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: A standard health survey was conducted on

Disclafimer for Plan of Correction
Preparation and/or cxceniion of this Plan of
Correction docs nel constitute an admission or
agrecment by Kentucky Medical Investors Utd,,

 March 28-30, 2011. Deficient practice was /3 Lamrel Crock Health Gare Center of the truth
| '?:e"ﬂﬂef with the highest scope and severity at of the facts alleged or conclusiony sct forth in the
" level. statement of deficiencies. Konmucky Modical {
5 F Tnvestors Lid., d/b/e Lare! Creek Health Core i
F 253 | 483.15(0)(2) HOUSEKEEPING & 253 s L ot bt G
§5=D ;  itig requited to do 5o Tor continued state licensure
. . L [ a5 health care provider and/or for participation in
The facility must provide housekeeping and the Mrdicaid/Medicare Program, The Facility does
mainienance services necessary {0 maintain a ; not admit that any deficicney existed prior 1o, at the
sanitary, orderly, and comfortable interior. time of, or ufier the survoy, The Facility reserves
! ) ! all rights to contost the survey findings threnugh
informal dispuze resalution, formal zppeal and smy
: other applicable legal or administrative
i proceedings, This Plan of Correction would not be
Taken ag cstablishing any standsrd of care, angd the
This RE MENT is not met 25 evidencad facility submits that the sctions by or in responae fo
by: 8 REQUIREMENT is not eta the survcy findings far exceed the standard of care.
§ s - —_ This document iz not intended to waive any
Base{_‘ on Ohsarvat'cn' rnte:rlwew_, and m‘"ew of & dotense, legal, or equitablz, in administrative, eivil
cleaning schedule, the facility failed to provide or criminai procseding,
necessary housekeeping and maintenance
services to ensure equipment/supplies wera ciean : '
and stored in & clean area, and filed to ensure i Crash carts in the facility were cleaned. |
. iy 1 . ; i
: the resident nufrition rmom was clean. ' opcned supplics were discarded, and the :
| Observation revealed the crash cart (cart that orash carts were restocked by the umit
comains supplies needed fo resuscitate a maoager. The nourishinent room drawers
tesident) was being stored in the East Wing were cleaned on all units by the unit
shower room and was soiled. In addition, three manager. Crash cart was moved from the
drawers in the East Wing nutrition room were shower room and will be stored in o small
observed to be soiled, room on East Wing,
. . . The cleaning duties for the crash cart and
The findings inchide: 2 nowrishment room was reviewed and revised
by the DON/ADON. Crash carts will now b
1. Observation of the East Wing shower room on u[gn:d weckly on Friday and as needed. ©
March 30, 2011, at 1 0:00 2.m., revealed the crash | Cleaning schedules were updated o include
cart was being stored in the shower room. | eleaning of the drawers in the nourishment
Further observation revesled the shower room room. The nourishment room drawers will
was not being used during the observation; be clcaned datly and as need by the 3-11
fiowever, the floor was wet and 2 palr of shoes C.N.As,
.| was observed on the fioor. :
LA RY DlREGTOR'@ zjnee/muwuen REPRESENTATIVES SIGNATIIRE . &E ﬁ G oAgE
4 /e A1 T, e Ly 6’55"//
Any statement ending with an gsteriek (™) denotes a deficlancy which malgnstrmtion may be excussd from correcting providing it is d&ermfnéd that

other safeguams proviie sufficient profechion bo the petierts, (See Instructions.) Excant for nursing homes,
pizn of comection is provided. For nursing hemes, the aboue findings and plans of cormeetion are dizclosable 14
If saficiancies gre cited, an approved plan of comection is megquisie to contireed

the findings stated abve are discinaabla 90 days.
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Observation of the crash cart revealed the top of
the cart was covered with a vinyl covering and
sheet; however, the cart was dusty/dirty and
cluttered with supplies including oral airways,

i suction supplies, and syringes. Further
: observation revealed oral airways were opened

and lying in a container on the cart that was
dusty/dirty. A wrapper containing a syringe was
observed to be opened and the wrapper was
brown in color.

Observation of a clipboard lying on the crash cart
revealed staff had documented that the cart was
stocked with the listed supplies; however, there
was no evidence the cart had been cleaned
and/or checked to ensure it was clean.

2. Observation of the East Wing nourishment

room on March 30, 2011, at 10:15 a.m., revealed

three drawers in the room were soiled with a
biack/brown substance.

An interview with the Unit Supervisor on March
30, 2011, at 10:30 a.m., reveaied the shower
room was utilized by staff for showering/toileting
residents and was being used to store the faciiity
crash cart. The Unit Supervisor stated the cart
was stored in the shower room because the
shower room was always open and easily
accessible to staff. The Unit Supervisor further

‘stated cleaning duties were assigned to Cerfified

Nursing Assistants {CNAs) and provided a copy

i of the cleaning schedule.

A review of the cleaning scheduie revealed a

nurse aide was assigned to clean the shower
room on the 3:00 to 11:00 shifts. Acconding to
the assignment sheet, cleaning the shower room

An inservice was conducted on 4~
3 6-11 by the Staff Development
Coordinator related to the cleaning
schedule, stocking and relocation
of the crash cart. An inservice was
conducted on 4-6-11 by the Staff
Development Coordinator related
to the cleaning of the nourishment
room drawers daily and as needed
by the 3-11 C.N.As.

An audit of the crash carts will be
4 completed by the nursing
management team 0 ensure crash
cart is clean and stocked '
appropriately daily (Monday -
Friday) x 4 weeks, weekly x 4
weeks, monthly x 3 months.

An audit of the nourishment room
drawers will be completed by the

" nursing management team daily
Monday — Friday x 4 weeks,
weekly x 4 weeks, monthly x 3
months. '

The results of the audits and the
new check off forms will be
reviewed at the monthly
Performance Improvement
Meetings. Systems will be updated
as indicated. Audits will be
contmued until committee
determine compliance.

Completion date.

A-as-1
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inciuded rmaking sure "alt shower rooms are
clean, all cleaning suppiies are put back in
cabinets, and the cabinet is locked." The
cleaning schedule did not include cleaning the
crash cart. In addition, the cleaning schedule did
include cleaning the nourishment room on the
3:00 to 11:00 shifts; however, three drawers were
observed to be soiled.
F 280 | 483.20(d)}(3), 483.10(k)(2) RIGHT TO F 280
ss=D | PARTICIPATE PLANNING CARE-REVISE CP
' Resident #9°s MD was notified on 3-29-11.
The resident has the right, uniess adjudged 1 New orders was obtained to continue the
incompetent or othérwise found to be use of the indwelling F/C. Care plan was
incapacitated under the laws of the State, to completed to reflect continued need for
participate in planning care and treatment or indwelling F/C and interventions.
changes in care and freatment 2 100% audit of all residents with an
. : . indwelling catheter was completed by the
A‘cqmprehenswe care plan mgst be developed DON/ADON on 3-31-11 to ensure all care
within 7 days after the completion of the plans were current and appropriate and
comprehensive assessment, prepared by an interventions in place. All records were
interdiscipiinary team, that includes the attending found to be in compliance.
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in 3 All licensed nursing staff was inserviced on
disciplines as determined by the resident's needs, initiation and revision of care plans on 4-6-
and, to the extent practicable, the participation of 11 by the Staff Development Coordinator.
the resident, the resident’s family cor the resident’s ) R .
legal representative; and periodically reviewed 4 New admits, readmits with indwelling
and revised by a team of quaiified persons after Foley Catheters will be audited to ensure
each assessment.. all care plans are current, appropriate and
interventions are in place, daily Monday —
Friday x 4 weeks, weekly for 4 weeks,
monthly x 4 months by the DON or
designee. The results of the audits will be
i . . reviewed at the monthly Performance
This REQUIREMENT is nol met as evidenced : Improvement Meeting, Systems will be
'\ by: ' : ‘ updated as indicated. Audits will be
Based on observation, interview, and record continved until committee determines
review, the facility failed to periodically review and compliance.
revise the comprehensive care plan for one of
nineteen sampled residents {resident #9). 5 Completion date. 4-29-11

