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An pffsite revisit was conducted and based on
the acceptable POC the facility was deemed to
be in compliance as alleged on 11/11/13.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 1X6) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following 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
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is reguisite to continued

program participation.
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Aregistered nurse must stgn and cedify that the
assessment is completed.

Each individuat who compietes a portion of the
assessment must sign and cerlify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in a resident assessment is
subject Io a civit fManey penalty of not more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes arother individual
to certify a material and false slatementin a
1esident assessment is subject to a civil money
penalty of not more than $5,000 for each
assessment.

Clinicat disagreement does not Constiute a
material ard false statement.

This REQUIREMENT is rot met as evidenced

L
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A Standard Recertlfication Survey was iniliated
on 10101113 and concluded on 10/0313.
Deficiencies were cited with the highest scope
and severity of an "F" F278
F 278 483.20(g) (j) ASSESSMENT F278
§5=0 ACCURACY/COORDINATION/CERTIFIED 1. Resident #2's MDS was revised on
The assessment must accuratety reflec| the 10/3/2013 by the MDs coordmator
resigent’s status. to reflect the diagnoses of uTy,
Aregistered nurse must conduct or coordinate anxiety, and hip fracture. In
each assessment with the apprapriate addition, the MDS coordinator
participation of health professionals. !

reviewed resldent #2’s chart on
10/3/2013 to ensure nothing else
had been over jocked.

2. A 100% audit of all residents was
tnitiated on 10/3/2013 by the MDS
coordinator and the Nurse Manager
to properly assure residents MDS's
were coded accurately. No other
issues were identified.

3. The MDS coordinator was counseled
by the Nurse Manager and the
Administrator regarding the
accuracy of the MDS on 10/22/13.
MDS coordinator was instructed to
take her time and not “rush

Wu_‘“\
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¥ 278 Continued From page 1 F 278
by:
Based on record review, interview and review of through” the process so that the
the facllity's policy, it was determined the facility MDS completely and accurately

failed to ensure that each resident received an

accurate assessment by staff that was qualified to reflect the status of the resident. An

assess relevant care areas and knowdedgeable in-service will be conducted on
about the residents status and needs for one (1)
of flve (5} sampled residents (Resident #2). 10/24/2013 by the Nurse Manager,
Record Review of Resident #2’s Minimum Data

ordinator and the
Set (MDS) Assessment, dated 09/30/13, revealed the MDS coord )
section |, did not accurately reflect the status of Administrator for all clinical staff to
the residant. discuss the MDS process and the
The findings include: importance of properly assessing

Review of facility's policy titled "Medicare/MDS the residents.
Assessment Process”. poticy number 4. The Nurse Manager or designee will

14-0809-223, effective date 09/28/98, review date k ittt Igh
06/08/09, revealed a resident's MDS mus( be conduct a weekly audit times elght
timaty and accurately complated. weeks on 50% of the charts, to

Review of Resident #2's clinical record reveated ensure restdents recefve a complete
the faclfity admitted Resident #2 on £9/18/13 with assessment and that the MDS’s

diagnoses which included Status Post Left
Hemi-Arthroplasty (surgical procedure to correct accurately reflect the status of the

a femoral neck fracture), Dementla, Diabetes res e

. ' N ' idents. In addition, the Nurse
Urinary Tract Infection (LT, Alzheimer's and esident ! .
Anxiety. Further review of the record revealed the Manager and MDS coordinator will
resident had fallen at home and was admifled to . -

i
the hospral on 09/14/13, with a fractured hip and review weekly the fac hty’s 672/802
was also diagnosised with a UTI and the to ensure accuracy, The
f Ci -

treatment of Cipro was started. Admnmstrator, Nurse Manager and
Review of Resident #2's admission MDS revealed the MDS coordinator will review the

section [ areas 12300 (UT1, 13900 (Hip .
Fracture), and 15700 (Anxiety) were not coded as results of these audits monthly
active diagnoses, however, they were listed on times two months. Any issues
the resident’'s *History and Physical” from the

