*\PRINTED:
DEPARTMENT OF HEALTH AND HUMAN SERVICES RECEIVE ~""FJ§3 A‘.’!;;’;’,’J’E‘S
ENTERS
STATEMENT OF DEFICIENCIES {X1) PROVIOER/SUPPLIERIGLIA [Xa) MULTIPLE CONSTRUCTION L 201
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILOING EE 5
TSPacyiCE OF
185177 B.WING . ] Gey,
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, P GODE
545 WILLIAM THOMASON BYWAY
GRAYSON MANOR NURSING HOME LEITCHFIELD, KY :
(4310 SUMMARY STATEMENT OF DEFICIENCIES in | PROVIDER'S PLAN OF CORRECTION o8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE cute
CEFICIENCY)
F 000 | IMITIAL COMMENTS F 000
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A Recertification Survay was conducted on i GRAYSON MANOR NURSING
06/03/15 through 07/02/15 1o detarmine HOME SURVEY
compliance with Fedaral requirements. The COMPLETION DATE OF July
facility failed to mest minimum requiremants for 2, 2015
]

Racartification with the highest Scope and
Severity cited at a “E".

F 278 | 483.20(g) - {|) ASSESSMENT F278
$8=p | ACCURACY/COORDINATION/CERTIFIED

F 278
The essessment must accuralely raflact the .
resident's status. . H
The Director of Nursing on
e 7/20/2015 documented incidents
sach assessment with the appropriats .
participation of health professionals. of inaccurate coding in the C-

note in residents #1, #2 and #S.
A registered sign and certify thal th
“r::;::rem ;u;:'r:;:atd.gn fncl certly that he Resident #1 on assessment

o S/21/2015 it was coded as two
Each individuat who completes a portion of the

asgessment must sign and certify the accuracy of assist and in fact was set up only.
that postion of the assassment. Resident #2 on 4/23/2015 it was

Under Medicare and Medicaid, an Individual who stated that resident required two
willfully and knowingly cartifies a material and staff members with eating in fact

falsa statement in a rasidant assassment s

subject to a civil monay pangity of not more than it was just one staff member.

$1.000 for each assessmaent; or an individual who Resident #5 on assessment
willfully and knowingly causes another individual .

to certify a material and false statement in a 5/2172015 it was stated that
resident assessment is subject to a civil monay resident required two staff
penalty of not more than $5,000 for aach

members with eating in face it
Was just one staff member.

| Clinfcal disagreerant does not constitute a .

| material and false statement Maintenance on 7/2/2015 hung a
| |
|

LABORATORY DIRECTOR'S OR PROVIDER/SU REP ATIES 8| runsI TTE IRIPCATE
- %w ] S 7w 1/ 20/

Any daficisncy statement ending with an A 1{1 d a deficiency which tha institution may be sxcusad from cofreciing providing it ia determ

other safeguands provide sufficient protection 1o the p {See instructions.) Except for ing homes. the findings stated above are disciosable 90 days
following the date of survey whethar or not a plan of comection ls provided. For fursing homes, the above findings and plans of corection sre disclosable 14
days following the date these documants are made available to the facility. it daficincies ars citsd, an wpproved pian of consetion ia requisits to continuad
program padticipation.

assessmant.
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This REQUIREMENT is not mat as avidencad
by.

Based on observation, interview and record
review, it was determinad the facility failed 1o
accuralsly code the Minimum Data Set (MDS)
related to eating requirements for thras (3) of
fifteen sampled residents (Residents #1,
Resident #2, and Resident #3).

The findings include:

Review of the Residant Assesamant Instrument
MDS Manual Version 3.0, dated 07/2043,
ravealed when conducting an MDS Assessmeant
the MDS staff should review the documentation
for the seven (7} say look back period, talk with
direct care staff from sach shift, and absarve
resident to detarmina his/har needs. When
reviawing records, interviewing ata# and
observing the realdent staff conducting the MDS
Asssasmant must be specific whan evalualing
each component as listed in the Activitias of Daily
Living (ADL) activity dafinition, Further raview of
the manual {or Sectlon G, the Functional Status
section under Saction GO110E revaalad ealing is
how resident sats and drinks, regardless of their
skill. Review of instructions for rula of three (3),
ravealad when any activity occurs thrae (3) imes
at any one lavel, code that laval,

1. Record revisw ravealed tha facility sdmitted
Resident #2 on 02/25/08 with diagnoses which
included Alzheimer's Diseass, Unspacifiec
Psychosis, Congestive Heart Failure and
Protein-Calorie Malnutrition.