;
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Resident #3 was readmitted to the facility on
March 18, 2011, with an indwelling catheter;
however, the facility failed to revise the
comprehensive care plan fo address the care
required for the indwelling catheter,

: F 280

The findings include:

Review of resident #9's medical record revealed
- the resident was admitted to the facility on
- January 16, 2009, with diagnoses of Alzheimer's :
Disease and history of colon cancer. Reviewofa |
significant change in status assessment (SCSA} |
dated December 28, 2010, revealed the facility !
assessed resident #3 as being moderately

impaired in daily decision making and was

dependent on staff for all activities of daily fiving.

Further review of the record revealed resident #9
was admitted to a hospital on March 15, 2011,

and was readmitted back to the facility on March
18, 2011. Review of the admission assessment
revealed the admitting nurse had documented

resident #5 entered the facility with an indwelling
catheter, : s

Review of the comprehensive care plan revealed
the tacility failed to revise the care plan to

: address the indwelling catheter and failed to
“initiate interventions related to the care required
for resident #9's indwelling catheter.

An observation conducted on March 28, 2011, at : :
8:50 am., 1:.00 p.m., 3:00 p.m., and 5:50 pm., : i
revealed resident #9 had an indwelling catheter : o
connected to a bedside drainage bag.

intzrview on March 29, 2011, at 1:40 p.m., with
LPN #2 revealed the LPN was respensible for

%
If continuation sheat Page 4 of 23
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readmitting resident #9 to the facility on March 18,
2011, LPN #2 stated an indwelling catheter had |
*| been inserted during the hospital stay for resident
#9 and the indwelling catheter was present when
the resident relurmned to the facility. LPN #2

. stated it was the responsibility of the nurse that
admits a resident to complete a full head to toe
assessment, write the physician orders, and
update the comprehensive care plan to address
any changes. LPN #2 stated the LPN had failed : ' ' i
to update the care pian to address the indwelling
catheter. LPN #2 reviewed resident #9's medical
record and was unable to find documentaticn for :
the clinical reason resident #9 required an :
indwelling catheter.

Interview on March 28, 2011, at 4;45 p.m., with
the Unit Manager (UM} revealed when a resident
was readmitted to the facility staff was required to
review all medications, transcribe physician's

' orders, perform a complete physical assessment, :
and update the comprehensive care plan if :
necessary. The UM stated all orders were
reviewed by the UM each morning and then the
care plan was reviewed by the UM to ensure the
care plan had been updated. The UM stated the
physician's orders did not indicate an indwelling
catheter; therefore, the comprehensive care plan
was not revised to address the indwelling
catheter.

F 281 1 483.20(k}3)(iy SERVICES PROVIDED MEET F281:
$s=0 : PROFESSIONAL STANDARDS ‘

 The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

FORM CMS-2567(02-98) Pravious Versions Qbsolete Event ID: QW7411 Fagility I); 100502 If continuation sheet Page 5 of 23
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Based on observation, interview, and record 1 Resident #2 IV tubing was changed
review, it was determined the facility failed to and the date was recorded on the
meet professional standards of quality for one of IV Flow Record on 3-28-11.
nineteen sampled residents. The facility failed to Resident had no noted adverse
provide evidence that resident #_2 received effects from the IV tubing not
intravenous {IV) solution set tubing change every beine chansed _ .
forty-eight hours as stated per the facility's policy. | & changed.
o ; . ' 2 100% audit was completed on all
: The findings include: residents receiving IV therapy by
Resident #2 was readmitted to the faciiity on the DOI\B’AD OI;,OH 3-3 1‘;1 (tio 4
March 7, 2011, with medical diagnoses of ensure all IV tubing was i
Osteomyeitis, Decubitus Ulcer of the right heel, documented per facility policy.
and gangrene. The resident had a physician's ) .
order dated March 7, 2011, for Vancomycin 3 An inservice was conducted by the
{antibiotic) to be administered intravenously. Staff Development Coordinator on
4-11-11 for all licensed staff related
Observation conducted on March 28, 2011, at to IV tubing, being dated and
11:15 a.m., revealed resident #2 had Vancomycin changed every forty eight hours
infusing intravenously (V). There was no date on . and documentation of the IV
the 1V solution set tubing. tubing changes.
¢ An interview conducted on March 28, 2011, at 4 Audits will be completed to ensure
11:50 a.m., with Registered Nurse (RN) #1 all TV Tubing is dated and
revealed the nurse was responsible for changing documented per facility policy by
the IV solution set tubing for resident #2 every the DON/designee daily Monday —
three days when Vancomycin was administerad. Friday x 4 weeks, weekly x 4
RN #1 further stated resident #2's 1V tubing weeks, then monthly for 4 months..
changes were fracked and recorded on the The results of the audits will be
Medication Administration Record (MAR). After reviewed in the monthly
review of the M'AR, RN‘#1 stated that. according Performance Improvement
to ﬂje MAR resident #2's last IV solution set Committee meeting. Revisions
tubing change was performed on March 19, 2011, will be made to the systems as
RN #1 stated he/she had administered IV o3 fq ;
vV -k dent #2 on March 28, 2011 indicated. Audits will continue
| vancomycin for resigen on Warch =8, ’ until Performance Improvement
. However, the nurse stated hefshe had not Committee determines compliance
' reviewed the MAR to determine the date of the P :
iast tubing change and had not changed the IV 5 Completion dat
solution set tubing for resident #2 on March 28, ompietion date. 4-29-11
1
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An interview conducted on March 29, 2011, at
1 4:10 p.m., with the Director of Nursing {DON)
revealed the facility's policy for IV solution set
i fubing change is every 48 hours. The DON
: further revealed facility nurses were required to
' record and track the date the resident's solution
set tubing was changed on the resident's 1V flow
sheet. )
Record review of resident #2's care plan dated
March 7, 2011, revealed the resident was :
assessed o receive IV medication with nursing
intervention to change 1V tubing per the facility's
policy. Additional review of the facility's policy (no
date) revealed IV solufion set tubing is changed
every 48 hours.
F 315 : 483.25(d) NO CATHETER, PREVENT UTI, F 315
ss=p: RESTORE BLADDER ' :
1 Resident #9s MD was notified on
Based on the resident's comprehensive 3-29.11. New orders was obtained
assessment, the facility must ensure that a to continue the use of the
resident who enters the facility without an indwelling Foley Catheter. Care
indwelling catheter is not catheterized uniess the 1 Jeted to reflect
resident’s clinical condition demonstrates that plan was compieted 1o rel.ect |
catheterization was necessary; and a resident continued need for the indwelling
who is incontinent of bladder receives appropriate catheter and interventions.
treatment and services to prevent urinary tract 3
infections and to restore as much normal bladder 2 100% audit of all residents with an
- function as possible. ' indwelling catheter was completed
by the DON/ADON on 3-31-11 to
This REQUIREMENT is not met as evidenced ensure all care plans were cutrent
by ?md appr(?pnaFe diagnosis and
Based on observation, interview, and record interventions in place. Aﬂ_ records
review, it was determined the facility failed to were found to be in compliance.
provide appropriate treatment and services to
restore as much normal bladder function as
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the resident was assessed as frequently
incontinent of bladder.