acute care unit of the hospial. Resident 82 was
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identified will be addressed and
F 278 Continued From page 2 _ F278 (siracted appropriately. The quality
not assessed as having a UTl in the last 30 days, . . .
a hip fracture, or anxiety, resulting in inaccurate assurance committee will review all
coding of the MDS. audits and any issues identified as a
Interview with the MDS Coordinator, on 10/03/13 result of these audits, during the
at 1:30 PM, reveated she rushed the admission : i
' uarterly quality assurance meetin
MDS3 assessment process and that section I of q ytf| y ] . ) g
the MDS was not coded correclly. She confirmed to determine compliance with this
that the diagnoses of UT!, anxiety, and hip .
r
fracture should have been coded on the egulation and any further
admisston MDS. Further interview reveated that recommendations.
theradm'lssron MDS was also used to Initiate 5. Date of Compliance: November 11,
resident's care plans.
F 281 483.20(x)(3){i) SERVICES PROVIDED MEET F2g1 2013
$S=0 PROFESSIONAL STANDARDS
The services provided or arranged by the facility
must meet professional standards of quality,
F 281
This REQUIREMENT s not met as evidenced . .
by 1. Resident #2’s care plan was reviewed
Based on interview and record review, il was and revised by the MDS coordlnator on
determined the facility failed lo ensure that
services provided met professional standards for 10/3/2013 to ensure the care plan and
ane (1) of five (5) sampled resldents, Residen MDS accurately reflected the status of
#2. Record review of Resident #2's giinical resident ¥2
record revealed components of his/her care ptan ’
was ot developed in a tmely manner. Further
review of Resident #2's clinical record reve ated Resident #2's |V Cipro was discontinued
an order for an orai antibiotic and an oral pan . \
medication that dld not contain the required 0n 10/2/2013. Resident was discharged
elements of a medication order, the "duralion” to a nursing home with an order for PO
stement. Cipro on 10/2/2013.
2. A 100% percent audit of all patient care

The findings inciude:

1. Review of the factlity policy titled, "Care Plan

plans was initlated on 10/3/2013 by the
MDS coordInator to ensure care plans
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F 281 Continued Fro page 3 F 281 were timely and accurately completed

calegory III", Policy Number 44-0910-33, . ) . .
Effegﬁfg Date 09/01/96, review date 59/18/13 per facllity policy. Any issues identified
revealed that on the day of admission, the were corrected appropriately.
admitting nurse woutd enter the most important

problems on the care plan, each discipline would

complete the assigned section of the Minimum A 100% audit of resident medications
Data Set {MDS) and ather assessments and was conducted on 10/23/2013 by the
formulate a plan prior to the lnrerd;scnphnary Care

Nurse Manager and clinlcal staff to

ensure medications were properly
Review of Resident #2's clinical record revealed . .
the facility admitted Resident #2 on 09/18/13 with labeled. Any issues Identified were
diagnoses which included Status Post Left corrected appropriately.
Femi-Arthraplasly (surgical procedure to corract
afemoral neck fracture), Dementia, Diabeles,

Flan Meeling.

Urinary Tract tnfection (UTI), Atzheimer's and 3. Anin-service is scheduled for all clinical
Anxiety. staff on 10/24/2013 to discuss the MDS
1. Record review of Resident #2's Admission process and the importance of accurate
assessment dated 09/18/13 at 6:28 PM revealed and timely assessments of the

Resident #2 was admitted to the unit with , L

diagnoses of Ciabetes, Alzheimer's, Siatus Post residents. This will be conducted by the
Hip Surgery, was disorented and corfused, had a Nurse Manager and the MDS

left hip surgical wournd that was red with a coordinator, Per facility policy, the

moderadte amount of pink drainage, had a score

of fourteen (14} on the Braden Skin Risk admitting nurse will continue to enter

assessment which indicated a high risk and was the most important problems on the
functionally tolalty dependent on staff. care plan; each discipline will complete
Record review of admission care plan, dted their assigned section of the MDS prior
091813 reve ated Resident #2's diagnoses of to the Interdisciplinary Care Plan

