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This REQUIREMENT s nol met as-evidencsd
by: :
Based on observations, Interviews and tecord
* | reviews, the fadility failéd o accommodale the
! individual preferences of four residents,
: Residents #1, #4, and #35 had made the facHity
'| aware of food likes/dislikes; however, the faciiity
served foods that the residents had indicaled they
disiiked. Residen! #8 had chosen to recelve
double portions at meals and the Tacility failed to
provide the resident with the doubie portions,

The findings inchude;
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A reviow of the facliity‘s policy (revised 07/410)
rogarding edmission documentatlon defining
nutrilional status revealed the Nulrition Service i
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A standard health survey was conducted on
06/23-26/11. Deliclent practice was identificd
wilh the highest scope and severity at "E" levét,
An abbreviated slandard survey (KY168644) was F242
also conducted at this time. The complain{ was . ,
' substanliated with deficient praclice identified. 1 .Resident #1,#4 and 4358 had‘, their food_
F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO F242)  preferonces updated by the Dietary Serviee
ss=p | MAKE CHOICES Manager(DSM) on 9/15/2011.
Resident #8 is receiving double portions at
The residen( has the right {6 choose activifies, cach meal per preference,
schedules, and health care consisien! with his or
her interests, asscssments, and plans of care; 2.Dietary Service Managcr(DSM),Dimcs.or
interact with members of the community both of Nursing(DONY and Unit Manager(UM)
inside and autside the {zdility, and make choices 1o audit alf food preferences to identify i
about aspects of his or her fife in the facility that all residents have updated food
are slgnificant to the residant. prefcrences by 10/057201],
Any resident that has not had an updated
i food preference within 30 days will

immediately have one completed by the
DSM, DON and UM.
A one time record audit wil] be compleled

* by the DSM,DON and UM by 10/05201

to identify any resident who has an order
o receive double porfions and the
DON/DSM 1o ensure that the order s
followed immediately.

3. Education Training Dircctor(ETD) to re
educate nursing and dietary d epartment
regarding policy 14 complete and update
food preferences, ensuring resident
receives double portions ag ordered, policy
for C.NA to vead iray cards nnd ensure
resident receives foods per preference by
10/06/2011.
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Manager or designes was to compleic a food
pieference record for each resident. The food
preference record was to be completad within 48
hours of admission and placed in the resident's
medical record as well as on file In the facility

i Kitchen, '

1. A review of the medical record for Resident 9
revealad the facility admitted the resident on
10/17/08, with diagnoses of Alzhelmer's Disease,
Senile Dementiz, and Stroke with Hemiparesis
(paralysis of one gide), Chronic Obsiructive
Pulmonary Diseass, and Pleural Effusion. A
review of the physiclan's ordars reveaied an order
dated 06/21/11, fora gastnic tube feeding of
Jevity 1.5 to be ddministered from 7:00 PM unkil
7100 AM, at 60 cubic centimeters {cc) an hour.
The orders further revealed Residen! #1 was o
recelve a Dysphagia I diot (pureed enhanced

; foods) with pudding-thick liquids and staff was 1o

| feed the resident. A review of the facility's Food

! Preference Record for Resident #1 dated
04725/11, revealed the resident was to receive a
regular diet, ground, and the resident’s dislikes _
'were noted {0 be fish/luna, rice, broceoli, Brussels
sprouts, and coftage choese. The resident's food
preferences included eggs and toast, tnitk, and
coffes, - - _

An observation of the noon meal pn 08/24/11 .
revealed Resident #1 was in the dining room at
11:35 AM, and recoived a pureed diot of puresd
, mashed potatoes, peas, & saimon pally with

{ gravy on top of the meat, and pudding-thick frui
{drink and waler. The resident's tray card
indicaled the residen! was (o recelve purced
enhanced foods and although the resident had
reportedly liked milk and coffee, the card
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F 242 | Continued From page | F242| Administrator and Dictary Service

Manager to audit tray cards of {5 residents
eating in (he dining room and 15 residents
eating in their rooms five(s) days a week x
A4 weeks beginning week of 10/06/2011 1o
ensure {ood preferences are on the tray
card, double portions are served if ordered
and that the resident docs not recojve

Toods listed on their dislike 1isy,

DSM to re educate dietary stafT regarding
importance of reading tray card and ensure
that foods lisicd on the residents dislike
tist is not served and that (he instructions
arc followed, including double portions by
10/a5/72011. :

Administrator and Dictician to apd]: 10
adinissions beginning 10/06/2011 to
ensure p/p for food preferonocs being
compleled is followed,

Administrator end Dictician to andit S
oxisting residonts monthly x 3 months,
beginning week of 10/05/2011 1o ensure
food preferences are updated as per policy
{ and that any rosident that has doubjs .

| portions ordercd are recejving doubje
poriions,
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F 242{ Continued From page 2 - - F 242
Indicated the resident was not to recejve caffeine 4.Quality Assurance
1 and milk. Documantation of the meal card also team(Adminstrator, Director of
Indicaled the resident's dislikes were noted {o _ " Nursin g(DON), Unit
include fish and the resident was not to recolve . Mana ers;(IJM)’ Dietary Servio
peas or gravy. The resident was obsenved Lo M 2 DEMILIE F{r e s
recaive solmen, peas, and gravy during the meal,  pranagerDSM)Lifo Enri ument
The CNA attempted 1o feed the residént the . Director(LED), Bavironmental Scrvices
Toods served but Resident #1 refused fo eat. The Mrenager and Rusiness. Office
resident’s tray card was brought fo the attention Manager(BOM) to mezt every 2 woeks x 2
of the CNA and & new food (ray was orderad for ' | beginning weck of 10/05/2011 then
Resident #t1 that Includeq meatballs, noodies, . monthiy 1o evaluate rudit findings and
and camrofs. Further observation revealed tha S revise plan as needed,
resident confinued 1o refuse the mesl until, afler.
two unsuccessiul attlempts, a CNA applied butter, | - 5.Date of Compliance 10/08/20]1.
salt, and pepper to the résident's meal, : ' :
| An interview with CNA #7 on 08724711, at 11:60 I
AM, revealed CNAs were Lo Jook at the tray card i
for likes and dislikes prior to delivering the tray to {

{ the resident. The CNA sald she would hormally i
| review tray cards for the residents’ fikes and L
; dislikes and had {afled to review Resident#1's !
tray card for the noon meal, The CNA stated
Resident #1 fiked gravy and bisculls at break(ast,
and reakfest was (e resident's favorite meal,
CNA #7 said Resldent #1 ¢changed likes and
dislikes often and did not know why the diglike for
gravy was on the tray card, .

2. A review of the medical record for Residant #4
reveeled the facility admitied the reskdent on
07/13/11, with diagnoses of Coronary Artery
Disaase, Gastroesophageal Reflux Disease,
Diaboles, Hyperiension, and Chronic Obstruclive !
Pulmonary Discasa. A review of the physiclan's f
orders revealed the resident was fo recolve a i
Consistent Carbohydrate Diet. Further review of |
the medical record revesled the Food Prefarence ‘
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Record, dated 07/20/11, indicated Resident #4
prefetred vegetable soup, pimenlo choesse
sandwiches, and butfermilk on the meal tray
avery day for lunch and supper, In addilion, the
resident did not like "grease,”

Qbservatians of Resident #4's meal lray on
0B/23/11, at the supper meal revealed the : ;
resident received a pulled pork barbeeve : '
sandwich. Thera was no vegatable ‘soup,
pimento cheese sandwich, or buttermilk on the
resident's meal tray,

An interview wih Resident #4 on 08/23/11, at
5:45 PM, revealed Lhe facility was “atways
sending me things | can't eal” Resident ¢4
further stated he/she was unable to eat spicy

foods because fhey "give me heariburn,”

An interview with the Dietary Manager (DM) on
08/25/11, at 1:45 PM, revealed the DM wES
responsible for recording resident likes/dislikes
and ensuring thase preferences were honored.
The DM further stated there was ne ane
responsible 10 recheck the praference Information
fo ensure accuracy. The DM stated she "ust
missed those preferencos” on Resient #4's
likes/dlslikes form, ' ’

3. Observations of the funch meal on 08/24/11,
at 11:35 AM, revealed Resldent #35 was sorved
maatbalis with noodles and peas. Areview of the |
trery card for Resident #35 revealed the resident
did nol fike noodies, Further ohservation :

| revealed the stafi serving [he tray.did not check
the resident's tray card to ensure &CoUracy.

