revealed three
fruit fly traps in resident rooms.

4. A CQl committee
designee will be
responsible for making
datly rounds of the
facility to observe for
any signs of pests
including gnats. The
rounds will be made daily
for one month and then
weekly for three months.

- Any signs of pests or

gnats will be corrected
immediately and the area
{reated for pest control.
Any area noted to not be
free of pests will be
reported to the CQI
Committee for further
review,

3. Date of Completion:
February 7, 2014

2 7/;4{
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K 900 { INITIAL COMMENTS K 000
CFR: 42 CFR §483.70 (8)
BUILBDING: D1
PLAN APPROVAL: 1588 K029
_ 1.The corridor storage
SURVEY UNDER: 2000 Existing room door near the
FACILITY TYPE: SNF/NF nul'sess Staﬁ(_}n is now
equipped with a self
TYPE OF STRUCTURE: Qne story, Type V closing device‘
(000)
SMOKE COMPARTMENTS: Four 2. All hazardous area
doers are new equipped
COMPLETE SUPERVISED AUTOMATIC FIRE . r - .
with a sell-cl device. ‘i
ALARM SYSTEM SCH-ClosIng dev ol
FULLY SPRINKLERED, SUPERVISED (DRY 3. In-service education
SYSTEM) was conducted with the
EMERGENCY POWER: (2) Type Il diesel Director of Maintenance
generators on Jamuary 10, 2014
regarding hazardous areas
A life safety code survey was initiated and bei : :
eing equipped
concluded on 01/08/14, The findings that follow IF £cd .ppd “Fth a
demonstrate noncompliance with Title 42, Code self —closing EVI(?& on
of Federal Regulations, 483.70 {a) et seq (Life the doors. In-service was
Safely from Fire), The facility was found not to be conducted by
in substantial compliance with the Requirements .
for Participation far Medicare and Medicaid. Maintenance Consultant.
Deficiencies were cited with the highest 4. A CQI Commitiee
deficiency identified at "D" tevel. designee will review
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029 ,
e hazardous storage areas
One houwr fire rated construction {with %4 hour

{%6) DATE

2-5-/4

"} denotes a deficiency which the institufion may ke excused from carrecting praviding it is determined that

other safeguards provide sufficient protection to the patients . (Ses instructions.) Except for nussing homes, the findings staled above are disciosable 90 daye
fellewing the date of survey whether or ot a plan of correction is provided, For nursing fiomas, the above findings and plans af eorection ars disclosable 14
days following the date these documents are made available to the faciity, If deficienciss are ciled, an approved plan of comrection is requisite to continued

program participation.
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fire-rated doors) or an approved autematic fire
extinguishing system in accordance with B.4.1
and/or 19.3,5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
option is used, the areas are separaied from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the botiom of the door are
permitted.  18.3.2.1.

This STANDARD is not met as evidenced by:
Based on ohservation and interview, the facility
fziled 1o ensure that a hazardous area door was
squipped with a self-closing device. This
deficient praclice affected one (1) of four (4}
smoke compartments, siaff, and approximately
twenty-six (26) residents, The facility has ihe
capacity for 54 beds with a census of 85 an the
day of the survey.

The findings include:

During the Life Safety Code tour on 01/08/14 at
1:10 PM, with the Director of Maintenance
{DOM), & corridor storage room door near the
nursas’ siation was observed not to have a
deor-closing device. Door-clesing devices are -
required on corridar doors to rooms deemed to
be a hazardous area. An inienview with the DOM
oh 01/08/14 at 1:10 PM revealed he was aware of
this requirement, hawever, he was not aware this
storage room door was in need of a door-closing
device,

to assure that all doors to
the areas are equipped
with self —closing
devices, The hazardous
K-029

storage area doors will be
checked for equipment
and properly working
self-closures weekly for
one month and then
monthly for three months.
Any irregularity will be
corrected mumediately by
the Director of
Maintenance and reported
to the CQI Committee for
further review.