Review of the readmission physician's orders
dated March 18, 2011, failed to indicate resident
#9 had an indwelling catheter and falled to list a
clinical condition that demonstrated the need for
the indwelling catheter.

A review of the nurse's readmission assessment
dated March 18, 2011, revealed resident #9
returned from a hospital stay on March 18, 2011,
with an indwelling catheter in place; however, the
hurse's readmission assessment indicated the
indweliing catheter had been discontinued.
Further review revealed no evidence the facility
had determined a reason fo continue the use of
the indwelling catheter. In addition, there was no
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possible for one of ningteen sampled residents
| (resident #8). Resident #9 was readmitted to the 3 An inservice was completed
facility with an indwalling_ Foiey catheter._ There on 4-11-11 by Staff
; was no evidence the facility had determined the Devel t Coordinat
medical reason for residents #9's indwelling eve oPmen oor .1na 01
' catheter. for all licensed nursing staff
5 o related to ensuring a
The findings include: diagnosis is obtained for an
| Resident #9 was readmitted to the facility on indwelling Foley Catheter.
“March 18, 2011, after a hospital stay with medical
: diagnoses that included Aspiration Pneumonia, 4 Audits will be completed by
- Urinary Tract infection, and Alzheimer's Disease. the DON/designee daily
‘ Observations conducted on March 28, 2011, at Monday — Friday x 4
£ 9:50 a.m., 1:00 p.m., 3:00 p.m., and 5:50 p.m., weeks, weekly x 4 weeks,
revealed resident #9 had an indwelling catheter monthly x 4 months by the
cennected to a bedside drainage bag. DON/designee.
-| A review of a Significant Change in Status : )
Assessment dated December 28, 2010, revealed 5 Completion date. 4-29-11
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evidence the facility had evaluated resident #9 for
retraining of bladder function.

Interview on March 28, 2011, at 1:40 p.m., with
LPN #2 revealed the LPN was responsible for
readmitting resident #9 to the facility on March 18,
2011. LPN #2 stated an indwelling catheter had
been inserted during the hospital stay for resident
#9 and the indwelling catheter was present when
the resident returned to the facllity. LPN #2
stated he/she charted the indwelling catheter was
discontinued because staff was required to
remove indwelling catheters when a resident
returned to the facility. LPN #2 stated resident
#0's family had requested the indwelling catheter
remain in place due to skin irritafion of the ‘
resident's buttock. LPN #2 was unable to provide
documentation regarding the family's request.
LPN #2 stated the physician was not contacted to
obtain the clinical condition that required resident
#9 to have the indwelling catheter or regarding
the family's request to leave the indwelling
catheter in place.

i Interview on March 29, 2011, at 4:45 p.m., with

| the Unit Manager {UM) revealed residents that
reguired an indwelling catheter were to have a
pertinent diagnasis fo support the use of the
indwelling catheter. The UM stated the nurse that
readmitted the resident should have contacted
the physician for orders related to the indwelling
catheter and obtained a diagnosis to continue the
indwelling catheter,