Alzheimer's and Diabetes, mental status, surgicat . .
wound, skin breakdown risk and care defict were Meeting. The MDS coordinator wiil

not integrated into the care plan untit 10/02/13. review the cardex daily as well as
Resident #2 was transferred to a Nursing Home . . . .
9 communicate with the clinical staff daily

closer to famity on this day.
to ensure all new orders, diagnoses or

Record review of the Interdisciplinary Care Plan
Meeting form entitted TCU-048-1 from 09/24/13
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L

10/03/13 at 1:30 PM, revealed she was
responsible for the accuracy of all MDS sections
50 that the care plan would developed correctly.
She further stated that the nurses were
responsibte for implementing the initial care plan
ard revising the care ptan as changes occyrred,
She further stated that no specific entity was
respansihle for the correctness of the care plan
and that she did nat check the care plan for
accyracy

2. Review of the facility's policies titted, "Qrdars
for Medications, Treatments and Procedures”,
Policy Number A10-0205.01 dated 04/26/13 and
"Medication Orders”, Policy Number 12-0209. 32,
dated 08/0111 3 revealed that dosing frequency
was a reguired element of medication orders,

Review of Resident #2's Physician Orders. dated
09/30/13, revealed an order for Ciprofloxacin HCL
(Cipro}. an antibiclic medication used o treat
UTI's, 300 miltigrams by mouth daily. Further
review of the medicatior order for Cipro revealed

(%4 10 SUMMARY STATEMEN | OF DEFICIENCIES D PROVIDER'S 1 AN OF CORREC MO Lxd)
[PREFILX {EACIT QEFICIENCY MUST RE PRECEGED BY FULL PREFIX 1FACH CORGECTIVE ACTION SIOULD BE COMPLETN
raG REGULATORY OR LST IDEMTIFYING INFORMATION) raG CROSS-REFFRFNCED [0 1+ APPROPRIACE Nalg
DFEICENCY
F 281 Continued From page 4 F 281 - .
and 10/01/13 revealed lhese care areas were not condition changes ate captured and
addressed at these meelings, care planned accordingly.
Inlerview with Licensed Practical Nurse {LEN) #3, . .. .
on 10/0313 at 10:00 AM, revealed that with the An in-service is scheduled for all clinical
current efectronic system the facility was using, staff on 10/24/2013 to review receiving
the only way to tell the difference between the g . e
initial care pian and the comprehansive care plan and venfvrng orders for medications
was the date the problem was aritered into the and treatments. When a nurse receives
System. an order from the physictan, per policy,
Interview with the Unit Manager, on 10/03/13 at they ensure orders contain the route,
2:00 PM, revealed the MDS Coordinator was dosage, frequency, and duration of the
responsible for the care plans. .
medication.
Interview with the MDS Coordinator/Educator. on 4. The Nurse Manager or designee will

complete a weekly sudit of 50% of the
units charts for elght weeks to ensure
resident care plans are completed
according to the facility’s policy and to
ensure the care plans accurately reflect
the status of residents. The MDS
coordinator and the Director of Nursing
will review weekly the facility’s 672/802
for accuracy. The Nurse Manager or
designee will also conduct a weekly
audit times four weeks then monthly
times two months to ensure
medications are correctly labeled with
the route, the dosage, the frequency
and the duration. The Administrator,
the Nurse Manager and the MDS

i
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F 281 Continued From page 5 F 281 .
coordinator will meet monthly times

it did not cantain all the required elements of a
medication order per facility policy, the "duration”
element was missing.

Interviews with Registered Nurse (RN) #1, RN #2
and Unit Manager, on 10v02/13 at 11:00 AM,
11:10 AM and 11:20 AM revealed they were
unaware that "duration” was a required elemen|
of medication orders.