On 08/24/11,'al 11:38 AM, an inierview with I i : i
; : | ... N
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Registered Nurse (N} #1, who had sarved
Resident #35's lray, revealad she should have,
but falfed, o check the resident's tray card,

4. Observations on 08/23/11, at 6:00 PM, of the

| evening moal recolved by Resident #8 revealed

| the resident received a regular diet of one pulied
pork sandwich, potato wedges, milk, lced {ea, and
watermelon. - The resident’s meal did not contain
the colestaw iisted on the menw. The meal card
on the resident's meal tray revezled the resident
wag 10 recaive extra-large portions, Observations
of ther noon maal on 08/24/1 T at1230PM, .
reveaied Resident #8 received one salmon paity,
polatoes, green beans, one slica of bread,
chocolate cupcake, and (¢a. The resident did not
recelve extra-arge portions as indicated on the
diet card. "

. . ]
Review of the physiclan's orders for Resident #4

| dated 07/28/11, revealed the resident was to

have & regular diet with no restrictions. Review of

the meal card used by dictary staff revealed

Resident #8 was to recelve two extra-large

portlons of meals. ‘

Inlerviow on 08/23/11, af 6:00 PM, witlh Resident
#8 revealed the resident does no! recefve
extra-farge portions with the meals. According to | B
Resident #8, hofshe requesled extra portiohs bu! ' |
staff cannot bring the extra food unfil they have : |
- 1 finlshed serving all the residents. The resigent | i
stated he/she does nof raceiye the exiralarge
portlons as indicated on the résident's meal card,

Interview with Distary Aide #1 on 08/25/11, al
2:20 PM, revealed dietary staff was lo comply
with the Instructions o emch rastdent's dief card.
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F 242 | Continued From page 5 _ © Fa42)
‘ Dietary Aide #1 slated extra-targe portions would |
.| mean two porllons of the entres and the side
dishes, The dielary aide stated If the instructions
_ were on the card it shotld be on the tray.
F 246 483, 16(c)(1) REASONABLE ACCOMMODATION IF 246
§8=D | OF NEEDS/PREFERENCES :
A resident has the right (o reside and receive J
sarvices in the facility with reaspnabie |
accommodations of individual needs and :
! preferences, except when the heafth or safely of " F246
; the individual or other residents would be ' ‘
j endangered, 1 .Residont 7 was interviewed by Socin]
Services and refused to alfow the T.V. (o be
: moved.
. e Sacial Services has notified family and g
;)r;,"q REQUIREMENT is not met as evidenced {amily meeting is scheduled the week of
- . . ' ) 9726/2011 in an effort to ensure regident
rgiﬁs?;z ﬁi%ﬁ?gﬁ;‘% égtﬂ'?:fnﬁ;pgﬂzﬁf necds_ la_rc mat and all 'lt;m;icm to iming and
coom N the & repositioning are resolved.
samp1ergOrg:itge?ti.ﬁﬁdﬂ?ﬁ%ﬁiﬂf}ﬁéﬁ was Resicilcn!‘ #26,H27#29 und I'(t{sidcj1l: #30 have an
on the laft side of the resident's bed, making it : appomtment with the beautictan the center has
Impossible 1o view wiien the resident was (umed ! now employed und will vtilize beantjcian
onto the right side. In addition, Residents #26, | sorvices per thelr wishes by 9/30/2011,
i #27, 4129, and #30 were unable {o utilize
| beautician services, as tha facility had no 2 Administrator and Maintenance Director 1o
y beautician confracted, review all rooms {6 identify any T.V that mey be
a barrier 1o tuming and repositioned and /or that
The findings include: the resident cannot see on either side by
) N 10/1/2011,
No policy was provided by the facility for Any issucs identified will be immediately
accormmodation of neade. corrected if the resident agrees, if the resident
| 1. Areview of the medical record for Resident &7 | does nol Snf:iﬂi S_crvices‘will visit ﬂ.’ N Tmid.c it in
revealed the facllity admitied (ha resident on en effort to identify busriers to moving the 1.V
04/01/11, with dingnoses of Siage. IV Decubitus and assisl the resident as noeded 10 resolve by ,
! Ulcers to the bultocks and cocoyx areas, Chronic T m10/4/20_l & e .
i ) . ; TURE ) T"'J'.':I’-:,IF ‘ T WM»‘L__'
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Obstruetive Pulmonary Disease, Diabetes, and a
Laft Above the Knee Amputation. Documentation
revealed a wound vacuum was utitized by staff for
treatment of the decubitus ulcers, Further review
of the medical record revealed an admission

i assessment doted 04/18/11, that indicated the

I resident's cognitive sfatus was moderatoly

{impalréd. The quarterly review dated 06/29/1 1,

 fevealed staff had assessed the resident lobe
cognltively intacl. A review of the care plan dated
06/20/11, for Resident #7 revealed the resident
was 1o be turned from side to side only,

Anl interview with Resldent #7.on 08723/11 . at
3:45 PM, revealed the resident was recovering
froma pressure wound on the butiocks and
coecyx reglons, The resident stated he/she went
1o the wound clinic weekly and the physiclan at
tho clinic had instructed the residant and the
facility to completety stay off the wound ares and

i the wound vacuum,” Resident #7 stated he/she

; olld only turn from side o side unlif the wound

+ had compiately healed which, according {o the l

{ resident, could take several more months.

vacuum, he/she was only allowed to ged up for
short periods of time to ulifize a bedside
commade. Resident #7 also staled, ™ tum from
side to slds like | am supposed fo, but | do not
like: tumning (o the right side because | cannot see
my television, and olher than my puzzie books
that's what | do fo pass the tire.* Resident #r
stated, “It would be good if the facifily could move
| My television so | could see # betier," i g

An interview with CNA #10 on 08/25/11, at 5:40 .
P, ravealed Resident #7 could nof visugalize tha |

Ascording to Resident #7, bacause of the wound { '

T o BUMMARY STATEMENT OF DEMCIGNGIES 1o PROVIDER'S PLAN OF CORRECYION |~ oo
EREFIX {CACH DEFIGIENCY MUST BE FRECEDED BY FULL PROFIC | (FACH CORRECTIVE ACTION SHOULD B bmﬁ-ﬁw‘m
TAG REGULATORY OR LSC IDEN'TIFYING INFORMATION) TAG - GROSS-REFERENCED TO THE APPROP RIATE BATE
. ’ ‘ : DEFICIENGY)
. . Social Services 1o notify all family members and
I 248 | Conlinuad From page 6 F2461  ecognitive tesidents that the center has rotained

the services of a beautician und when services
will be avajlable {0 identify all residents that
wish o utilize those services in the cenfer by
10/32011.

Any issues idontified will be immediately
addressed by making an appointinent for
beautician services by 10/4/2011,

3.Education Training Dircetor 1o re educate

maintenance and nursing stafl regarding

placement of T.V in room in an area that the

. tesident can see if tuened on either side as

| residont will allow by 10/4 2011,
Regional Director of Clinical Services(RDECS) 10
re edutate Administrator , DON and Social
Services regarting policy for cnsuring beantician
services are available and advertishig efforts o
retain a beautician by 10/4/201 .
Administrator (o andit all rooms {x week x 2
weeks beginning week of 10/4/2011 then 1x
every 2 weeks X 2 to ensure the TV, iy Placed in
room Lo meef residertt wishes/ngeds and can be
see if resident turns and monitor 1he
grooming/hair length of residents 10 ensure they
are able fo ntilize beantician services ag they
wish, T

- Social services fo audit 0. ensure that g gipn is
posted in a hiphly visible area that informs

residents and siaff when and where benwtician
serviees are available in the center I % week x 4
weeks beginning week of 10/4/2011.

television when on the right side. GNA #10 st'ated)
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)  the resident could only tum from side to side, and 4.Quality Assurance
-, even though the resident could not see he {eam(Adminstrator, Director of
 televislon when hefshe was on hisfher right, the ‘ h .
P - Nursing(DON), Unit
i resident kKepl the television on alf day because i . . S
| was “important” 16 him/hor + Managers(LUM),Dietary Services
] - Manager(DSM)Lifc Borichment
An interview with RN #7 on 08/25/11, al §:20 PM, | - Direclor(LED), Environmental Services
revealed the lefevision was very important fo ' Manager and Business Office
Resident #7 and stafed tho facility should have Manzagen(BOM) to meet overy 2 weeks x 2
| entified that the television was not-visible for begioning woek of 10/05/2011 then
Residont #7 when hefshe was tumed to {he right monthly to evaluate sudit findings and
side, - . B revise plan as needed,
An interview with the DON and (he Matitenance | 5.Date of Complinnee 1008207},
Director on 08/256/11, at 5:25 PM, revealed the .
television should have been assessed for
accornmodation of needs for Resident #7 and
that the facllity wotild {ry to move the lelevision or
' rearrange the furniture to accommodale the
resident's needs, l
|
2. A group intervicw on 08/24/1 1, at 10:00 AM, ;
with Residents #26, #27, #29, and #30 revealad i
the facility had no Barber or Beauty Services
available for resident use. The residents staled
they were nofitied al the time of admisslon lo the
facility they would have these services avallable,
A review of the facility's admission form on'
08/25/11, titled Your Lifestyle, last revised 03/1 1,
revealed barber and beauty servicas would ba b
available at the facilily for resident usc. |
A review of the Beauly and Barber charge ledgar
on 08/25/11, revealed the last ime a licensed
| beautician provided services at the facility was on i
107713111, S . :
i
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Further interview with Residen! #2¢ revealed
hisfher son came to the facllity 1o transport
him/her {6 & service oulside the faclily when the
services of a licensed beautician were necded.

An interview with Resident #27 revesled hafshe
had no family available for transportation fo obtain
& hair cuf- whenh needed. Further hntenview
revealed one employec In the facility's Therapy
Department, who I nol & licensed barber or
beautician, brought In hair Glippers to the facility
fo cut Resident #27's hair due to the resident's
inabllity to obtain the services from a licensed

| beauticianvbarber inside the facllity. -

Interview with social worker #1 on 08/24/11 y at
4:20 PM, confirmed the facility failed to provide
the services of a ficensed beautician/oarber
avallable for the residents, : ‘

An interview with the facliity’s Reglonal Director of
Operations (RDO) on 08/25/11, at 8:00 AM,
revealed the facility’s corporalion chargkd the
beaulicians thal provided services to the _
residents.of the facility, a foe of 20 percent of
thelr earnings. Although the facility had put forlh
efforts 1o recruit a beauticlan, the fee thal was
charged created e problem with
recrultingfretaining a licensed beautician on a .
regular basfs at the fachity. F248
F 248 483.15(f)(1) ACTIVITIES MEET F 248 ,
$8=t | INTERESTS/NEEDS OF EACH RES LResident #8125 426,421,428 429 and.
Resident #30 will be notified of (he updated
‘ i activity schedule for weekends by the Life

The facllity must provide for an ongoing program
of activitles designed fo meel, in accordance with Enrichment Director(LED) by 10/4/201 1.

the comprehensive assessment, the interests and Beginning 8/27/2011 the LD did ensure
the physical, mentat, and peychosoclal wall-being weekend activities were offered and
i of cach resident. : provided as per schedule,
—
}lf confinuation sheot Page ¢ of 32
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This REQUIREMENT s not met a3 evidanced
by: _ _ .