The facility failed to provide a policy to address
indwelling catheters,

F 323 483.25(h) FREE OF ACCIDENT ‘ F 323
§8=D | HAZARDS/SUPERVISION/DEVICES

& i
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The faciiity must ensure that the resident : The DON immediately, upon
environment remains as free of accident hazards 1 being notified by the surveyor
as is possible; and each resident receives 5 on March 30, 2011, went to the
adequate supervision and assistance devices to nurse responsible for the
prevent accidents. medication cart. Interview with
the nurse revealed the bottle of
Reglan had been discarded and
. a new bottle ordered.
- This REQUIREMENT is not met as evidenced :
1 by: .2 | 100% audit of all medication
Based on observation, interview, and a review of carts was completed by the
facility policy, the facility failed to provide DON/ADON on 3-30-11 to
supervision to prevent accidents. Observation of ensure no medication was left
medication administration pass on March 30, .
'| 2011, at 4:30 p.m., revealed a Registered Nurse unattended or unsupervised on
(RN} left an open bottle of Reglan (antiemetic) top of the medication carts. The
liquid medication on top of the medication cart in audit revealed no medications
a hallway of the facility unattended. were left on top of medication
carts.
The findings include:
. . N e Inservice was conducted on 3-
A review of the _facﬂity s policy titled LTC,Faglllt_y s 3 31-11 by the Staff Development
1 Pharmacy Services and Procedures Manual® with Coordinat ih all li d
a ravision date of May 1, 2010, revealed facility oordimator wi leense
staff should not leave medications or chemicals staff related to proper storage
unattended. and supervision of all
‘ medications and medication
Observation of medication administration pass on carts.
March 30, 2011, at 4:30 p.m., revealed the RN
wha was administering medications removed a 4 DON/designee will audit
bottle of Reglan liguid medication from the ‘ot :
medication cart. The nurse stated the lid for the ?;ﬁggtlon4carts f{iaﬂy Mlzndai
medication was broken and stated he planned fo ¥y X 5 WECKS, weekly X ,
dispose of the bottle of medication. The nurse weeks, then monthly x 3 i
placed the medication on top of the cart and months.
i entered a resident's room to administer _ :
| medications, leaving the medication unattended 5 Completion date. 4-29-11
| in the hallway. '
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Observation revealed at least one résident, ore
visitor, and cne staff member passed by the
unattended cart and Reglan medication in the
hallway while the RN was behind a closed curtain
in a resident's room.
An intendew with the RN on March 29, 2011, at
5:00 p.m., revealed the facility had residents who
wandered and/or had a diagrosis of dementia
and leaving medication
unafttended may bose an accident hazard to -
residents.
F 332 | 483.25(m}(1) FREE OF MEDICATION ERRCR F 332
ss=p | RATES OF 5% OR MORE |
The facility must ensure that it is free of 1 Resident #3°s physician was notified |
medication error rates of five percent or greater. of medications being administered
late, order received to continue
Tamsulosin per MD orders. Resident
- #19°s MD was notified of medication
This REQUIREMENT is not met as evidenced being administered at the wrong time
by: o : and in the wrong form. Order was
‘Based on observation, interview, and record given to give the Carafate by mouth
review, it was determined the facility failed to :
o g with water.
ensure residents were free of medication error
rates of five percent or greater, Observations of a; L .
medication pass on March 29, 2011, at9:20 a.m., | 2 100% Medication Pass obscrvations
revealed medication for resident #3 was not was conducted for
administered per physician's orders. Further licensed nurses by the o
observation of a medication pass on March 30, DON/ADON/Pharmacy beginning 3-
2011, at 11:20 a.m., revealed a medication for 31-11 and completed 4-22-11 to
resident #19 was not administered in accordance ensure residents are free of
with physician's orders. There were forty-one medication errors. No medication
medication atten_wptg obseweq, \:wth thr_ee errors errors noted during med pass
ohserved, resulting in the facility's medication bservation
error rate of seven percent. observation.
The findings include:
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1. Observaiion of medication pass on March 29, - :
2011, at 8:20 a.m., revealed nurse #1 3 Inservice was conducted on 4-8-
administered Tamsulosin HCL 0.4 mg SR at 9:20 11 by the Staff Development
a.m., to resident #3. , Coordinator with all licensed
Record review of resident #3's March 2011 staff regarding medication
| physician's orders revealed an order for administration.
Tamsulosin HCL {Flomax} 0.4 mg SR by mouth
io be ?dministered one-half hour "after same 4 Medication Pass observation
meal. will be conducted by the
Review of the facility's policy titled General Dose DON/ADON on 3 staff
Preparation and Medication Administration with a members and 5 residents daily
policy revision date of May 1, 2010, revealed staff Monday — Friday x 4 weeks ,
was to follow manufacturer medication then 2 x weekly for 4 weeks
administration guidelines. According to the ’
manufacturer's guidefines for Flomax, the then month]y_x 4 months to
medication should be taken "% hr after sam ensure compliance with orders,
meal of each day.™ _ ' med pass regulations,
i . manufacturer’s medication
Interview with nurse #1 at 9:30 a.m. on March 29, : administration euidelines. etc
2011, revealed resident #3 went fo the dining { ’ - gu : b
room for breakfast and had eaten at All audits will be reviewed in
approximately 7:30 a.m. Interview with the the monthly Performance
Director of Nursing (DON} on March 30, 2011, at Improvement Meeting. Audits
12:00 p.m., also revealed resident #3 ate will continue until the '
breakfast in the dining room and breakfast meals :
| were served at approximately 7:00 a.m. Performance Improvement
Committee determines
Based on observation and interviews, resident #3 compliance.
recelved the Flomax medication approximately l
g;lﬂi RgLrgeénd 20 minutes after the prescribed - 5 Completion date. 4-99-11
2. Observation on March 30, 2011, at 11:20 a.m.,
of medication pags revealed LPN #2 prepared
Reglan {antiemetic) 5 milligrama (mg) and
Sucralfate {anti-ulcer) 1 gram (g} and
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. adminisiered the medications with water to
resident #19.

Review of the March 2011 monthly physician's

! orders and the Medicafion Administration Record
i (MAR) revealed the Sucralfate was ordered by
the physician to be crushed, mixed with a liquid to
make a "slurry," and administered every eight
hours to resident #19. Further review of the MAR
revealed the Sucraifate was scheduled for 8:00
am., 400 p.m, and 12:.00 am. Thiswas
counted as two medication errors due to the
medication being administered at the wrong time
and failure to administer the medication as a
slurry liquid.

Interview on March 30, 2011, at 11:30 am., with
LPN #2 stated he/she thought the MAR directed
the Sucralfate to be administered at 12 noon;
however, LPN #2 stated he/she must have looked
at the directions wrong because the medication
should have been administered at 12 midnight. -
LPN #2 stated the medication was administered
four hours after the morning dose and the
resident should have received the medication
eight hours apart. Further interview with LPN #2
revealed the physician had ordered that the
Sucralfate tablet could be administered whole;
however, LPN #2 was unable to find a physician’s
order that directed staff to administer the
medication as a whoie pill. '

F 333 | 483.25(m}2) RESIDENTS FREE CF F 333
s8=D | SIGNIFICANT MED ERRORS

The facility must ensure that residents are free of
| any significant medication errors.

This REQUIREMENT is not met as evidenced
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$ 2011
: two bags of Vancomycin remaining in the

Vancomycin was sent from the facility's pharmacy
and was stored in the refrigerator. The RN
further stated after checking the refrigerator
he/she had accidentally administered
Vancomycin to resident #2 on March 28, 2011,
that had expired five days earlier on March 23,

In addition, the RN stated resident #2 had

refrigerator with an expiration date of April 21,
2011,

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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F 333 | Continued From page 13 F 333

by: | : e
Based on abservation, interview, and record 1 Immediately upon identifying
review, it was determined the facifity failed to the expired IV medication had
ensure that one of nineteen sampled residents been given, the
was free of a significant medication error. ’ .

' Resident #2 was administered an expired dose of | DON/ ADON/Unit M‘ana‘ger

!intravenous (IV) antibiotic (ATB) Vancomycin. inspected all IV medications for

o expiration. None was found.
The findings include: Pharmacy and resident’s :
Resident #2 was readmitted to the facility on responsﬂ;!e.party and re_s1dent
March 3, 2011, with diagnoses of Osteomyelitis, #2’s physician were notified of .
Decubitus ulcer right heel, and gangrene. Record expired medication given and
RﬁVie\g’ g: FZ&‘S??W( #2'S]PEySiCiaf:j'3 (;rde1rs datedf new orders were obtained. The
arch 21, , revealed an order for 1 gram ¢ .

Vancomycin to be administered every 24 hours. lf{ul;{ Eﬁ;ﬁﬁiﬁg:ﬁgﬁ%ﬁd a
An observation conducted on March 28, 2011, at resident #2 and no notations of
11:15 a.m., revealed resident #2 had a bag of adverse reaction were noted.
Vancomycin infusing intravenously. Further
observation of the Vancomycin bag revealed an :