Interview with the Pharmacy repres entative, on
10/03/13 at 11:45 AM, revealed the pharmacy
was not concerned about the medication
"duration” requirement. Further interyiew
revealad the pharmacy monitored resident
profitles on a dally basis. This monitoring included
what medication 2 resident was on and how tong
they had been on it, Further review revealed that
afier an extended arount of time, the pharmacy
waould notify the physician of the monitoring
resulls and ask what they wanted done. She
further stated the pharmacy did not follow the
polictes of the Transitional care Unit.

F 371 483.35()) FOOD PROCURE,

$S=rF STORE/PREPARE/SERVE . SANITARY

The facitity must -

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

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced

F 371 F371

1. Cook/supervisor was in- serviced by

2. All residents were monitored on

two months to review the results of
these audits. Any issues identified will
be addressed and corrected
appropriately. The Quality Assurance
Committee will review all audits and
any issues identified as a result of these
audits during the quarterly assurance
meeting to determine compliance with
this regulation and any further
recommendations.

Date of Compliance: November 11,
2013

the Food Service General Manager
on 10/4/2013 regarding proper
sanitation of thermometers to
prevent cross-contamination.

10/3/2013 for any signs or
symptoms of infection resulting
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F 371 Continued From page 6 F 371 from possible cross contamination,
by . .
Based on observation, interview and review of None were identified.
the facitity policy, it was determined the facility 3. The Food Service General Manager
failed to prepare and serve food under sanitray . .
conditions as evidenced by staff not sanitizing conducted an in-service for all tray
thermometer stem between food products and line staff on 10/4/2013 regarding
promoting cross contamination between foods an L L
the Iray line. Observation revealed staff using a the sanitation guidelines to be
kitchen cloth to wipe off surfaces of equipment ili s ' :
iz uring tray line. Special
and pulled tha therrometer out of her pocket and utilized d ng tray p
wiped the thermometer stem with the cloth, focus was given on the proper
before taking temperatures of foods on the tray :
- . L . r
hine promoling cross contamination. Observation santtization of thermometers
further revealed a staff member placed between food Items to avoid cross
thermometer direcltly into the foad products ) Ly .
before sanitizing the thermometer, promoting contaminatton. Per facility policy,
cross confammation of focd products. thermometers must he washed,
Observation of staff member reveatad the statf , itized and air dried
used one wipe 10 sanitize thermometer befors rinsed, sanitized and air dried.
testing two food products and not between food Storage cases will he kept clean as
products promating ¢ross contaminatiosn. o e
well. When utilizing a sanitizing
The findings incly de: solution, verify the solution is
Record review of facility policy litled Food Safety appropriate for food-contact
and Sanitation, Policy number t9-501-02 with an 3
: services. This must performed
effective date of 08/22/03, revealed The Food ervice p .
Service Direclor is responsible for the before and after uttlizing
implementation of alt Aramari's policies, :

g in order r
procedures, and systenrs regarding food safety thermometers in o der to prevent
and santiation as welt as ensuring that the cross-contamination.

ratment complies with Feder t
depra zomplies v ederal, Stale. and 4. The Food Service General Manager

local regulaiions.

Record review reveated he policy and precedure
concerning e sanitizing of food thermometers
wds requested and not provided.

Record review of Serve Safe Iraining manuat,

will conduct a weekly audit of the
tray line procedures weekly times
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F 371 Continued From page 7 .
onlinued pag F371 four weeks then monthly times two

page 5-8, with no effective date; revealed under

Title General thermometer Guidelines: the months to ensure proper sanitation

cleaning and sanitizing of thermometers. ; o
. r ures are being utilize

Thermometers must be washed, rinsed, sanitized procedures are bet g d
and air dried. Keep storage cases clean as welt, correctly by personnel. Any issues
Do these things before and after using . . .
thermometers to prevent cross-contamination. Be identified will be addressed
sure the sanftizing soiution you are using is for accordingly. The Administrator and
focd-contact surfaces. Always have enty of .