Based on interviews, review of policies, and a
roview of activity sehed ules, the facility failad to
ensure activilics were provided to accommodate
the Individuat residents inlerest and thal would
enhance the residants' physical, montal, and
psychosocial heeds, During the group inlerview
conducted on 08/03/11, al 10:00 A M., with seven
alen and oriented reskients (Residents #8, #25,
26, #27, #28, #29, and #30) it was revealod the

! facllity falled to provide activities on the weekends
and the residents woere "bored." )

The findings Include:-

A raview of the' activity policy (éffective 01/09)
revealed, "Support, malnienance, and
empowerment aclivities are scheduled dally,

| seven days per week, and offered af jeasi two
evenings par-wesk 6:00 PM or tater, or mare
frequently to meet resident's needs. The aclivity
staff will schedule and coordinate sl activities,"

.| A review of tha facility activity calandar(s) for tha

months of 06/11, 67/11; and C8/1 1, revaaled the -
facility provided TV/Social Hour, Bingo and & ;
"Movie on Saturdays. In addition, basad on a .
review of the aclivity calendar for 06/1 1, 0711,
and 08/11, the facllity provided "{:1" visits on
Sundays, and board games were provided on
08/05/11, 06/12/11, and 05/26/11.

A ravisw of documentation of aciivitias for the
rnonth of 08/11 revealed no documentation thal
"1:%" aclivities had besn provided on (he
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. . 185221 ! 0%@9] 1
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2.The L.E.D and the LED pssistan; will
interview all cognitive/interview able
residents and will mndomly speak 1o five(s)
uninterviewable cognitively impaired
residents family membors 1o identify what
their activily interests are to implement a
weekend activity sehedule that the LED,
LED Assistant or the Department Manaper
on Duty will conduiet on the weekends by
10/42011. '

3.The Education Trainin g Director will re
educate the LED regarding the policy for
recording activities and onsuring activitios
of interest are provided and offored to all
residents everyday by 10/4/201],
Administrator and Social Services
Department will interview af Jeast 5
interviewable residents woekly x 6 weeks to
ensure activitics of interest are offered and
provided on the weekend beginning the
wock of 10/4/201 1.

N Administrator (0 review one on pne aclivity
log and weekend activity logr at least weekiy
x 4 weeks bepinning 10/1/7201] (o ensure
they are completod and recorded,

The Administrator and LED to attend
resident council mecting each month x 3
months 1o ensure activities meet residem
needs and ask for suppestions (o moeet
activity interests and review weekend
activily calendar for the following month
‘beginning 16/2011 mecting,
Administrator to review aclivity calondar Jx
monthi X 3 months o ensure activities are
offered per policy bepinning 9/30/2011,

!

{ st
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waekends for the residents who had been .
a2g5e85ad by facility staff to ragquire "1:1" activitins. f{ﬁ:?}(gm’;f:mﬁ)immr of
During a group inlerview conducted on 08/24/11, Nursinp(DON), Ufm
at 10:00 AM, residents (Residents #8, #25, #26, Managers(UM), Dictary Scrvices
#27. 428, #29, and #30) complained thal there - Manager(DSM)Life Enrichment
wasn't much to do on (he weekends at the facility., Directon(LED), Bavironmental Services
The residents s{ated thera were two volunteer Masager and Business Office
residents (Residents #25 or #8) who “called” Manager(BOM) to meot every 2 wecks x 2
bingo on Salurduays, The residents statad they beginning week of 10/05/2011 then
had pever watched a movie on Saturdays or monthly to evaleate sudt findings ond
i participated in board games on the waekends. In revise plan as needed.
addition, residents stated the only aclivily |
provided on Sundays was "church" and if they | 5.Date of'Compliance 10/08/2011
didn't attend church, there was no activity [P, - 4
available for tha residents to sttand,
An interview condycted with the facility's Activity |
' Director on 08/24/11, at 11:20 AM, revasled the !
: Activity Director and the activity staff did nol work “
i on weekends and depended on residents and/or 81
; volunteers (o provide activities on the weekends, .
o document tha names of the regidents that , - .
atlended the aciivities on the aclivity record, and | . LResident #4 physician was notified on
to provide the information to the Activily staffon - i 8247201 | that the mediport had nof been
Mondays. The Activity idirector staled she did pot  flushed since admission and new orders
have documentation relatad to "1:1" weekend | j noted to {lush on 8/24/2011 and then once
visils, or the names of the restdents that had i monthly. Resident and family made aware.
altended church services bacause the : Mediport flushed without issue on
volunteers/church members did not always : 82472011,
document who allended the activities, -, Resident #15 physician was notified on
F 281 | 483 20{k)(3)(l) SERVICES PROVIDED MEET F 281! 8/25/2011 that phoslo was not given with
8u) | PROFESSIONAL STANDARDS . mouls and the dates that the medication
) . . was not given with meals and order (o
; The services provided or arranged by the facility l clarify medication times to ensure {hat
“musl meet professional standards of quality. medication was given with meals was
: received. :
i . i Resident and family made awarc.
FORM GMS-2567¢02-00) Pravious Vistgions Dbsolete Evont 12:PHOE11 Facilipy Hx: 1005{9 H contihuatian sheet Page 11 of 32
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| evidence that tha facllity provided rouline

This REQUIREMENT is not met as evidenced
by:

Based on observalion, interview, and record
review, the facility fajled to-provide servicas for
two of thirty-five sampled residents to mest
professional standards of quality. Resideni i
had a Mediport in place; however, (hefe was no

maintenance care/senvices to maintain the
Mediport s, The facility failed to follow the

: physician's order for Residenl #15 to administer
i Phoslo wilh each meal and as 2 result the
fesident had an elevated phosphorus level,

The findings include:

1. Areview of the facility/pharmacy policy
(revised 03/10) related to Infusion Maintenance !
Table/Flush Protocols revealed implanted venous |
ports not being accessed were o be flushed
monthly,

Resident #4-was obsarved on 08/24/11, at 10:058
AM, lo have a Mediport In place in the right upper

| Disease, Diabetes, Hypertension, and Chronic

; chest area,

A raview of the medical record for Resident #4
revealed the Resident was admitled to the facility
on 07/13/11, with diagnoses including Coronary
Arery Disease, Gastroesophageal Refiux

Obstruclive Puimonary Discase.

A review of the physiclan's orders revealed an

' undated order, "monitor for signs and gymploms
; of infection at Mediport site sach shifl,® Further

“review of the physician's orders revesled there

i was no physician's order (o parform monthiy

time record audit on 8/25/2011 o identify
any resident that had » mediport/any
implanied venous access device in place
without an order to flush at least monthly
or per policy recommendation,

Any Issue identified was immediatoty

! corrected.

FORM CM3-266H02-81) Previous Varslons Otsolete
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DPON and UM completed a one time 100%
record audit on 8/26/2011 10 identify any
resident with an order for phosio that was
net griven with meals.

Any issue identified was immediately
corrected,

—~
3.Education Training Director(ETI)) 1o re

educate licensed personnel by 10/3/2011
regarding policy to Nush mediport, caring
for mediports or any implanted venous
access device, exactly how and what to
flush with and how to write order
immediately upon deviee being implanted,
ETD 1o re educate licensed personnet by
10/3/2011 regarding policy to administer
phoslo with meals, what phoslo is used for
and mechanisim of aclion.
Interdisciplinary T cam(DON, UM, Dictary
Manager, Dictician and Life Enrichment
Direetor) to cnsure all mediports and any
implanted venous aceess deviee has the
correct order 1o flush per policy upon
device being implanted and that phosio is
has an order 1o administer with meals in
DCR(Daily Clinical Review) 5x per week
beginning 8/26/2011.