: expiration date of March 23, 2011, 2 The DON_/ ADON & Unit

: . Manager inspected all TV

An Interview conducted on March 28, 2011, at medication in facility for
11:60 a.m., with Regisiered Nurse {RN) #1 5 expiration. None were found.
revealed he/she was rasponsible to check the ' :
expiration date on all medicafion that he/she .
administered. RN #1 revealed resident #2's 3 The facility implemented an 1V

medication checklist to review
expiration dates. The Staff
Development Coordinator
inserviced all licensed nursing
staff on 3-31-11 related to the 5
R’s of Medication Pass and
checking for expiration along
with the new checklist
implemented.
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An interview conducted on March 29, 2011, at | . _ . ;
1:40 p.m., with RN #2 revealed the nurse is : 4 The DO_N or des_lgnee Wﬂ_l _alldlt all
responsible to check the expiration date on all IV medications in the facility weekly |
medications that he/she administered to x 4, then monthly x 3 months to :
residents. In addition, the RN stated expired : ¢ assure that all medications are
medication could "lose potency” if used past the | disposed of properly when expired.
expiration date. . All audits will be reviewed in the
An interview conducted on March 29, 2011, at monthly Performance Improvement
2:55 p.m., with the Director of Nursing (DON} . Meeting. Audits will continue until
revealed the Vancomycin was dispensed to the the Performance Improvement
faciiity by the facility's pharmacy, stored in the ¢ Committec determines compliance. |
refrigerator, and expired 30 days after it was i :
dispensed. The DON further revealed the 5 % '
medication nurse was responsible to dispose of Completion date. 4-29-11
all unused/expired medications.
- F 364 | 483.35(d)(1}-(2) NUTRITIVE VALUE/APPEAR, F 384
S5=E | PALATABLE/PREFER TEMP :
No residents were found to be
Each resident receives and the facility provides 1 adversely affected by this practice.
food prepared by methods that conserve nutritive :
value, flavor, and appearance; and food that is 2 All residents with oral diets have the
palatable, attractive, and at the proper potential to be affected.
; femperature.
An inservice was completed on 3-29-

) 3 11 by the Registered Dietician for the
This REQUIREMENT is not met as evidenced Dietary Manager/dietary staff related }
by o ) to palatability and temperature of milk,
Based on observation, interview, and record An inservice was conducted on 4-6-11
review, it was determined the facility failed to by the Staff Development Coordinator
provide foods/liquids that were palatable and at for all nursing staff regarding timely
the proper temperatures. Observations during serving of meal trays to residents that
the noon meal of the West Hall on March 28, dine in their room and for restorative
2011, and of the evening meal cn th? Fast Haclil ! dining. Education was provided o all
?n Zﬂilr.c;h 'is,tﬁm 1, revealed }thf E;?CI ity Stethwe ‘ nursing staff if a meal tray is on the
0oas I:[Ui s E,:t were ot palatable or at the meal cart longer than 20 minutes a new
Properiemperatiires. tray is to be requested for that resident.
The findings include:
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. 1. Observation of the noon meal on March 28, 4 Dietary Managet/designee will |
2011, revealed a meal tray cart was delivered to audit dietary staff food
the West Hall at 12:10 p.m. Two CNAs were preparation for temperature and
ggzedr;?d o remove the meal t'rays ffom the cart palatability of food daily.
iver the trays to the residents’ rooms. .
Further observation at 12:30 p.m. (20 minutes Coolers have been purchased by
after meat cart arrived to the fioor), revealed the dietary department to place milk
two CNAS were each in a resident's room feeding into for delivery to resident
a readgnt. Ohbservation of thg meal cart revealed | rooms and restorative dining
two resident meal trays remained on the cart. ! . .
_ _ i during meal times.
At 12:45 p.m. (35 minutes after the cart arrived on
the floor), the facility's Registered Dietitian (RD) 5 DON/designee will audit tray
was summoned to the meal cart 1o test the N carts for timely delivery of trays
temperature of the food on one of the remaining . | .
resident trays. A substitute tray was ordered for ! and temperature of milk 3 x
the resident. The temperature of the pureed daily x 4 weeks, randomly x 4
carrots was 116.4 degrees Fahrenheit and milk weeks and monthly X 3 months.
was 48.9 degrees Fahrenheit (normal 41 degrees
Fahrenheit or below). 6 Completion date. 4-29-11
The individuai foods on the tray were taste tested
by the facility's RD and a surveyor. The RD and
: the surveyor revealed the turkey and dressing
. were warm and palatable. However, the taste
test revealed the carrots were barely warm and
not palatable.
2. Observation of the evening meal on March 28,
2011, from 5:35 p.m. until €:08 p.m., revealed six
meal trays were delivered to the East Hall for
residents in the restorative dining area. The meal
trays were delivered in an open delivery cart with
only a plastic covering on the cart, Further
observation revealed residents were not in the
restorative dining room when the frays were
delivered to the floor. The CNAs began to bring

residents fo the restorative dining room after the

i

I
|

i
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! trays were delivered to the ficor. The last
i resident tray was taken off the cart at 6:.08 p.m.,
* iand was intercepted by the surveyor. A new fray

was requested for the resident. The facility's RD
took the following food temperatures from the

: intercepted tray: milk was 51 degrees

: Fahrenheit, and buttermilk was 51.4 degrees '
i Fahrenheit (normal 41 degrees Fahrenheit ar

below).

Interview with the facility's RD on March 28, 2011,
at 8:18 p.m., revealed there was no-palicy that
stated how long a meal tray should be left on the
delivery cart prior fo being served to a resident;
however, the RD stated 20 minutes was an
acceptable timeframe. The RD stated that the
milk was at an improper temperature and should
have been below 41 degrees Fahrenheit.

An interview with CNA#5 on March 28, 2011, at
6:15 p.m., revealed meal trays should not be left
on the delivery cart longer than 15 minutes The
CNA acknowledged the intercepted tray should
not have been delivered to the resident and that a
new fray should have been ordered for the
resident,

An interview with LPN #1 on March 28, 2011, at
6:12 p.m., revealed that resident trays should not
be left on the delivery cart longer than five or ten

: minutes after the cart was delivered to the unit,

. LPN #1 stated a fresh tray should be ordered for .
- the residents whose meal trays were undelivered
for an unacceptable length of time.

During a group interview on March 29, 2011, at
- 1:15 p.m., seven residents revealed food at the
| facility was served cold at times. The residents

stated that food trays sometimes sat too long on
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the cart before staff delivered the trays to
residents and the food got cold.
Review of the facility's policy titled Delivery and
Return of Trays (not dated) revealed trays will be
distributed premptly to the residents by nursing
personnel. _ _
F 372 | 483.35(i){3) DISPOSE GARBAGE & REFUSE F 372
S$S8=F | PROPERLY 1 The garbage was collected within 30
. . minutes on 3-28-2011 of the facility
The farlzmty must dispose of garbage and refuse being notified by the surveyor,
properly.
3 Woods Sanitation was contacted by
) the Executive Director on 3-28-2011
This REQUIREMENT is not met as evidenced to bring an additional dumpster
by:- . within 24 hours for collection of
Based on observation, interview, and record garbage.
review, the facility failec to ensure that garbage '
and refuse was properly disposed of in & way to 3. On March 29, 2011 Woods
z . Sanitation delivered an addiional
prevent harborage and feeding of insects, d tor and all d N
d other animals. Observation of the i AnC a1 SUIMpSIErs were
md_e.nts: ando - = . placed in a smooth non-absorbent
facility dumpster area on March 28, 2011, at asphalt/concrete surface, per
11:45 a.m., reveaied twenty-five plastic bags of regulation.
solled briefs, garbage, and refuse improperly
contained in the facility's dumpsters. 4 Executive Director, Maintenance
Director, Dietary Director, or
The findings include: designee will conduct audits to
‘ ensure no garbage is outside of
The initial sanitation audit on March 28, 2011, at dumpsters 3 x wk x 1 month, then 1 x
11:45 a.m., revealed two dumpsters in back of Xk; 1 m.‘l’;';h' owed in th
the facility Dietary Department. Observation of udits will be reviewed in the
: ‘ - monthly Performance Improvement
dumpster #1 revealed a tofal of 15 clear plastic : . - :
. . ‘ Committee meeting. Revisions will
i?ags improperty cont.amed above the level of thF_: be made to the systems as indicated
lid. Further observation revealed the clear plastic Audits will continue until
bags contained soiled briefs, garbage, soiled Performance Improvement
washcioths, and refuse. Observation of dumpster Committee determines compliance.
#2 revealed ten plastic bags containing soiled 1"
resident briefs and facility refuse. The two 5 Completion date. 4-29-
outside dumpsters were observed to be on a
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gravel/mud surface rather than asmooth
non-absorbent asphait/concrete surface as
required by the Kentucky Retail Food
Establishment Act and State Retail Food Code,
Section 24. '