o ways have ptenty the Food Service General Manager

clean and sanitize thermometers on hand.

will review the results of these
Observatian, on 16/02/13 at 11:15 AM, revealed . '
Cookisupervisor #3 wiping off equipment with audits monthly to ensure
cloth and taking thermometer oul of pocket, with compliance and any further

fi0 storage case, and wiping thermomeler stem . .
with cloth before lesting the food on the tray line. recommendations. The Quality
Assurance committee will review

Observation, on 10/02/13 at 11:17 AM, .
the results of these audits quarterly

Cosk/supervisor #3 continuing to place food onto

the tray line and checked the temperature of the to determine compliance with this
whole while polatoes and green peas without

sanilizing the thermometer stem before checking regulation and to offer any further
the potatoes and before checking the green peas. recommendations

Observation, or 10/02/13 at 1120 AM, 5. Date of Compliance: November 11,

Cockisupervisor #3 used one sandizing wipe for
the thermomeler stem belween foods or the tray
hne.

2013

Interview, on 10403/13 at 8:45 AM,
Cook/supervisor #3 reveated she had been ¢ff for
a while and she messed up because she was
nervous and she should have sanilized the
thermometer hetween each food proguct. She
further reveated thermomelers are sanitized
between every focd proguct.

Iterview, by phone on 10/03/13 at 11:05 AM,
with the Food Service General Marager revealed
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stafl was nol to use one thermometer from one
food to another food 1o prevent cross

contaminatlon and to prevent potential harm to 1. The seven residents who were

the residents. Thermometers were ta be sanitized ; 1 ;
n
hetween each food product with wipes. He 'dentified as having Infections on
further reveated there was a policy and procedure TCU were monitored on 10/4/2013
for sanitizing he thermometer correctly. . lati
F 441 48365 INFECTION CONTROL. PREVENT Faqy foranyadverse S_'de ef.feas relating
$S=F SPREAD, LINENS to the identified infections. None

. ‘ I . r
The facility musi estabtish arid maintain an were noted. The Nurse Manage

Infection Control Program designed (o provide a and the Infection Control Nurse
safe, sanitary and comfortable environment and . S

to help prevent the develapment and ransmission reviewed each patient’s medical

of disease and infection. record to ensure the treatment was
(a) Infection Control Program in place and that the physician was
The facility must establish an |nfection Control aware. The Infection Control policy
Program under which it - .

(11 Investigates, controls, and prevents infectiong was revised on 10/22/2013 to

In the facility, include a log of alf infections

(2) Decides what procedures, such as isolalion,

should be apptied to an individual resident: and identified on the TCU. It will be

{3) Maintains a record of incidents ang corrective maintained bV the MDS Coordinator

actions related to infections. .
and communicated to the Infection

{b) Preventing Spread of Infection

{1) When the Infection Coutrof Program _ Control Nurse. }

determines that a resident needs isolation to Nate: The Infections identified

prevent the spread of infection, the facility must

solate the resident. during this survey were not

(2) The facility must prohibit em ployees with a originated on TCU. All seven

communicable disease or infected skin lesions . .

fram direct contaet with rasidents or their food, If residents were admitted with the

cirect cortac! will ransmit the disgass. infection,

{3) The facility myst require staff to wash their
hands after each direct resident contact for which
hand washing is indicateg by accepled
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professional practice.

{c) Linens

Personnel must handle, store, process and
Iransporl linens so as to prevent the spread of
infection.

This REQUIREMENT 1s not met as evidenced
by:

Based on record review, interview and review of
facility's pelicy, it was determinad the facility failed
fo develop, implement and maintain an Infection
Prevention and Control Program in order to
prevent, and conlrol, to the extent possible, the
onset and spread of infegtion within the facility.
According to the Roster Matrix from 10/61/13
seven (7) of the eight (8) residents on the TCU
had infeclions: of those infections five (5) of those
were Urinary tract infections.