Raview of the annual MDS assessment, dated
05/21/15, ravealed the facility had assessed

F 278icue card for accurately coding
the late loss ADL’s related to but
not limited to eating by each of
the kiosk in the entire Facility to
include residents #1, #2 and #S§.

reviewed for coding eating
requirements by the MDS

Skilled Nursing Facility

eating identified. The Nurse
Aijdes involved received

by the Nursing Personnel

im the residents permanent
record 7/17/2015.

Al MDS Assessments that were
transmitted from July 3, 2015
thru July 17, 2015 have been

Coordinator on 7/17/2015 for &}
residents. There were 2 other
incidents of inaccurate coding of
individual one on one counseling
Director on 7/20/2015. The RAI

Nurses documented incidents of
inaccurate coding in the C-note
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Residant #2 as requirad twa (2) staff to assist
with eating.

Obsaervation, on 07/0115 at 1:20 PM, revealed
the resident was being fed by ana (1) staff
membaer.

2. Record review ravealad the facllity admitted
Resident #1 on 11/8/08 with diagnoses which
included Waakness, Hypertansion, Alzheimer's,
Depressian, Anxiety and Bipolar/Schizophrenia.

Raview of the annual Minimum Data Sat (MDS}),
dated 05/21/15, revealed the facilily assessed
Resident #1 as requiring the assistance of two
staff with eating.

Observation, on 06/3015 at 1:02 PM, revealed
Resident #1 was eating independantly.

Intarview with tha CNA # { on 07/01/15 at 2:19
PM, reveslad Resident #1 can feed himMherself
without asaistanca.

3. Record review revealed the facility admitted
Resident #5 on 03/05/08 with diagnoses which
induded Unspecified Type Schizophrenia,
Alzheimar's Disease, Hypertansion,
Osteoarthroais, Deprassive Disorder, and
Paripheral Disaase.

Review of Residant #5's annual MDS
assessment, dated 04/23/15, revaaled the facility
assessed Resident #5's as requiring the
assistance of two (2) staff,

Qbsarvation, on 07/01/15 at 1:19 PM, revealad
Resident #1 was being fed by one (1) steff
membaer.
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F 278 | Continued From page 2 F278| On 7/6/2015 all nurse aides were

in-serviced by RAI Nurses on
proper documentation of eating
requirements in the kiosk. A
yearly all staff in-service has and
will be held by the RAI Nurses
pertaining specifically to the
coding requirements on late loss
ADL’s. Also per the Director of
Nursing all future in-services
regarding coding requirements
will include a post-test related to
ADL coding and all nursing staff
must make a 100% to pass, The
In-service Coordinator will train
all newly hired Certified Nurse
Aides on proper ADL coding as
part of the orientation process. A
post-test will be required with a
100% pass rate. All newly hired
Certified Nurse Aides will be
required to complete a minimum
of one day on the floor training
specifically pertaining to ADL
coding with a Certified Nurse
Aide Trainer.