UM io ensure that phoslo is being
adininistored with meals by
auditing/observing when medication given

KAy S BUMMAILY STATEMENT 0F DEFIGIENGIES n ; %3
FILIIX (EACH DEFIGIENCY MUST RE PRECECED Y F UL, PREFIX (EACH CORRECTIVE ACTION SHOULD GE | combLeTIoN
TAG REGLILATGRY OR LBC [DENTIFYING INFORMA 0N) TAG CROSS-REFERENCED TO> THE APPROIPRIATE | DATE
DEFICIENCY)
|
F 281 Continued From page 11 F281| 2.DON and UM completed a.100% one
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- BEFICIENGY) s :
_ o . ~ 10/3/7201 1. Then RIDCS will audtf any new
F 281 Continued From page 12 F 281" pdmission x 30 ¢ fom 9732011 10
| flushes for the Medipon. HO737201 1 that is receiving dialysis and
. . . , phoslo 10 ensure orders dre written Lo
ljno%ns'iﬁwt'ﬁgszgg;ﬁ Z(ta:tlgs”'t'rﬁn D{E‘fﬁgs‘}{,fm adminisier with meats and the resident iy
beon (ushod ses [vo been | Y P ‘ receiving with meals.
; been [lushed since |'ve been here, aver 3 month RIDCS (0 audit 21l residents wi sdinarls
| now. Whan | was at home, the home health > 10 audit All residents with mediporis
nurse flushed it every week.” Resident #4 further ill]::l/t‘.:r‘ implanted device beginming
stated he/she had told facllity staff, but no one - WI3/2011 to T0/3/2014 1o ensure orders
had fiushed it yet. _ specily whoen/how and what to fush
. device with and s being flushed,
An intetview with Registered Nurse (RN) #1 on RDCS re educated DON and UM
08/24/11, at 10:40 AM, revealed the Clinical regarding policy for administering phosia
Review Team had reviewed Resident #4's - and Aushing mediports/implanted venous
medical record and care needs but somehow © devices on 826/2011. ) ,
missed there was no physician’s order for R S
flushing the Mediport. , 4.Quality Assuranco
' _ icam{Adminstrator,Director of
An intetview with the Direcior of Nursing (DON) Nursing{DON), Unit
on 08/24/11, at 12:25 PM, revealed Regident #4 Mansagers{UM),Dietary Services
had been reviewed several times in the "Daily Manzger(DSM)Life Enrichment
Clinical Review"” meeting but the Mediport fush Director(LAD), HEnvironmental Scrvieos
had baen overlooked, Manager and Business Office
_ ' Managen{BOM) to meet every 2 weeks x 2
2. Review of the medical record of Resident #15 beginning week of 10/05/2011 then
revealec (e resident had been admitted to the monthly to evaluate pudit findings nnd
tacility on 09/05/07, with diaghosas (hat included revise pian as needed
f=nd Stage Renal Dissase, Hepatitis C, Disbates o '
Mellitus Type |f, and Congestive Heart Fallurg, | . \
Review of he physician's order for Resident #15 | 5.Date of Compliance 1008/2011.
revealed an order dated 07/01/11, for Phoslo
(calciurn-acetate) 867 miliigrams (mg) one
capsule by mouth three times a day with meals.
Pheslo ts indicated for control of
hyperphosphatemia in end stage renal fallure by
binding the phospharus in food,
Review of Lhe facility meal times revealed
breakfast service started al 7,00 AM, lunch
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!

| interview on 0B/28/11, at 1:40 PM, with the Unit

: service started at 11,00 AM, and the evening
| mea! service started at 5:00 PM. Review of the -

: Review of the laboratory results for Resident #15

i phosphorus level of 8.4 milllgrams/deciter

bt did not give the Phosle with lunch because
the meal was fale. According to LPN #5, the

Medication Administration Record (MAR) for
Resisent #15 revesled the resident's Phoslo was
to be administered at 8:00 AM, 11:30 AM, and
6:30 PM. Further review of the MAR revealed
during the month of (8/11 facility staff did niot
adminisier the resident's I*hoslo on 08/04/11, !
0B/05/11, OB/OB/11, 0B/09/M1T, 08/10/11, 0811111, !
081211, 08MB/11, 08/17/11, 08/18/14, 08/19/1 1,7
and 08/22/11 for twa of the three meals on those
daye. i

dafed as collected on 08/03/11, revealed a

(reference range 2.6-5.0 mg/di). Increassd
phosphorus levels can lead to coronary artery
calcificalions,

Intarview on 0B/25/11, at 1.30 PM, with Licensed
Praclical Nurse (LPN) #5, revealed staff did not
administer the Phoslo 1o Resident #15 on the
slated dates because the resident had been al
the dialysis center and did not receive the noon
meal untif 2:00 PM, LPN #5 was aware of tha
physician's order 16 give the medication with foo

medication could not be given at 2:00 PM,
because il was 100 close to the 5:30 PM dose,
LPN #5 confirmed she was unaware of whal the
medication was for or any contraindications for -
the medication., LPN #5 was unaware (he
madication was {o be given with food to be i
affective. '

F 281
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Continued From page 14
Supervisor for Bive Hall revealed the Unit !
Suparvisor did not know why the resident was

receiving Phosio or what the indications were for ;
the medication, The Unit Supervisor was aware | 5
the physician's order statad the medication was to
i be given with meals but the Unit Supervisor was

| Uhaware of the raason {or Admlnlsterlnq the
medication with meals.

483.25(a)(3) ADL CARE PROVIDED IFOR
DERPENDENT RESIDENTS

312

F312

A residen{ who is upable o carry oul activities of
daily living recsives the necessary setvices (o
maintain good nulrifion, grooming, and personal
and oral hyglene.

1. Resident #1111 nails weore cleaned and
trimmed by the Unit Manager (UM} on
87257201 1 with the resldents permission,

LD.ONAUM Education raining
Director(3711) and Restorative Nurse to audit-
all residents finpernails and toenalis by
HO/3/201 1 Lo idenlify any resident wha needs
their nails trimmed and for cleaned,

Any lssue idemified will be immedistely
corrected.

This R!:QU!REMENT is notl met as evidenced
by

Based on observalion, inierview, and record
review, the facilily failed to provide the necessary
1 services o maintain pereonal hygiena/grooming
for ane of thirty-five sampled resigents. Resigent
#11 was observed on 08/23/11, 08/24/11, and
0&/25/11, to have long unkemp! fingernails,

3ETD to re educate nursing staff regarding

Re

| CB/18/10, with diagnoses of Diabetes, Dementia,
: and Cardiovascular Accident. Review of

- Resident #11's Quarterly Assessmenl dated

[

i The findings inciude:

An interview conducted with the facility's Regional
Nurse Consultant on 08/25/11, reveaied the
facility did nof have a policyfprocedure retated to
Nail Care.

Resident #11 was admitted to the facility on

center system 1o ensure all residents nails are
trimmed and cleaned regularly which is that all’
regidents nuils are o be cheeked on shower
days vy the Licensed Nurse and trinmmed as
resident witl allow/cleancd by the CNLA if
resident s not diabetie, i resident is dinbetic
the Licensed Nurge will trim as resident will
altow/clean natls on showor dayy by

107372010 11 a podiatry referral is needed the
primary MD will be notified by the ) jcensed

Nupse, |
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BUMMAKY STATEMENT OF DETOIENCIES

PROVIDER'S PLAN OF CORRECTION |
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! DEFIGIENCY)
F 312 | Continued From page 15 © 312 . \ '
‘ ’ om Pag o ' [ 4,Quality Assurance
08/24/71, revealed the facility assessed the tcam(Adminstrator, Director of
' + s - . r
resident to have severe cognitive impairmant , Nursing(DON), Unit

related to dally decision-making and required
extensive assistance witlh personal hygienes.

Review of Resident #11's care plan, updated on
08M5/11, revealed the resident's diabetic najl -
carg was to be provided by a licensad
professional on an as-needed basis,

Resident #11 was observed on 08/23/11 ai 325
! PM and 5:00 PM, on 08/24/11 at 10.00 AM, 2:05
| PM, 3:35 PM, and 5:00 £M, and on 08/256/11 al
2:00 AM, to have long fingemaiis. A brown
substance was observed undemeath tha
resident's nails,

An interview with certified nursing assistant i
(CNA) #7 on DB/26/ 11, at 9:00 AM, revealed she |
was assigned to care for Residant #11 on the
7:00 AM 1c 3:00 PM shift on 08/25/11, The CNA
stated she had assisted another sta member,
had not assessed Resident#11, and was
unaware that Resident #11's fingernails needed
{0 be cleaneditrimmed.

An interview with CNA #6 on B8/25/11, at 10:20
AM, revealed he was assigned to tare for
Residant #11 on 08/24/11, during the 7:00 AM to
3:00 PM shifl. CNA#6 stated he had not noticed
' that Resident #11's nails neaded o be

lhe CNAs were to make the nurse aware.

An interview with CNA#11 on 08/25/11, at 3:15

cleanedftrimmed and, if the resident was diabelic, |

PM, revealed she had provided care for Resldent
F#11 on the 3:00 PM to 11:00 PM shift on

% 08/24/11. CNA #11 slated she had noticed

] N

» Maasgers{(UM),Dictary Services

- Manager(DSM)Life Bnricliment
Director(LED), Environmenta! Secvices
Manager nnd Business. Office
Manager(BOM) to meet overy 2 weekes x 2

{ bepinning wock of 10/05/2011 then

. monthly to evaluate audit findings and

" revise plan 85 necded.

5.Date of Compllance 10/08/2011],
1
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DEFICHNGY}

F 312

i 326
58=D

An intarview with Licensad Practical Nurse (LPN})

| slated she had not been instructed on how often |

1 (1) Mginiging acceptabie parameters of nutritional

Continued From page 16

Resident #1's nails were long and needed 1o ba
cleaned and timmed but because Resident #11
wat & dinbetic she was uhable 1o trim his/her
fingernails and Torgot ta tell the nurse,

#7 on QB/25/11, at 8:10 AM, revealed nurses
ware responsible for diabetic nail care. The LPN

the nail care was to be provided and was not
aware that Resident #11's fingernails needed to
be timmed/cleaned,

An interview with the Unit Marager, Registered
Nurse (RN) #5, on 08/25/11, &t 9:20 AM, revealed
that the nurse performing the resident's weekly
gkin assessmant sholld provide nall care, RN ##
also stated there were no systems in place fo
ensura residents wilth diabeles received rouline
nail care,

An inlerview conducted with the Director of
Nurses (DON} on 08/25/11, at 3:25 PM, revealied
nail care should be provided by the CNAs during
thé resident's bath/shower, Bowever, according
{0 tha DON, il a resident needed nail care and
wis diabetic, the CNAs should report the
Information to the nurse and the nurse would :
provide the nail care. The DON also siated there
were no systems in place to ensure residents
who were diabetlc raceived routine naif care,
483.25(0) MAINTAIN NUTRITION STATLIS
UNLESS UNAVOIDABLE

Based on a resident's comprehensive ;
assassment, the faciily must ensure that 2
resident -

F 312
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status, suchas body weight and proteln levels,
unlass the resident's clinlcal condition
demonstrales that this Is not posslble: and

(2) Receives a therapeutic diet when there is a
rwiritional problem. '

1 by: :

This REQUIREMENT is nol mel a5 evidenced

Based on observations, Interviews, review of
medical records, and review of facliity dielary
documentation, it was determined the faciiity
failed to ensure therapeutic diet menus ware

| en meal trays.