The findings include:

Review of the facllity's Trapsitional Care Unit's
(TCU) Infeclion Contro) palicy, dated 09/01/06,
revealed the infection control committee was
responsible for organizing a prograr to pravent
the development and transmission of infections
and provide services necessary to maintain a
sanitary and comfortabte environment. Further
review of the factity's policy revealed, lecnniques
and systems were developed for tdentifying and
reparling infections in the TCY.

Review of the Position e scription for Infection
Preventior Manager (no date) reveated, the
Manager of Infection Prevention was responsible
for the St. Claire Regional Infection Cantrot

monitored by clinical staff for any
signs or symptoms of Infections on
10/4/2013. No other issues were
identified.

3. Alog of all infections tdentlfied on

the TCU will be maintained by the
MDS Coordinator and
communicated to the Infection
Control Nurse weekly for review and
any recommendations. This log will
include the patlents na me, the type
of infection, the origin of the
infection, what treatment is in place
and acknowledgement that the
physlcian is aware of the infection.
An in-service will be conducted on
10/24/2013 for all TCU staff by the
Administrator and Nurse Manager
to review the Infection Control
Policy and to inform them of the

new infection log.

Note: The application on a cellular phone
observed during the survey, Is not an
infection tracking tool. ttis a hand
sanitation tracking tool used du ring staff
cbservation by the infection Control Nurse,
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Program 1o prevent, minimize or eliminale the risk
of infection, \his ircluded surveillance, analysis,
interpretation, educating stak aboul infection
prevention; and the developmeni of policies and
procédures o ensure rigorous infection nonirol
slandards are meel.  Furlher review revealed,
she was responsible for evaluation and updaling
the infeclion prevenlion and conrof plan.

Record review of 1he Census and Condition on
10/01/1 3 revealed six (6) of the eight (8) current
resident are on antibiolics.

Interview wilh Unit Manager, on 10/03/13 at 5:15
PM, revealed she monitored staff infection sontrol
praclices and when problems were ideniified she
contacted the infection Conlrol Nurse. Further
nlerview revesled the Minimum Data Sel (MDS)
Coordinalor was responsible for nolifying the Uit
Manager of the current in-house Urinary Tract
infections and monitoring. The urinary lracl
infections were monitored on the unit, using an
infection control log as a lool. Identification and
monitoring of infections were done by the
pharmacy and the Physician,

Interview with Infectiorr Conlrol Nurse, gn
10/33/13 a1 3:05 PM, revealed the system for
mortonng and nvestigaling causes of infeclion,
was Ihat all positive cuitures were reviewed every
day and the unit arigination of the infection was
discussed wilh the unil manger either with an
e-maitor phone call. The tracking system witized
for the causalive agent, the origin of the infection
and the measures taken to preven| the spread
included daily review of the fabs, urilizing a
tracking loof via an application on celfular phone,
that was rot approved by the hospital. Further
Inteérview revealad, she was not aware that five

4. The Nurse Manager or designee will
audit all patients admitted to the
TCU weekly times four weeks then
monthly times three months to
ensure all infections on the TCU
have been logged and tracked
accordingly. The Administrator and
Nurse Manager will review the
results of these audits monthly to
ensure compliance with the
regulation, Any issues resulting
from these audits will be addressed
appropriately and discussed during
the quarterly Quality Assurance
meeting to determine compliance
with this regulation and for any
further recommendations.

5. Date of Compliance: November 11,
2013
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{5) of the eight (8) residenis on the TCU had
uriary tract infections. She staled she would of
expécled lo have been nolified of the urinary lract
Infeclions. Furiher interview revealed she was
nol aware thal seven (7) of the residents had
infections, She siated the las) policy update for
infection control was 2008 and she had rol
reviewed the infeclion conirot policy yel. She
staled she had only beern there since December
2012, and i needed fixed. She further slated the
policy for Infection control was not an effective
infeclion conirol policy.