An interview was conducted with the facility i
Dietary Manager on March 28, 2011, at.1:00 p.m., |
and revealed the facility garbage and refuse was |
collected three times a week on Monday, :

Wednesday, and Friday.

A review of the facility Food Establishment
Inspection Report revealed the Department for
Public Health had cited the facility on November
11, 2010, for improperly contained garbage and
refuse.

An interview was conducted with the Facility
Administrator on March 29, 2011, at 9:30 a.m.
The Facility Administrator stated the facility had
unsuccessfully attempted to obtain a third
dumpster after the Health Department inspection
in Novemnber 2010. ' ‘

F 441 | 483.65 INFECTION CONTROL, PREVENT
ss=0 | SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to providea |
safe, sanitary and comfortable environment and !
to help prevent the development and transmission
of disease and infection.

{(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -
(1) Investigates, controls, and prevents infections :
in the facility;
(2) Decides what procedures, such as isolation,

Fa372

F 441

1 Resident #20 and #21 were
assessed by the Unit Manager,
no adverse etfects was noted
related to nurse #3 not wearing
gloves or washing hands.
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should be applied to an individual resident; and )
(3) Maintains a record of incidents and corrective |~ 2 100% observation was completed
actions related to infections. . on4-1-11 by the nurse

management team on all residents
receiving medications via g-tube
and bedside glucose monitoring
to assure compliance with hand

{b} Preventing Spread of Infection

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

isolate the resident. washing and doning gloves when
(2) The facility must prohibit employees with a needed.
| communicable disease or infected skin lesions
from direct contact with residenis or their food, if The Staff Development
direct contact will transmit the disease. 3 Coordinator inserviced all

(3) The facifity must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

licensed nurses on Infection
Control Guidelines on 4-8-11.

~ Inservice included hand washing
guidelines and wearing of gloves

{c) Linens : while performing blood glucose
Personnel must handle, store, process and checks.

transport linens so as to prevent the spread of

infection. ' 4 The DON or designee will

perform audits on 3 staff
members and 5 residents during
med pass to assure hand washing

This REQUIREMENT is not met as evidenced and glove wearing compliance

by daily Monday through Friday x 3
: Based on observation, interview, and policy weeks, weekly x 4 weeks, then
review, the facility failed to provide a safe, monthly x 4 months. These

' sanitary environment to help prevent the

- development and transmission of disease and
tinfections for resident #20 and resident #21,
During observation of a medication pass, nurse

audits will be reviewed in the
Performance Improvement
meetings monthly. Systems will

#3 failed to perform handwashing during be updated as indicated. Audits
medication administration, and failed to wear will contuue untll- commuitiee
gloves while performing a blood glucose check determines compliance.

for a resident.

5 Completion date. 4-29-11
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The findings include;

Review of a facility policy titled Feeding
Tube-Instilling Medication, not dated, revealed
staff should wash their hands before and after
administration of medications.

During observation of a medication pass on
March 29, 2011, at 4,30 p.m., nurse #3 was
observed to administer medication tablets by i
mouth to one unsampled resident. The nurse !
then prepared resident #20's medications for

¢ administration, donned gloves, and administered
| the medication through the resident's gastrostomy |
 tube (feeding tube). The nurse did not wash his
! hands before or after administering medications
- through the resident's feeding tube, -and

- continued te administer medications 1o a third

- resident without washing his hands.

' Review of the Centers for Disease Control (CDC)
- and Prevention recommendations for Hand

- Hygiene and Glove Recommendations dated
 March 31, 2011, revealed staff was required to

| wear gloves during finger-stick glucose
monitoring, administration of insulin, and any
other procedure that involves potential exposure
to blood or bedy fluids, On March 29, 2011, at
5:10 p.m., nurse #3 was observed performing a
blood glucose check on resident #21. The nurse
pierced the resident’s finger with a lancet,
squeezed the resident's finger to obtain a blood
sample, and proceeded to check the resident's ;
bloed glucose level while not wearing gloves.

During an interview with nurse #3 on March 29,
2011, at 515 p.m., the nurse stated he had
difficulty parforming blood glucose monitoring and
initiating intravenous fines while wearing gloves
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and acknowtedged that he did not always wear
gioves when performing these tasks,
F 463 1 483.70(f) RESIDENT CALL SYSTEM - F 463

The Maint Di
SS=D | ROOMS/TOILET/BATH ¢ Vamienance Direotor

1 immediately went to East/West Wing
: shower rooms and modified the call

| light strings by placing a track to

{ hold the call string in place to make

| the call light string level with the

The nurses' station must be equipped to receive
resident calls through a communication system
from resident rooms; and toilet and bathing

facilities. commode within reach of the

. residents,

| This REQUIREMENT is not met as evidenced 2 | Allresidents had the potential to be
by ‘ affected.

! Based on observation and inferview, the facili L. . .

 falled to ensure calls could be communicatedty 3 Executive Director and Maintenance
: from toilet and bathing facilities to the nurses’ Director inserviced staff 03-30-11 on
' station. Observation of three toilet areas in the proper placement of string through

: facility shower rooms revealed the pufi cordto - track and withinreachof the

| activate the call light system was not accessible residents. Problems identified will

! from the toilet _ be reported to the immediate

" supervisor.

| The findings include; . .

A 4 Executive Director/Maintenance

| Observation of two West Wing shower rooms and Director and/or designee will '

: one East Wing shower room on March 30, 2011, complete audits of the call light daily
' at 9:40 am. and 10:00 a.m., revealed each (Monday through Friday) x 2 wks,
 shower room contained a stall with a tollet. then 3 x per week x 1 month to

' Further observation revealed the switch that ensure the string remains in the track
 activated the call light system was on the outside and within reach of residents. Audits
. of the toilet stall and not accessible to the will be reviewed in the monthly

| resident. A string to activate the call light in the Performance Improvement

. West Wing shower rooms was threaded befween Committee meeting. Revisions will
 the bathroom stall and wall into the toilet area; be made to the systems as indicated.