-1. Observations on 08/23/11, at 6:00 PM,

assessed fo ensure no repeiition of meals for two
of thirty-five sampled residents (Residents #9 and
#18). The facility falled to ensure one of thirty-five | -
sampled residents (Resldent #2) raceived
supplements with meals as ordered,

The findings include:

The faciiity had no policy/procedure specific to
repetilion. of meals or ensuring supplements were

revealed Resident #9 recolved & renal diet that
included plaih noodies, with the meal,

Review of the medical record of Resident #0
revealed the resident was (5 receive a liberallzed
renal diet, Reviaw of the medical record of
Resident #16 revealed the resident wes to
receive a no-added-salf renal digl. Review of the
dietary mesd card for Residenl #16 revealed ons
of the resident’s disiikes was noodlos,

'F 325

i

XAy SUMMARY ETATEMENT OF BEFICIGNCIES I | PROVIDER'S PLAN OF CORRECTION xE5)
PREFIX 1 (EACH DEFICIENCY MUST 38 PRECEDED BY LI PREFIX ! (EACH CORRECTIVE AGTION SHOULD BE: COMILLTION
TAG REGULATORY OR LEC IBENTIFYING INFORMATHON) CTAG CROBE-REFERENCED 7O THE AFFROFRIATE BATE
i . DEFICIENCY) ' :
Conlinued From page 17

F32s

[ .Resident#2 physician was notified on
8/26/2011 by the DON that the resident
did not receive the Mighty Shake per
plysicians order with the evening meal on
B/25/2011 No new orders were noted,
Resident #9 and Resident #16 had their
food proferences updated by the Dictary
Manager(DM)on 9/19/2011.

Dietician to review and revise fhe mea)
plan offered to prevent repetition of food

by 9/23/2011,

2.Digtician to complete a ane time review
of meals offered for ali diots to idenrify
any repetition of foods and any residen(
that does not have an updated food
preference by 9/23/2011.

Any food repetition will be immediately
chanpod to offer a variely of foods. Any
resident receiving food on their dislike Jist
will be immediately changed.

DON and UM to complele a 100% record
review {o identify any rcsident with ordey
to receive Mighty Shakes or nutritionsl
suppleincat that should be on meal tray by
9/30/2011. :

DM and DON to ensure dietary
department has an order to provide
supplemient and it is on tray card by
10/172¢11,

|
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Raeview.of the facilily’'s menus for the liberalized .
renal dief rovealed for weak one of the menu rice
and/or. noodies were served at the noon and
avening meals on Tuesday through Sunday.
Week two of the menu included rice andfor
noodles at the noon and evening meals Tuesday
through Sunday with rice served at the lunch and
evening meals on Sunday. Week three of the
meni! revealed rice and/or noodles served at tha
noon and evening meals on Monday through
Friday, Week four of the menu revealed rice
andlor noodles were served at the Junch and
dinner meals on Monday, Tuosday, Thursday,
and Friday,

Interview with Resident #9 on 08/23/11, a( 6:00
PM, revealed (he resident received rice and/or
noodles for iunch and dinner each day. The
resident stated hefshe had refused the meals at
times and was tirad of rice and/or noodles every .
day,

Interview on 08/25?11. at 1:20 PM, with Residenf

#16 revealed the resldent recelved rice and/or
noodies "all tho time.” The resident stated he/she ;
bacarne so lired of the rice/noodies thal hefshe
did notl eaf them. According 1o the resident,
he/she had indicated a dislike for noodies but the
facllity served them fo himfher.

i R
| Inferview on 08/24/11, at 1:20 BM, with the

Registered Dlelitian (RD) revaaled the facilify's
menus are recelved from the corporate offices.

lo accommodsate the facility's residents. The RD
stated he had not avdiled the renal diet menus for
repolition of foods. The RD stated he was

According o the RD, ha could change the menus |-

O} 1D GUMMARY STATEMENT OF DEFIGIENGIES ) ) PROVIDER'S PLAN OF CORRECTION (x5)
FREFDC {EACH DEFICIENCY MUST BE PRECEDED 1Y fULL PREE (EACH CORRECTIVE ACTION SHOULD RE COMILETION
TAG. REGUIATORY OR LEC IDENTIFYING INFORMATICHN) TAG CROGE-REFERENCED TO THE APPROPRIATE DATE
: : DEFICHERCY)
F 325 | Continuad From page 18 F 325

3.Education Traininpg Direclor to re
educate narsing stafl and dietary stall
reparding policy to adminisier
supplements per physicians order and .
cnsuring that the supplement js on the tray
" and that resident does not receive foods on
dislike list at point of scrvice by
10/1/2011,
DM to audit entiro tray line for random
meals at east 4x by 10/2/2011 to epsure
dietary sides dre providing meals and
. supplements per physicians order and
foods that are not on {heir dislike Iist.
DON or Department Manager monitoring
tray pass on halt and in dining room 1o
ensure residents receive diel as ordered,
not receiving foods on their dislike Hst and
supplements per order on tray st least 3 x
by 10/172011 then DON or UM to rudit at
least 10 residents receiving their meals a¢
random times cach week x 4 weeks
beginning 10/3/2011,
- Dictician to monitor tray linc for at Jeast 3
meals by 10/2/2011 10 ensurc no food
repetition and that food tikes and dislikes
arc honored, then wiil randomly monitor at
lenst 5 trays per week beginning week of
10/3/2011 to enswre residents receive a
variety of foeds, do nol receive foods on
their dislike list and that supplements ure
- given to resident on mea) iray as erdered.
DM and Dietician to complete an updated
food preference for all existing residents
and all new admits per current policy by .
10/1/201 1. J -
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F 325 Continuad From page 16 ‘ : i~ 325 ’
'unawars of tha repetition of rice and noodlas on _ 4.Qualily Assorance )
! the renat diet menus, : team(Adminstrator,Direcior of
' L : , Nursing(DON), Unit
[ 2. Review of the medical record of Resident#2 | - » Managers(UM), Dictary Services
revealed the facliity admitted the resident on ] - Manager(DSM)Life Borichment
02/02/11, wilh diagnoses that included Right Hip i Directon(LED), Buvironimental Servicos
Fracture, piyeri!wlitis.-, Osleoarthrilis, anq ! Manager and Business Office
Hypo{h)_/rondlsm. Review of the physiclan's orders i Manager(3OM) to mest every 2 weeks x 2
for Resident #2 dated 0772711, revealed the . : beginning week of 10/05/2011 then
resident was to receive a Mighty Shake three dlt'findings end
' imes a day with meals. Review of the nutrition mopthly fo cvalunte ay &
 Satod lan ns needed,
noles dated 07/18/11, revealed the resident had : revise p
sustairied an 8.8 percent waight loss in three \
months lo g we}grlrﬁ-:f 113 po'sl]mds. On 0B/08/11, : 5.Date of Compliance 10082011,
’ the RD documented a five percen{ welghl loss in '
one waek rasulting In a waight of 109 pounds. : ,
The RD documenied the resldent was consuming . _ _
| 85-90 percent of maals und recoived 8 shake :
three times a day, .
Observations of the evening meal on 08/23/1 1, at
6:10 PM, revealed Resident #2 did nol recatve
Mighty Shake with the evening meal, .
Observations of the noon meal on 08/24/11, a1 .
11:45 AM, revealed the resident did nof receive a : - ;
! Mighty Shake with the meal. Review of the .-
{ diatary card received with the resldent's maal
revealed the resident was to hava & Mighty Shake
with each tray, :
Interview with the Dictary Manager on 08/24/11 )
al 11:58 AM, rovaaled the resldent should receive
the Mighty -Shake on (he resident's tneal lray
.| received from he Dietary Department. The
Dietary Manager was unaware the Mighty Shakes
thad not been placed onte the resident's meal ' )
i fray. '
J - y - ]
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Inlerview on 08/25/11, at 3:10 PM, with Dietary ’
Alde #1 revealed staff followed the die! ¢ard o
| load the resident's trays during meal service,
According o Dietary Alde #1, if something is on
the dief card il should be on the resident's meal 334
tray, - [
F 33‘4 fg&ﬂ%{%&#{g—gg“z’\ AND PNEUMO(_)OCCAL 334 1.Residenti/4 s received the
S&=b ; ‘ ' pucumococeal vaccine as requested, The
Tha facliity must develop policies and procedures Ph’.'m"fm was yade aware that the
taf ensure thal | _ . resident haq previously requested and the
(i} Before offering tha influenza immunkzation, = date the rclzs:dc—ns requested, 5o new orders
each resident, or the resident's legal : wore reccived. Family made aware when
| representalive recelves education regarding the _ administercd, _
. benefils and polential side effects of the ' Resident #13 and family have been
immunization; ) educated regarding risk and benefiis of
_(ii) Eac.h resident is offered an influenza ) reeciving the flu and pnoumococca]
immuonization Oclober ¥ through March 3‘1 vaceine and residents hag declined bof
annualy, unless the immunization is medically 4 vaceines, Will re offer flu and pheumonia
f:ontra_lndlc:ateq of tha resident has already been : ‘ by 117172011 during flu vaceine Seasof,
immunized during this time period; Physician notified with no new orders
(i) The resident or the resident's legal Resident #17 and family bas boey
& ] SC ' . !
Irrf'a?;ii i ;‘ah{}g;?;?ds thé oppotiunity to refusc | educated regarding risk and benefits of
| (Iv) The resident's medical record includes : pacumococcal vaceine und resident hug
documantation that indicates, af a minimum, the declined. Will re offer by 11/1/ 2011
following! dur‘mg fiu vacaine season, Physiciay,
{A) That the resident or resident's legal o notificd with no new orders,
répresentalive was provided educalion regarding ‘
the benefits and potentia! side effecs of influenza : 2.A one time 100% record audit wil] be
immunization: and o completed by the DON,UM.ETD and
’ i X b d
(B) That the resident cither received the ‘ Modical Records Clerk will be completed
influenza immunization or did not receive the by 973012011 1o identify any resident that
| influgnza |mrpun]zahon due lo medical | has not been educated on risk versus
 contralndications or r efusal. _ ! benefit for receiving the flu apd
' - : - : - Preumocoeen] vaceine and 1o Identfy way
t-rh:E: ;E:‘z':jir)éq;‘:;:“_d""?bp poficies and procedures resident that requested either vaceing gug
‘ did not reseive per wishes.
Faclity 1>: 100310 . I conlinuation shooy Pape 21 of Sm;
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() Before offering the pneumococcal
irmmunization, each resident, or the resident's
legal representative recaives education regarding
ths benefits and potentlal side effects of the
immunlzation; -