FORM CMS-2567(02-09) Previous Viersions Oteclete Evant ID. FK1¥11

Facity 0. 100150 H continuation sheet Page 3 of 14



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 0711772015

FORM APPROVED
CENTER R MEDICARE & MEDICAID SERVICES OMB NO. 0828-0381
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUFPLIERIGLIA (X2} MULTIPLE CONSTRUCTION X3} DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: A SULDING COMPLETED
Lk B wana 07/02/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
] 508 WILLIAM THOMASON BYWAY
GRAYSON MANGOR NURSING HOME LEITCHFIELD, KY 42754
24 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORREGTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE pata
DEFICIENGY}
F 278 | Continuad From page 3 F 278
The Quality Assurance
[nterview with tha MDS staff, on 01/01/15 at 3.25 di . I ted A
PM, revealed the MDS for Residents #1, #2 and Coordinator implemeated a Q
#5 were coded inaccurately in regards to the andit on proper documentation
nesds of the residents related to eating. She ’ .
stated the inaccurate information came from the of ADL’s to include but n.Ot
klosk data entered by the CNAs. limited to eating on the kiosk.
Intarview with the Director of Nursing (DON), on This audit started the week of 0‘5
07/01/15 at 9:40 AM, ravealed the coding was July 20, 2015 and will be done 1 1% ¢
inaccurate. She stated she expacted the coding RAIL
to be accurate and will cantinue lo educate and weekly for 4 weeks by the
monitor staff performenca. nurses then monthly for 3
F 282 [ 483.20(k)3)(i) SERVICES BY QUALIFIED F 282 n every three months
ss=0 | PERSONS/PER CARE PLAN months the . ry . e o
(quarterly) maintaining 100 %
The services provided or arranged by the facility compliance. This will be part of
rmust be provided by qualified persons in .
accordancs with each resident's written plan of the facility's QA program.
cars.
This REQUIREMENT s not mat as evidenced F282
by.
Based on obsarvetion, interview, recard review RN #1 immediately assessed
and raviaw of the facility policy and procedure, it .
was determined the facility failed to provide Resident .#l and put cal:e planed
services in accordance with each rasident's alarm(s) in place. Certified
written plan of care for one (1) of fifteen (1) H
sampled residents (Resident #1). Rasidsnt #1 N“rse. Aide #4 was given a verbal
was care planned lo have a clip alarm; however, warning by RN #1 regarding
observation revealed Residant #1 was in his/her . ’ : not bein
wheelchair with no clip alarm in place. re”den' #1’s d‘lp alarm not b . g
in place on resident’s wheelchair
The findings include: on 6/30/15 and was followed up
Intarview, on 07/16/15 at 2:00 PM with the
Director of Nursing {DON), ravealed the facility
FORM CMS-2567(02-09) Prawous Verslons Obsolals Event ID.FRIYTY Faalty 1D; 100150 feontnuation sheet Page 4 of 14
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did not have a specific policy on following a care
plan but followad tha Cantar for Medicare and
Medicaid Service's Rasident Assessment
instrument Manual, Version 3.0 as there guide.

Record review revealed the facility admitied
Resident #1 on 11/8/08 with diagnoses which
included Weakneas, Hypertension, Alzheimer's,
Depression, Anxiety and Bipolar/Schizophrenla.

Review of the Annual Minimum Data Sat (MDS),
dated 05/21/15, revealad the facility assessed
Rasidant #1's cognition as moderately impaired
with a BIMS score of tweive (12) which indicated
the resident wes interviewabla. Further raview
revealed the facility sssessed tha resident as
requining the total assistance of two (2) staff with
transfars using a mechanical [ift.

Raview of Residant #1's Comprehensive Care
Plan, dated 05/20/15, reveaied to apply a a clip
alarm to bed and wheelchair dus to resident
being a high falls risk.

Observation of the Residant #1 during tour, on
06/30/15 at 2:20 PM, revealed he/she did not
have a clip alarm in place.

Review of Event Report, dated 08/30/15, revealed
on 08/30/15 at 8:30 PM, Resident #1 sustained a
fall from the whaelchair and mechanical lift sting
resulting in an abrasion to their back with
reddened aereas to hoth sides of the buttocks,

Interview on 07/01/15 at 2:11 PM, with Certified
Nurse Aida (CNA) #4 ravealed the resident did
not hava a clip alarm on at the time of the fall.
She statad this was her resident and the clip
alarm should have be in place bacausa it was on

FORM APPROVED
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DEFICIENCY)
F 282 | Continued Fram page 4 F 282 with a written warning by

Nursing Personnel Director.

On July 17" 2015 all residents
who have an order for a clip/pull
alarm to their wheelchair were
assessed by Nursing
Administration while up in their
wheelchair to ensure their alarm
was secured to the resident.
There were no residents found to
not have an alarm attached to
them.