Funther interview with Infection Conlrol Nurse, on
10/03/13 at 4:30 PM, reveated the guidelinas for
standard ¢t practice utilized was Center Disease
Conlrol and Ihe Association for Professional in
tnfection Conlrol and Epidemiology. Moniloring
slaff infeciion control praclices wag done threugh
olservalions. Infeclion rates was monitared
uliizing a data base and then she ran reports that
interrupted days of calheler use, ete. She staled
the irfecrion Conlrof Nurse should monitor
infections or the YCU unil but she had rnol bean
monilgring them regutarly.

FOFIM CRIS-2887152-99) Previoys Velsicns Choolele Foemt LA Fazilily 10, 400704 H conliruator shes) Page 12l 17



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

e

i !

g

i
L oal
bl
%,g 5;!“ WY i
Bl o ge

v

FRINTED: 10/17/2013
FORM AFPROVED
OMB NO. 0938-0391

L

STAIEMEN| OF OEFICIENCIES IX11 PROVIOR R/SLIPPI (ER/CLIA {X2) MUL UIPLE CONS TRUET 0N 123 DATE SURVEY
ANG PLAK OF CORRECION IDENTIFICATION NUMBER, A BUIOING 0T - MAIN BUILDING g+ COMPLE (RO
185430 8 WING e 10/03/2013
NAME OF PROVIOER OR SULIER STREE | ADORESS, Cl1Y. 3TATE 2P COOF
222 MEDICAL CIRCLE
CLAIRE MEDICAL CENTER T :
ST : MOREHEAD, KY 40351
|X43 (0 SUMMARY STATEMENT OF DEFICIE NG IES 0 PROVIDE R'S 1™ AN OF CORRECTION X8
PREFI(X {EACH OEFICIENCY MUS | BE PRE CE ORO By FULL PREF X {EACH CORREC((VE ACTION SHOUI O BF COMPLETION
1AG REGUI ATORY OR LSC I0EM | FYING INFORMAT ION) TaG CROSS-REFERENCED (O (HE ALPROPRATE DAl
CEFICIENGY)
K GO0 INITIAL COMMENTS K 600

CFR: 42CFR 483.70(a)

Building: 01

Plar approval date: 197¢

Survey under NEPA 101 {2000 Edition)
Facility type: SNF

Type of structure: Seven story Type | (332)
Smoke Compartment: Two

Frre Alarm: Complete fire alarm

Sprinkler System: Complele sprinkler system
A atandard Life Safely Code survey was

conducted on 10/03/13. Saint Claire Medical
Cenier was found not to be in compliance with

heds.

The findings that follow demonsirate
noncompliance with Titie 42, Code of Federal

Fire). Deficiencies were cited with the highast
deficiency identified at "D” level.
K029 NFPA 101 LIFE SAFETY CODE STANDARD
$8=D
Cne hour fire rated construction {with % hour
fire-rated doors) or an dpproved automatic fire

extinguishing system in accordance with 8.4 1
(an)dfor 19.3.5.4 pro

the requirements for participation in Medicare and
Medicaid. The census on the day of the survey
was s5ix {6), The facilty is licensed for ten (13)

Regulations, 483.70(a) o1 seq_ (life Safety from

is hazardous areas. When

This prepared plan of correction
and creditable allegation of
compliance does not constitute
an admission or agreement to
the alleged stated deficiencies
by the provider or its
management company, This
plan of correction and
creditable altegation of
compliance is prepared and
executed only because state
and federal law require it.

K029

1. The TCU staff immediately removed
the chairs from 508 and relocated
K029 thom properly throughout the unit
after the surveyor brought this to
our attention on 10/3/2013. Room

}
LABORAJORY ECIOR'S ORFROVIDERSU PLIER RECRESENIATIVE'S SIGMA | URE TiTLg

‘kl AT aa %t—-e.\"‘“-’