1 (il Bach resident Is offared a phcumecodcal
Immunlzation, unless the immunization Is
medically contralndicaled or the resident has
slready been immunized; - '

(i) The resident or the resident's legal
representative has the opportunily to refuse

{ immunization: and »

(V) Tha resident’s medical record includes
documentation that indicated, at a minimim, the
following: .

(A) That the resldent or residant's legat
representative was provided education regarding
the benefits and potential side effects of :
pneumococeal immunization: and

(B) That the resident either received the
pneumococeal immunization or did nol recaive
the pntumocoeeal immunization due fo'medical |
', contrzindication or refusal, .

(V) As an alternative, based on an assessment
and practitioner recommandation, & second
pPheumococcal immunlzation may be given after 5
years foliowing the first pnauvmococeal
immunization, unlass medically contraindicatod or
the resident or the resident's legal representalive

refuses the second immunization.

|

This REQUIREMENT Is not mal as evidenced
by: . _ .

Bagsed on interview and record review, it was
dedermined the facliity falled 10 ensure

-reported to the physician and faamnily.

All residents will be re offered and
edurcated regarding risk versus benefit
related to both flu and preumonia vaccine
by 10/6/2011 and if resident wishcs they
will receive vaceine if not confraindicated,

3.ETD to re educate all licensed personne
and Daily Clinical Review !
Team(DON,UM, Dietary Managor, f
Dietician and Life Enrichment Dircctor)
regarding policy and procedure that every
resident is offered both the flu and
pneumonia vaccine waless contraindicated
by 107172011

DON (o audit all new admissions with 72
lies of admission fo ensure they have been
offered the {fu vaccine and pneumonia
vaceine and it is administered per wishics
beginning 10/2/2011,

RDCS 1o audit at least 5 new admissions
monthly beginning week of 10/2/2013 (o
ensure vaceines are being offered,

residents and families are being cducated
and residents are recoiving vaccines if
lie/she wishes timely. :

DCR Team to audlt all adimits 1o ensure
policy for flu/pneumonia vaceine is
followed beginning 10/3/2011,

FQRM CMG-Z007(02-25) Proviols Varsirs Olsalole Evert 10 PHODAY
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pneumococeal and fiu vaccines ware providad for , )
Ahree of thirty-five sampled residents (%es'rdents A.Quality Assurance :
#4, 913, and #17). ‘The facllity further falied to | team(Adminstrator, Director of
provide evidence the residenUresponsibie party Nursing(DON), Unit
had been informed of the health risks relaled to Managers(UM),Dietary Scrvices '
the immunizations. ' : Manager{DSM)Lilc Rorichment
: _ . Dircetor(LED}, Environimental Services
The findIngs include: 4 Mansger and Businoss Office
| Manager(BOM) to meel every 2 weeks x 2.
A review of the facllity's Immunization . beginning week of 10/05/2011 then
policylprocedure (revised 10/10) revealed al monthly to evaluate audit findings uod
s residents, regardless of age and madical revise plan as needed,
j go?dmon;]wq;ld \;ecglve EJ;(; s)na::lr:ootocci _ . :
olysaccharide Vacsine al laast on ‘ Yot ;
j‘ uniees thare was documentation the vaccine was S-Date ofComplmncg 10R082011.
medically eontraindicated, the resident refused, or
there wag no physician's order.” Further review of
the policy reveaied facllity residents were to be
screened upon admission (o daterming If they
wers current on adult immunizztons, the 1
resident's immunization status would be
documented on the nursing admission
assessment, the resident and/or family would be
counseled on the benefits and adverse reaction
| of the vaccine, and the resident's consentrefusal
would be documented on the Pneumococeal and
Annual influenzs Vaccine-Information and
Request Torm. ' :
1. Areview of the Mininum Data Set (MDS)
dated 10/12/11, revealed Resident #17 was
offered the pneumosoccal vaccine on 10/06/11,
upon readmission 1o tha facilily, The MDS
compieied on 10/12/11, revealed the resident ,
refused the Prneumococes! vacgine, however, |
there was no evidence the facility had offered the r
resident or responsible parly (R/P) information :
regarding the risks/benafits of the pneumococeal
fvont I PHORE Facilty 02 100516 It confinuafion ehoa! Poge 22 of 32
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vaccing,

An interview conducled with-RN #7 on 0B25/11,
al 10:50 AM, revealed the admission nurse was
responsfhle {o complete the immunization
screening process when a resident was
admitled/readmitted {o the facility, Furthermore,
RN #7 stated the admission nurse was
responsible {o provide/discuss the Fisks/benefits
ralated to the pneumotoccal vacaine to the ’
resident or the resldent's R/P when a resldent
refused a vaccinaliot:.

2. A review of the medical record for Resident #4
revealed (he facllity-admitied the resident on
07/13/11, with dlagnoses of Coronaty Artery . _
 Discase, Hypertension, Diabates, and Chronic . : '
Obstruciive Putmenary Disease. Furlber review , - ’
of the medical record revealed the resident had ¢
i requested the pneumacoccal vaceine on ‘
07/13/11, but there was no docurmnentation the _ i
vaccine had bean adininistered. A notation on :
the "Pneumococeal & Annual Influenza Vaccine
Information and Request” indicated the vaccine
would be administered "when time.”

An imefview conducled with the Direclor of
Nursing (DON) on DB/25/11, at 1:65 PM, revealed
the admissions nurse was responsible 1o
delermine iffwhen the resident had the

I prieumococcal vaceineg and if it was time for a
booster. Ascording (6 tha DON, no one followed
up to tnsure Resident #4 received the vaccing

fimely. ) "
|

3. A review of the madical record for Resident
1113 revealod the facility admitted the resident on
12/25/10, with diagnoesas of Chronic Obstructive

- Bvent (D: PHOBTY Faciiy iy 100518 if continuation eheol Pags 24 of 32
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Puimenary Disgase, Hyperension, and Muscular
Alrophy. There was no evidence in the medical
record thal Resident #13 or hismar R/P had bean !
offered or educated on the influenza/pneumonia ¢
vaccinafion and no decumentation the resident
received these vacoinations.

i

An interview with the Regionat Director of
Operations {(RDO) on 08125711, at 10:18 AM,
revealed the facility was unable to locate
evidence the resident/R/P had recaved education
regarding the vaccinations or that the resident

- had been vaccinaled since admission,

F 431 483,60(h), (d), (€) DRUG RECORDS,

55=n | LABEL/STORE DRUGS & BIOLOGICALS

The facility must empioy or abiain the services of
a llcensed pharmacist who establishes & sysiem
of records of recelpt and disposition of alf
controlied drugs in sufficient detail to enable an
accurate reconclilation; and determines that drug
records are In order and that an account of ali
controlled drugs is maintained and periodically
reconciled, .

Prugs and biologicals used in the Tacliity must be
fabeled in accordance with currently ascepled

| professional principles, and include the
-appropriate accassory and caulionary
lnstructions, and the expiration date when

! abplicable.

In accordance with State and Federal laws, the
facllity must store alf drugs and blvlogicals in
locked comparliments under proper lamperature
controls, and pormit only authorized personnslto |
have access (o the keys, =
l

[ 334

431

. F431
[l 1.No specific resident was identified. AJl
residents have the potential to be affected.