* however, the call light was not readily accessible Audits will continue until

 to the toilet and one call light could not be . Performance Improvement

' activated due to the positioning of the string. Committee determines compliance.

| Observation of the East Wing shower room 5 Completion date. 4-29-11
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F 463

' Supervisor explained that the contractor who put

Confinued From page 22

revealed the switch that activated the call light
sysiem was on the outside of the toilet stall and
not accessibie to the resident. Further, the cord
attached to the call swiitch was on the outside of
the {oilet stall and not accessible in the toilet area.

Interview with a Certified Nursing Assistant (CNA)
on March 30, 2011, at 1:50 p.m., revealed at least
one unsampled resident utilized the East Wing
shower room toilet unassisted.

Interview with the Maintenance Supervisor on
March 30, 2011, at 11,05 a.m., revealed the
facility had walls put up around the toilets in the
shower rooms a few years ago to provide more
privacy for residents. The Maintenance

up the walls should have put the call light switch
on the inside of the toilet stall.

F 463
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K 000 ; INITIAL COMMENTS K D00
f Disclaimer for Plan of Correction
| TYPE OF STRUCTURE: 1991 O_ne-story Preparation and/or execution of this
] unprotecied frame Type V(200) with a complete Pian of Correction does not constitute
| automatic sprinkier system throughout. A ‘ '
g - an admission or agreement by
A life safety code survey was initiated and Ke“tulcky Nic;!;ca}l ﬂi"éesmg L., df/?éﬂ
concluded on March 29, 2011. The findings that -aurel Creek Health Care Center of the
follow demonstrate roncompliance with Tile 42 truth of tf:ee tacts alleged or conclusions
Code of Federal Regulations, 483.70 () ef seq st forth iu the statement of
(Life Safety from Fire). Lauref Creek Health Care deficiencies, Kentucky Medical
Center was found not in substanta compliance - Tnvestors Ltd., dib/a La‘-‘"e-‘_ Creek
with tha Requirements for Participation for Heaith Care Center fileg ﬂ]‘IS Plag of
Medlcare and Medicaig, Correction solely because it is required
, to do se for continued state lcensure as
Deficiencies were cited with the highest deficiency a health care provider and/or for
identified at *F" lovel. participation in the Medicaid/Medicare
K 038 NFPA 101 LIFE SAFETY CODE STANDARD K038|  Program. The facility does not admit
S5=D that any deficiency existed prior to, at
K Exit acoess is arranged so that exits are readiy the time of, or afier the survey, The
accessible at all imes fn accordance with section facility reserves all rights to contest the
71 19924 survey findings through informal
dispute resolution, formal appeal and
ay other applicable legal or
administrative proceedings. This Plan
of Correction would not be taken as
establishing any standard of care, ang
the facility subraits that the actions by
OF in response to the survey findings
far exceed the standard of care, This
This STANDARD is rot mef as evidenceg by: document js not intended o waive any
Based on observation and inferview, the facility defense, legal, or equitable, in
failed t ensure that exit doors were readily administrative, civil or erimina
‘accessble at all imes. This deficient practice proceeding,
i afiected one of five smoke compartments, staff,
and approximately eightean residents, Tha
| Facility has the capachy for 106 bede sy, a
| census of 84 on the day of the survey.
| The findings inciuda: | g
ABO Rawqc ER/SUPPLIER REPRESENTATIVES SINATURE /Q-\ M (58) DAT
@ | SN y il

i :
\ny deficiency statemsnt snding with an asierisk () dengtes a defickency which the eCtution tmay ba
ither eafeguants provide sufficent protection to the patients, (See Inatructions.) Except
Jowing the date of so
ays following the date the,
fogram participation,.

for nursing b
whather or not a plan of correction is provided. For nursing homaes, the
e documents are made avillabiz to the facility. If deficiencies are clted,

f
excused from comvecting providing i is detdrmined it
armes, the findings stated sbove are tisciosabla $0 doye
#bove findinga snd ptang of correction am tisclosmbla 14
an approved plan of comection is reulzita to continued
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{a) The doors shall unlock upon actuation of an
approved, supervised automatic sprinkler system
in accordance with Section 9.7 or upon the
actuation of any heat detector or activation of not
more than two smoke detectors of an approved, .
supervised automatic fire detection system in
accordance with Section 9.6.

(b) The doors shall unlock upon loss of power
controlling the lock or locking mechanism.

(c} Anirreversibie process shall release the fock

Performance Improvement
Committee meeting. Revisions
will be made to the systems as
indicated. Audits will continue
until Performance Improvement
Committee determines compliance.
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K038 : Continued From page 1 K 038
During the Life Safety Code tour on March 289, 1
2011, at 10:20 a.m., with the Director of Maintenance Director immediately
: Maintenance (DOM), an exit door with a magnetic adjusted the lock on West Wing on -
 lock refeasing device located in the West Wing 3.29.11,
. was observed not to release when tested. These
: types of locks are used for the safety of 2 | Maintenance Director checked all
- wandering residents and to control access to the other doors to assure there were no
building. The locks should release within 15-30 problems, none was identified.
seconds fo let people out of the building that are
unfamiliar with the coded key pad adjacent to the
doors in an emergency situation. An interview on . .
March 29, 2011, at 10:20 a.m., with the DOM 3 | On 3'2.9'(111t£h§ﬂE’?ef““"e Director
revealed the exit door magnetic locks were tested g?’emce dell an}fen?nced b
weekly. The DOM stated that the DOM was not treetor and all stalf related to the
aware the lock was not functional. - exit door magnetic releasing system
problem identified with the West
Reference: NFPA 101 (2000 Edition). Wing door. Staff was instructed to
report problems iimmediately to the
7.2.1.6.1 Delayed-Egress Locks. Executive Director/Maintenance
Approved, listed, delayed-egress locks shall be j Director.
permitted to be installed on doors serving low and : ‘
ordinary hazard contents in buildings protected 4 Executive Director/Maintenance 4-29-11
throughout by an approved, supervised automatic | Director/or designee will complete
fire detection system in accordance with Section audits on all doors daily (Monday
9.6, or an approved, supervised automatic through Friday) x 2 weeks, then 3
sprinkler system in accordance with Section 8.7, times a week x 2 weeks, then 1
and where permitted in Chapters 12 through 42, time per week ongoing. Audits
provided that the following criteria are met, will be reviewed in the monthly
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K 038 | Continued From page 2 K038:

“within 15 seconds upon application of a force to

i the release device required in 7.2.1.5 .4 that shall
: not be reguired to exceed 15 ibf (67 N) nor be
required to be continuously applied for more than
3 seconds. The initiation of the release process
shall activate an audible signal in the vicinity of
the door. Once the door lock has been released
by the application of force to the releasing device,
relocking shall be by manual means only. ‘
Exception: Where approved by the authority
having jurisdiction, a delay not exceeding 30
seconds shall be permitted. '

d) * On the door adjacent to the release device,
there shall be a readily visible, durable sign in
letters not less than 1 in. (2.5 cm) high and not
“less than 1/8 in. (0.3 cm) in sfroke width on a
_contrasting background that reads as foliows:
: PUSH UNTIL ALARM SOUNDS