G DAE

1‘33\‘2 4’“‘ ]

alner sifegliards provice s Feien prelection (o tne palents. |See Msiructions.} Excepl for liursing nomes, ing firdings slaled above are disciosabie 50 days

follavang

cays following (he dale inese dacumenls are made availabie i he kit

prograr participalion.
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ihe approved avlomatic fira extinguishing syslem ] o
oplion is used, the areas are separated from 508 is not one of the unit’s
other spaces by smoke resisting partitions and designated storage rooms; therefore

doors. Doors are self-closing and non-rated or
field-applied prolective piates that do not exceed a self-closer device was not placed

48 inches from the boltom of ihe door are on the door.
permitted.  19.3.2.1 . .
The Administrator informed staff
which rooms were designated as
storage and that empty patient

. il S
This STANDARD is not met as evidenced by rooms were not to be utifized a

Based on observalion and interview, it was holding areas for equipment.
delermined lhe facifity failed to ensure areas used . T

as storage, was protected according lo Nalional 2. The Administrator and the Director
Fire Proteclion Association (NFPA) standards. of Nursing conducted a walk-

The deficiency had the potential 1o affect one (1) .

of two {2) smoke barriers, lwo {2} of len {10} through of unit on 10/3/2013. Any
reisdents, siaff and visitors, : items located in unapproved areas

were removed and placed in proper

. . storage rooms.
Observation on 10/03/2013 at 11:50 AM, revealed .
room 508 was being used for slorage. The room 3. The Administrator or Director of

contained 9 resident chairs, Further observation Nursing will conduct daily walk-

revealed |he room was not equipped with a
self-closer on the door. Rooms used for storage through rounds for four weeks to

The findings include:

must meet the requirements for hazardous areas i i i

. . reds. c liance with this
The observation was confirmed with Assistant ensure comp
Maintenance Director. regulation. An in-service will be

Interview on 10/03/2013 al 11:50 AM, with the conducted on 10/24/2013 by the

Administrator and Assistant Maintenance Administrator and Director of
Director, revealed the room had been used since .

April for storage and he facility had failed to Nursing to educate alt TCU staff on
identify Ihe room as needing a self-closer on 1he the proper designated storage areas
door.
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Reference: NFFA 101 (2000 edilion) ] :
c
19.3.2.1 Hazardous Areas. Any nazardous areas on the unit and to reinforce the
shall be safequarded by 2 fire barrier having a issue of not using empty patient

1-hour fire resistance rating or shall be provided

with an aulomatic extinguishing sysfern in rooms as holding areas for

accordance with 8.4.1. The automatic equipment,

extinguishing shall be permitted to be in -

accordance with 19.3.5 4 Where Iha sprinklar 4. The Administrator and the Director
option is used, the areas shall be separated from of Nursing will review the results of

other spaces by smoke-resis ling partitions and

doors. The doors shall be self-closing or these walk-through rounds monthly

automatic-closing. Hazardous areas shall Inctudea, times two months to ensure

but shall not be restricted 1o, 1he following: . .

(1) Boiler and fuet-fired heater rooms compliance with this regulation,
Q;)Cenlralibulk laundries larger than 100 #2 (9.2 The results of these walk-throughs
m

{3} Paini shops and any other issues identified as a
(4) Repair shops : ,

(5) Soiled linen rooms result of these walk-throughs will be
(8) Trash collection rooms discussed quarterly at during the

(7) Rooms or spaces larger than 50 fi2 (4.6 m2),

including repair shops, used for storage of quality assurance meeting to

combustible supplies and equipmenl in gquantities determine compliance with this
deemed hazardous by the authorlty havin . .

jurlsdiction y v 9 regulation and to discuss further
{8) Laboratories employing flammable or recommendations.

combustible materials in quantities less than

those that would be considerad a severe hazard 5. Date of Compliance: November 11,

Exception: Doors in rated enciosures shajl be 2013

permitied 10 have nonrated, factory- or

fleld-applied protective plates extending not more

than 48 in. (122 cm) above Ihe boltom of the Note: Dally walk-throughs of the unit by
door. the Administrator or Director of Nursing is

a standard of care for the TCU and wiil
continue even If no further issues are
discavered as a result of these walk-
through audits.
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