2.Direetor of Nursing(DON]) 1o complete a
one time audit of all medication rooms, ]|
medication/lrecatinent carls and gl
medication refriperators to identify any
medication opened and not dnled per
policy by 10/3/2011,

Ary medication opened and not dated will
be discarded, reordered and dated by the
UM upon arrival from pharmucy,

3.Bducation Training Director fo ye
educate licensed personnel regarding p/p -
for storago of biologicals, dating of opened
liquids/medications und following
mnnufbciures recommendation for al] -
-opened medications by 10/4/720171,

i

Even| B PHOBI1

FORM CMS5-2687(D2-09) Provious Versions Obsolgle

Fanchily (D: 160645 . If conlinuation chet Prga 25 of 32




| [ZIvze /032
08/27/2011 TUE 1Q:21 Fax €/,

PRINTED: 06/08/201 1

PDEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED
CENTERS FOR MEDICARE & MEDIGAID SERVICES y OME NO. 0838-0351
STATEMENT OF DEMGIGNGIES {X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION - (X3) DATE SURVIY |

AND FLAN OF GORRECTION IDENTIEEATION HUMGER; A~ DUIOING COMPLETED
' C
. 185221 > wine 08/26/2011
NAME OF PROVIDER OR SUPPLIGR . STREET ADDRESS, CITY, ETATE, 2II* CODE T
- ; ' 671 PARKWAY DRIVE '
SALYERSVILLE HE Z CENTE
LYERSVILLE HU\LTH CARLE CENTER - . o SALYERSVILLE, KY 41466
X4 10 ( BUMMAKY STATEMENT OF DEFICIENGIEE . l ™ PHOVIDER'S PLAN OF CORREGTION oy
BREFIX | (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION I 7a8 | CROSS-REFERENCED TO THE APPROPRIATE DAYE
: : . : z’ ’ DERGIENGY}
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The facilily must provide separately locked, . Regional Director of Clinical Services to
permanently effixed compartments for storage of re educate DON and UM regarding p/p for
controlled drugs listed in Schedule 1| of the ' ~ slorage of biologicals, datinp opened
Comprehensive Drug Abuse' Prevention and - medications and following manufactures
Certrol Act of 1976 and other drugs sublect to . recommendation for all opencd
abuse, except whep the facility uses sln'gle unit medications by 10/3/2011,
packago drug distribution systems in which the Pharmacy representative to audit at lenst
g:ar"“g. Sigﬁid ise?:nlmai and a missing dose ean all three(3) medication rooms and
eadily detected, . . medication refrigerators for expired or
' undated opened medications by 10/4/2011.
DON 1o audit all medication refrigerators
This REQUIREMENT s not met as evidenced -2 xd‘}'%t‘f x4 chkf:d"_;"sm ‘:1" .
by; . ’ medications are dated if opened an
Based on obsarvations, inferviews, review of ' discarded por manufactures
facility policy/précedure, and review of : recommendation beginning 10/6/2011.
manufacturer's recomimendations, it was , UM 1o audit medication and treatment
detarmined tha facility falied to ensure expired carts Yo ensure opened liquids are dated
medications were not avallable for resident use, and iscarded per manufactures
Tha facilily. had an opened vial of Purified Profein recommendation 1 x week x 4 weoks
Derivative (PPD) available for use that had not P . ! beginning 10/6/2011,
been dated whan opened. - ] : 4.Quality Assy .
! . . . Quality Assurance
The findings include: . - leam(Adn)tg)}s;;‘alor,Dirwlor of
- Nursing(I , Unit
Review of the facility pelicy/procedure "Slorage ' * Mapagers(UIM), Dietaty Services
and Expiration Dating of Medications, Biclogicals, Manager(DSM)LLife Enrichment
Syringes and Needles” (dated as revised i Director(LED), Environmenta! Services
05/1 0/10} revealed once any medication or Munager and Business. Office
blofogical packagg was opeped:-mt_e' facility sholald _ Ma{;agcxfBOM) o meet overy 2 weeks x 2
follow manufgc{ur_erl_suppller guidelines with ) ; beginning woek of 107052011 thon
respect fo explration dates for opened : » monthly to cvaluate audit findings nyd
medications, The policy/procedure staled staff revise plan gs needed
should record the daled opened on the : : "
medication container when the medication had a ' . ;
shorlened expiration dale once opencd. ;. -Date of Complisnce 10/08/2011.
I[ Reviaw of the mamdaciurers guidelines on {he
o .
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FF 431 | Continued From page 26 ,

package of the PPD révasled anee the vial has
been entered the medication was Lo be discarded
afier-30 days. '

Observations of the medication refrigerator on the
Green Hali on 08/25/11, af 6:30 PM, revealed a
vial of PPD avallable foruse. The vial had bean -
opened but there was no date to indicate when
the vial had been opened.

Interview with Registered Nurse (RN) #6 on

{ OB/26/11, al :30 PM, revealed staff was required
{ to data all vials when they were opened to ensure
the mcdication would be discontinued after.30 )
days. RN #G confirmed tha vial should have bean
daled when il was opened.

FF 4411 483,65 INFECTION CONTROL, PREVENT

s8=p | SPREAD, LINENS

The faclity mus! establish and maintain an

. Infection Control Program designed 1o provide o
safe, sanftary and comfortable environment and
lo help prevent the davelopment and transmission
! of disease and infection. . :

(a} Infection Coniro! Program ,
The facility must establish an Infection Contro| -
Program under which it - ‘
(1) Investigates, controls, and prevenis infeclions
in the fadility;

(2) Decides whal procedures, such as Isolation,
should be applied to an individual resident and ]
(3) Maintains a record of Incidents and corrective |
aclions relaed to infections.

1

| (b} Pravenling Spread of Infection

1{1) When the infeclion Contro! Program
determines that a residen! needs isoiation to

431

F 441

F441

. No specific resident was identified. All
residents have the polential 1 be affected.

2. Administrator JDirector of Nursing, Unit

- Managers and Education Training Director

{o monitoer entire mea) being served both
in dining room and on all halls at Jeast 2 %
by 10/2/201 1 10 identify any staff member
nol foliowing infection contro] policy
specifically monitoring handwashing,
Any issue identified will be immcdiately
correcied,

Edlucation Training Direclor(ETD) to
monitor six(6) Certified Nursing
Assistance providing direct resident care
to identify any staff member not following
infection control policy/handwashing -
policy by 10/2/201],

Any issue identified will be immedintely

coirecled.

|
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PROVIDER'S PLAN OF CORRECTION o

prevant the spread of infection; the facility must
isolale the resident,

(2) The facifity must prohibit employees with &’
communicable disaase or infected skin lesions
from direcl contact with residents or their food, If
direct contact will fransmilt the disesse.

(%) The faclfity must require staff to wash their
hands afier each direct resident contact for which
hand washing Is Indicated by acoapled
professional practice.

{c} Linens
Personnel must handie, store, process and
transport linens so as 1o preven! the eproad of
Infection. '

This REQUIREMENT s not et as evidenced

by: t i

Based on obsarvation, interview, and review of
the facllity policy, it was determined the faclity
faflod to maintain an infection control program

» designed {o prevent the developmen{ and

i transmission of disease, ‘Duing the evening
meal on 08/23/11, at 5:45 PM, slaff failed fo

' wash/sanitize hands during the delivery of

{ residenl meals on tha Peach Hall, '

i The findings include:

| A review of the fadiity policy for Hand Hygiene

i {effective 04/99 and revised 01/06 and 04/1 +) I
revealed hands should be washed with soap and
waler beforé and after direc! contact with a
residant, and after contact with inanirmate ebjects
in the Immediaie vicinity of a resident.

|

X4) I SUMMARY STATEMENT OF DEFICIENCIES 0 'S FLAN OF | )
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED Y FULL PREFIX (EACH GORRECTIVI! ACTION SHOULD & - COMELETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAL CROSBSNEFERENGED 10 THE AFPROMUATE DATE
: : . IJ{ZFI CIENGCY) !
F 441 Continuad From page 27 FAa41

| 3.ETD to re cducate nursing staff”

ETD 10 complete handwashing

-staff by 10/4/2011 to ensure correct,

+ Nursing(DON), Unit

Bt Director(LED), Environmenta) Serviecs

regarding policy for infoction
control/handwashing during all residen
care, and modes of infection (ransmission
by 10/3/2011.

compelency on at least 25% of all CNLA

Uni( Manager to monitor af least 3 trays
being passed at 2 meals 5 x week x 3
weeks then 3 x week x 2 weeks on their
respoctive unit 1o cnsure infection contro)
pelicy is followed beginning 10/4/201 1,

Administrator to monjtor tray péss'in
dining room at Jeast I meal 5 x week x 2
weeks then 1 meal 2 x week X 2 weeke o
cnsure infection contro) policy is {ollowed
beginning 10/4/2011.

4.Quality Assurance
team{Adminstrator,Director of

* Manapers(UM),Dictary Services
Manager(DSM)Life Brrichment

Manager and Business Office
Manager(BOM) to meet overy 2 woeks x 2
beginning weck of 10/05/2011 then
monthly to evajuate audit findings and
revise plan as needed,

3.Date of Complinnee 10/08/2011.
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F 441 i Confinued From page 28 ¥ 441
Observations of the cvening meal on 08/23/11, at
5:45 PM, revealad a CNA delivared four
unsampled residents thelr moal frays, The CNA
assisted the residents with positioning in bed,
reroved plllows from behind the residents'
heads, and cleared the resldents’ overbed {ables
in preparation for the meal. The CNA then
removed the plate covars from the meal lrays, cut
meats, and opened/applied condimants to the
{oods without washing hands or utiliring hand gel
bafora, during, or aftar assisling each resident.

An Interview with CNA #8 on D8/23/11, at 5:45
PM, revealad the CNA knew 1o wash hands
before and after assisting residénts. The CNA
acknowiedged she should have washed her
hands aiter she touched each resident, between
i each resident conlact, and after touching other

| articles in the resident's room, .The CNA stated
she was nervous and forgot lo wash her hands.

An Inlerview with the DON on 08/23/ 1, at 6;00
PM, revealed all staff was to wash hands before
and after direct contaci with residents. According
1o the DON, during the deifivery of meal trays staff
was permitied to wilize sanitizing hand gel
between residents, bul should wash thelr hands
with soap and waler i they touched a resident or

‘ items In the residents' rooims.