5. Date of Completion;
February 7, 2014
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Jurisdiction

door.

including repair shops, used far storage of
combustibie supplies and equipment in quantities
deemad hazardous by the authority having

(8) Laboratories employing fiammable or
combustible materials in quantities iess than
those that would be considerad a severe hazard.
Exceplion: Doors in rated enclosures shall be
perrnitted to have nonrated, factory- or
field-apptied protective plates extending not more
than 48 in. (122 cm) above the boitom of the

was conducted with
the Director of
Maintenance on
January 10, 2014 by
the Maintenance
Consultant regarding
exit access and
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The findings were revealed to the Administrator
upon axit,
Reference: NFPA 101 (2000 Edison).
18.3.2.1 Hazardous Areas. K-038
Any ha;ardous_ areas shall be safe'guardad b;,r a 1. The door to the clean
fire barrier having a 1-hour fire resistance rating . I; 1 b
or shalf be provided with an automatic me? room _ms een‘
extinguishing system in accordance with 8.4.1. equipped with a self —
The autematic extinguishing shall be permitted to closing device.
be !n ar:cord‘anl:f:‘: with 18.3.5.4. Where the 7. Corridor doors have
sprinkler option is used, the areas shall be
separated from other spaces by smoke-resisting been checked to
pariitions and doors. The doors shall be assure that exils are
self—ciosing‘af automatic-closing. Hazarqous rcadily accessible at
areas shall include, but shall not be restricted to, it d that all
the foliowing: all imes ana that a
(1) Boiler and fusi-fired heater rooms doors are eqmpped
(2) Ceniralfbulk laundries larger than 100 fi2 (8.3 with self- closing
m?2) . @{
. VIO i ,
{3} Paint shops dﬁ? 16E5 OF open 10 yl [7}ﬁ
(4) Repair shops within 7 inches of
{5) Soiled linen rooms wall in the fully open
{6) Trash collection rooms position
71 Rooms or spaces |arger than 50 ft2 (4.6 m2), . .
7] p 9 ( } 3. In-service education
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Exit access is arrangad so that exits are readily
accessible al all times in accordance with section
7.l 18.21

This STANDARD is not met as evidenced by:
Based on cbservation and interview, the facility
failed to ensure that exits were maintained
according 1 NFPA standards. - This deficient
praclice affected one {1) of four (4) smake
compartments, staff, and approximalely
twenty-six (26) residents. The fachity has the
capacily for 84 beds with a census of 85 on the
day of the survey.

The findings include;

During the Life Safety Code tour on 01/08/14, at
1:00 PM, with the Director of Maintenance
{DOM), a door to the clean linen room was
nhserved to'open inio the corrider and failed to
opan 1o within seven inches of the coridor wall in
the fully open position. This condition could
impede egress in an emergency and requires a

exits are readily
accessible at all times.
The review will
include corridor doors
not opening to more
than seven inches of
corridor walls in the
fully open position.
Any doors opening to
more than seven
inches will be
equipped with a self-
closing device. The
review will be done
weekly to ensure
compliance for one
month and then
monthly for three
months. Any
irregularity will be
corrected immediately
by the Director of
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K (29 | Cantinued From page 3 K028
19.3.6.3.4 corridor door not
Door-closing devices shafl not be required on impeding exit access.
i id i i her § .
duur_s in c(:nrr.l orwa' | epenings ot . han those 4 A CQ? Commitiee
serving required exits, smaeke barriers, or i .
anclesures of vertical openings and hazardous designee will check
areas. all corridor doors and
K 038 ! NFPA 131 LIFE SAFETY CODE STANDARD K 038 K-038
e exits to assure that all
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however, he was not aware this door was in need
of & door-closing device.

The findings were revaaled to the Administrator
upon exit.

Reference: NFPA 101 (2000 Editian}.

7.2.1.4.4*

Bruring its swing, any door in a means of egress
shall ieave not less than one-half of the required
width of an aisie, corridor, passageway, or
landing unabstructed and shall nol project more
than 7 in. (17.8 cm} into the required width of an
aisle, corridor, passageway, or landing, when fully
open, Doors shall not open directly onto & stair
without a landing. The landing shall have a width
not less than the with of the door. (See 7.2.1.3}

Exception: In existing buildings, a door previding
access {o a stair shalt not be reguired to maintain
any minimum unobstructed width during its swing,
provided that it mests the requirement that fimits
projection to not mare than 7 in. (17.8 cm) info
the required width of a stair ar landing when the
door is fully open.
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K 038 ; Continued From page 4 K 038
door-closing device to remedy the sifuation. An Maintenance and
Inlerview with the DOM on 01/08f14, at 1:00 PM reported 1o the CQI
vealed the DOM was a thi i T .
re th ware of this reguirement, Committee for further

review.
5. Date of Completion:
February 7, 2014

ofili4
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