DOOR CAN BE OPENED IN 15 SECONDS

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052

85=F . . . .
A fire alarm system required for life safety is : 1| The Director of Maintenance
installed, tested, and maintained in accordance | contacted Safe Care (contractor)
with NFPA 70 Nationat Electrical Code and NFPA to request in-house maintenance
72. The system has an approved maintenance of system. They scheduled to

and testing program complying with applicable

requirements of NFPA 70 and 72.  9.6.1.4 come in as soon as possible.
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K 062 | Continued From page 3 K 052
. ) X 2 All residents have the potential t
This STANDARD is not met as evidenced by: be affected cHep ©
Based on observation and interview, the facility :
failed to ensure that the building fire alarm system .
functioned as required by NFPA standards. This 3 Inservice was started for all staff
" deficient practice affected five of five smoke present and will be completed by
- compartments, staff, and all the residents. The 4/26/11. A directional chart was
faCl“ty has the CapaCity for 106 beds with a posted at the control pa_nel
census of 84 on the day of the survey.
The findings include: 4 Maintenance Dlrec_tor will
complete audits daily (Monday
During the Life Safety Code tour on March 29, through Friday) for 4 weeks, then
2011, at 1045 a.m., with the Director of 3 x per week for 2 weeks, then 1 x
Maintenance (DOM), a test of the fire alarm per week for 1 week. Audits will
syst led he initial t i , ; ;
Slarm system dic racitate, however fre e be peviewed in the monthly
¥ ; ™ > Performance Improvement
alarm control panel did not indicate which area of C » i Revisi
. the facifity the second fest occurred. This type of ommifiee megling. Kevisions
' test ensures that the fire alarm will reactivate and will be made to the systems as
show the location of a fire that spreads to other indicated. Audits will continue
locations in the facility. An interview with the until Performance ITmprovement
DOM on March 29, 2011, at 10:55 a.m., revealed Committee determines
the facility had to install a new fire alarm system compliance.
recently and the DOM was not aware the fire
| was not flinctioning pri . .
alarm system was not functioning properly 5 Completion date, ot
Reference: NFPA 72 (1999 Edition).
.1-5.4.8 Alarm Signal Deactivation.
A means for turning off activated alarm
notification appliances shall be parmitted only
- where it is key-operated, located within a locked
cabinet, or arranged to provide equivalent
protection against unauthorized use. Such
means shall be permitted only if a visible zone
alarm indication or the equivalent has been :
provided as specified in 1-5.7.1, and subsequent
actuation of initiating devices on other initiating |
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device circuits or subsequent actuation of
addressable initiating devices on signaling line
circuits cause the notification appliances to
reactivate. A means that is left in the "off"
position when there is no alarm shaill operate an
audible trouble signal until the means is restored
to normal, [f automatically turning off the alarm
notification appliances is permitted by the
authority having jurisdiction, the alarm shall not be
turmed off in less than 5 minutes.

Exception No. 1: If otherwise permitted by the
authority having jurisdiction, the 5-minute
requirement shall not apply.

Exception No. 2: If permitted by the authority
having jurisdiction, subsequent actuation of
another addressabile initiating device of the same
type in the same room or space shall not be
required to cause the notification appliance(s) to
reactivate. ,

1-5.7.1.3 ?
Visual annunciators shall be capable of displaying
all zones in alarm. If all zones in alarm are not
displayed simultaneously, there shall be visual
indication that other zones are in alarm.

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147

SS=D
' Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that electrical wiring was
maintained as required by NFPA standards. This
deficient practice had the potential to affect any
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resident and staﬂ? mg:ambers in the Beauly Sho ‘ 147*— The GFCI was installed
: P 1 . immediately in the Beauty Shop
The findings include: by the Maintenance Director.
During the Life Safety Code tour on March 29, All outlets were check by the
*EE"."% at 1031?56&3 with t?etpire;:tortleftl e 2 Maintenance Director to assure
aintenance , an electrical outlet locate:
near the sink in the Beauty Shop was tested and they v;ere dGFCI aigd outlets
found not to be protected by a Ground Fault were tound compliant.
Circuit Interrupter (GFC1). GFCI receptacles
and/or GFCI circuit breakers help prevent The Maintenance Director was
t personnel from accidental shock by receptacles 3 inserviced by the Executive
located near wet areas. An interview with the Director on 3-30-11 related to
DOM on March 29, 2011, at 19:10 a.m., revealed
the DOM thought the outlet was protected by a SFCI_:%:ep:Ecles arclid/or GF(.:I S
GFCI circuit breaker in the electrical panef box, ~ ‘Ircuit Breakers and prevention |
of accidental shock by 5
"Reference: NFPA 70 (1999 Edition). receptacles located near wet
areas.
| 517-20. Wet Locations
a. All receptacies and fixed equipment within the . .
area of the wet location shall have ground-fautt 4 I\A/Iuc_hts will be gompletgci_lla Y
. circuit-interrupter protection for personnel if aintenance Director daily
: interruption of power under fault conditions can (Monday through Friday) for 2
. be tolerated, or be served by an isolated power weeks then weekly for 2 weeks,
system if such interruption cannot be tolerated. then randomly for 1 month. '
Exception: Branch circuits supplying only listed, Audits will be reviewed in the
fixed, therapeutsc and drggnostlc equipment shall " monthly Performance
be permitted to be supplied from a normal I C ”
grounded service, single- or 3-phase system, provement Commuttce
provided that meeting. Revisions will be
a. Wiring for grounded and isolated circuits does made to the systems as
not occupy the same raceway, and indicated. Audits will continue
b. All conductive surfaces of the equipment are until Performance Improvement
grounded. : : :
- b. Where an isolated power system is utilized, the Comr{pttee detormines
. equipment shall be listed for the purpose and comphance.
 installed so that it meets the provisions of and is 5
in accordance with Section 517-160. ~ Compliance date. 4-29-11
O O
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K147

. receptacles) shall be not less than 115 g (4 02)

| 3-3.4.2.3 Maintenance and Testing of Electrical

Continued From page 6

FPN: For requirements for instaltation of _
therapeutic pools and tubs, see Part F of Article
680. '

3-3.3.3 Receptacle Testing in Patient Care Areas.
a. The physical integrity of each receptacle shall
be confirmed by visual inspection.

b. The continuity of the grounding circuit in each
electrical receptacle shall be verified.

¢. Correct polarity of the hot and neutral
connections in each electrical receptacle shall be
confirmed. .

d. The retention force of the grounding blade of
each electrical receptacle {(except locking-type

System.

a. Testing interval for Receptacles in Patient Care
Areas.

1. Testing shall be performed after initial
installation, replacement, or servicing of the
device. ‘
2. Additional testing shall be performed at
intervals defined by documented performance
data.

Exception: Receptacles not listed as
hospital-grade shall be tested at intervals not
exceeding 12 months.

K147
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