F 514 | 4B3.75()(1) RES '

$5=0 | RECORDS-COMPLETE/ACCURATEIACCESSIR
LE :

F&14;:

Tha faclfity must maintain clinicat records on eagh
‘resident in accordance with acoeptod professional
slandards and praclices that are compiele;

accurately documented; readily acoessible: and

¥
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: systemnalically organized, 1°514
The clinfeal fecord must contain sufficient 1 Resj ;ich ;
. ) - - \ Resident #9 physician was notified by
| :rjff;cr’w:ai?ur1 fo 1Eent}fytth.titmsi?enl.fa c; ‘T_corg;[ the | the Unit Manager on 8/26/2011 and the
esldent's 355‘3"5'_“9” &, e pian o ea order has been elarified to indicate that the
setvices provided, the resulls of any ‘ | Central Venous Cathele{CVC) dresens |-
preadmission screening conducied by the State: niral venous Cathelen(CVC) dressing js
and progress notes. to be reinforced only.
. i ‘
‘ , 2.Unit Manzger(UM) 10 audit alj records
This REQUIREMENT is not met as evidenced o identify any resident with a CVC and
by: : ensore the ordey is writlen and completed
Based on inteiviews and record reviews, It was : . per physicians order by 9/30/2011.
delarmined the facility falled Lo ensure an . Any issuc identified will be iminediately
acourate clinical racord for one of thirnyfive . correeted by the UM per physiciang order,
sampied resldents (Resident #9). The resident | _
]‘ had a Ph)’S'C'ﬂ["'S order for the central venous . 3.Education Training Director to re
 catheter ‘:"‘55_5'“9 fo bf" ch{:;nged evary forly-glght | educale Licensed personnel regarding
hours. Inferviews with staff reveated they ) following physieians orders, documenting
documented the dressing change bul did not , ! i
actually porform the drossing change _ | that order was followed und pp for
y por g we. , , | changing CVC dressings on patients
- O ' eceiving dialysis by 10/2/201] .
The findings include: o : recciving dialysis by i
9 . UM to audit all orders for changing CVC

dressings at least weekly x 4 weeks tg
ensure order is correct and that the
physician order is performed and
documented corroctly beginning week of
10/3/2011,
UM 1o call the dialysis center for cach
, » o . dinlysis paticnt and ensure any dressing
Review of the Thﬂd%ﬁ&‘l record of Resideni #9 ; r_hangc orders are eorrect bcginnfng
revealed the resident was admitied 1o the facility | 10/3/201 1. '
On 11/25/08, with diagnoses that Included End
Slage Renal Disease, Gout, Late Effect
Hemiplegia, Diabetas Mellitus, and Hyperlension.
Review of the physician's ordere dated 06/16/1 1, _
| rovealad staff was te cieanse the CVC site with !'

[

Observations of Resident #¢ on 08/23/11 and
08/24/11, revealed the resident had a dressing in
place on the right chest wall. The drassing was
covering a central venous catheter (CVC) used
for vascular access during hemaedialysis
treatment. ' '

i
o
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F 514 | Continued From paga 30. 514/
’ normal saline, pat dry, and apply Tegaderm every |- -1 A.Quality Assurance _
| 48 hours and as necded. team(Adminstrator, Direotor of

!E : ' : + Nursing(DON), Unit

| Review of the treatment record for Resident #9 : © Managers(UM),Dietary Scrvices

| for the mohth of August reraled staff o Manager(DSM)Life Eorichment
documented the GVG dressing was changed as { Direclor(LED), Bnvironmental Services

ordered every 48 fiours, A4 Manuger and Business, Office

Manager(BOM) to meet every 2 weeks x 2

|
Interview on 08/23111, at 3:20 PM, willi Resident . 45!
#9 revealed the CVC dressing was changed at i beginning week of 10/ 0;{201? then
the dialysis clinic each dialysis day (three fimes a . |- monthly to evaluate audit findings and
: ' revise plan as needed,

weok). :

Interview on 08/24/11, a1 4:20 PM, with the
dialysis clinic manager revealed facility staff .
should not ba peforming dressing changes of the
CVC. According to the dialysis clinic manager,
diatysis staff changed the CVC dressing &f each
hemodialyzis treatment

5.Date of Compliance 10/08/2011.

On 08724111, at 4:30 PM, an interview was
conducted with the Unk Supervisor for the Green
Hall. According to Ihe Unit Supoerviser, Residen!
#9 returned from the hospital with the order to
perform a dressing change every 48 hours, The
: Unlt Supervisor stated staff should be petiorming
the dressing change in accordance with the
physician's ordere and documenting that the
dressing change was completed. :

+
An interview with Reglstered Nurse (RN)#6 on ! _
G8/24/11, a1 4:35 PM, revealed the RN did not
perform dressing changes. According to RN #5,
she applied-extra taps if the dreseing was loose
or placed gauze-on top of the dressing. RN #6 : !
stated she documented on the treatment record ' ,:
to indicafe she had checkad the dressing. RN#6 ;
; Slated (he dressing was changed at the dialyels : :
. ‘ ]
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clinic on each dialysis day.
Inferview with Licensed Practical Nurse (LPN) #3
on 08/24/11, sl 4:15 PM, revealed the dialysls g
clinle changed Resident #9's GVC dressing, |PN
#2 stated she documented that the dressing was
checked. According lo the LPN, she added lape
if the dressing was loose. .
:
]
I
i
i
!
[
} j
[ ¢
: ¢
! .!
| |
|
]
. : : i |
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LYBRSVILLE HEALTH CAl = CENTE : ' e
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K000 | INITIAL COMMENTS K 000 : ‘ - ‘
" ¢

CER: 42 CFR §483.70 (&)
BUILDING: 01
PLAN APPROVAL: 1985

SURVEY UNDER: 2000 Existing
| FACILITY TYPE: SNF/NF

| TYPE OF STRUCTURE: One story, Type li!
{000) :

SMOKE COMPARTMENTS: Seven

COMPLETE SUPERVISED ALITOMATIC FIRE
ALARM SYSTEM -

FULLY SPRINKLED, SUPERVISED (WET &
{DRY SYSTEM) - ‘

EMERGENCY POWER: Type If natural gas
generalor : .

A life Eafety codo survey was initaled and
concluded on 08/24/11. The findings {hat follow
| demonstrafe noncompliance with Title 42, Code |
 .of Federal Regulations, 4&3.70 {a) et seq (Life | ,
Safety from Flra). The facllity was found not to be J
in substantial compliance with the Requirernents ‘ cod
for Participation for Medicare and Medicaid.

Deficiencies were cited with the highest
| deficiency identificd at "D" level, }
K056 NFPA 101 LIFE SAFETY CODE STANDARD i K Oﬁﬁl

$5= |

If there is an autgmatic sprinkler system, i is

. ‘ ) .
I.ABOMTORYD!RECTO & O PROVIDER}‘SUF’F—‘LIER }-'(EI"RESENT' TIVE'S BIGNATUR EITLE " 5
O Daerie Ll oty 91/

Any doficiency slaicment ending wilh-an sslorisk (- danoles « daficionty which the instiiution may be excused fram correaling providing K is delaphinad {hal
other safogunrds provide sifficient Protaction to the patlents, {Soe instrudtions.) Excepl for MIteing homes, the: findings sinted above oro disclosable S0 days -
fofiowing the date of eurvey whalher or noto.pien of comectlon b providad. For hurslng homes, {he above. ingings and Bhane of-ootmction are dmckmtis 11

drys foilowing the date these documents am made avaliztle to the tacifity. If doflciencles are cied, an mpprovad pian of corection is requisiie 16 comninged
prograin parbicipation, ' .

et vttt T

Evont D PO ( Faciliy Iy 100615 . It continuition shaol Page 1of 2
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{ installed in accordance with NFPA 13, Standarg
| for the installation of Sprinkier. Systems, 1o
i provide complete eoverage for all portions of the
i building. The system is properly maintained in
accordance with NFPA 26, Standard for the
Inepection, Testing, and Maintenance ot o
Waler-Based Fire Protection Systerns. I is fully | 1. The 6 by 10" storape room located next o
supervised, There is a reliable, adequale water L. The6 by : snrinkler proteeted
'supply for liwe system. Require'd sprinkder : g;c l?g‘;: ;-2y0rlolom #il be eprinkler pr
systems are equipped with water flow and tamper ~ e d or buildines

; : , ‘ 2. Al other storzge rooms and or buildinps
switches, which ara electrically conngecjted {o the connosted to facility were assessed 10 ensure

ridng e stamasiom. 1032 that they were sprinkler protected, done by
ADM and DOM by . 10/8/2011_ -

3. Inservice'with maintenance depariment
relaled Lo policy for sprinkler use, done by

This STANDARD s nol mel as evidenced by: 10/6/2011 per EIDT.

Based on observation and interview, the faciity 4.  ADM to monitor ¢ week x 4 weeks to
falied 1o énsure alf areas of the facility were ; ensurc 1hat any and all storage rooms
sprinkler protected as required. This deficient _ attached to facility are sprinkler protected.

| praclice affected one of seven smoke 5, QA g mth x 3 mihs with QA findings.

compartments, The facliity has the capacity for
147 beds on the day of the survey,

The findings includa:

During the Life Safety Code survey conducted on |
OB/24/11, at 9:45 AM, with the Director of ' |
: Maintenance (DOM) 1 6" by 10* slorage room

. located next o the laundry room was observed
net te be sprinkier protected, An Inlarview with
the DOM on 08/24/11, al 8:45 AM, revealed the
[OM did not know when the addtion was added’
or that the addilion was required (o ba sprinkler
protected,
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