An All Staff In-service was held
on July 15™ 2015 by the In-
service coordinator who
specifically addressed Certified
Nurse Aides following the
Interdisciplinary care plan and
Kiosk profile for securing
clip/pull alarms to the residents
who have an order for them after
they are gotten up in the
wheelchair,
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F 282 | Continued From page 5 F 282 The Quality Assurance
the resident's cara plan. Coordinator implemented a QA
Interview on 07/02/15 at 9:14 AM with Registered audit on assistive devices to
Nursa {RN) #1 revealed she was callad to include but not limited to
Residant #1's room by the staff bacause the .
resident had fallen. She stated thera was no clip clip/pull alarms and sensor mats
alanm in place or sounding when she entersd the to insure proper placement. This
room. R
audit will be done by the
Interview on 07/01/15 at 2:55 PM with Staff restorative nurse. It will be done

Development revealad staff should atways follow
the care plan and a clip alarm should have been weekly for 4 weeks then monthly

in place at the time of ths fall. Sha stated not for 3 months then every three

following the care plan and not placing the clip o
:lan'n ;:1 place put the resident at risk%f a fall due months (q“anerly) maintalmng ,ﬂ} zpl5

to staff not being made aware If the residant 100 % compliance, This will be
attermnpted to get up or was sliding down in part of the facility’s QA

wheelchair.

program,
Intarview on 07/01/15 at 3:31 PM with the
Director of Nursing (DON), revealed sha
expactad a clip alarm to be in placa if the care
plan apecified a clip alarm o ba usad to ansure
the residant's safaty.
F 323 | 483.25(h) FREE OF ACCIDENT F 323
$5=0 | HAZARDS/SUPERVISION/DEVICES

The facility must ensura that tha rasidant
enviranment remains as frea of accident hazards
as I8 poseible; and each resident recaives F 323
te isi d assi davices t
::’:::r: a:::::.: Eimmk ek Resident #1 was assessed by RN
#1 for injuries. Certified Nurse

Aides #1, #2, #3 and #4 have been

| given 8 written warning by the
This REQUIREMENT is not met as evidenced . .
by: Nursing Personnel Director
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F 323 | Continued From paga 6 F323| related to clip/pull alarm not
Based on observation, intarview, racord review being in place on resi ’
and raview of the facility policy and procedure, it : g p n dent #1's
was datermined the facility failed ta ensure that wheelchair and wheels not being
each resident recaives adequata supervision and locked on the wheel chair on
assistance devices to prevent accldents for one
(1) of fiflsen (15} samplad residents (Resident 6/30/15.
#1). Resident#1 was care planned for a clip
alarm to wheelchair and bad and to usa a
mechanical (it for transfers. The facility failed On July 17, 2015 ali residents
ensura tha clip alarm was in place when Resident who have an order fora cliplpull
#1 was in tha whesichair and failed to ansurs the I .
wheslchair was lockad prior to tranafer with a alarm to their wheelchair were
mechanical ift. In addition, the facility failed to assessed by Nursing
ansura qualified staff participatad in the fransfer N s . = .
with th,q:,w,n,w ﬁz_ ; Administration while up in their

wheelchair to ensure their alarm
was secured to the resident.

A review of the facllity's policy titiad, "Machanical There were no residents care
Lifts", datad 04/08/13, ravealed a mechanical lift
should be used to transfer residants to and from Planed for an alarm that was

Tha findings include:

bed, wheeichair, shower chair, badside commode found to not bave an alarm

and toilet. The appropriate type siing should be .

s dapsinding on 1hé,type of (ranfar biig at:tached to them. Certified Nurse
performed. The policy indicated that no one Aides #1, #2, #3 and #4 have been
under the age of 18 or any one that has not been :

properly frained should oparata or assist with the eval“.nted by the DOI.V and the

use of & mechanical lift Nursing Personnel Director for

Review of the Manufacturer's Operation and properly Iocking the wheels on

Maintenance Manual for tha machanical lift the wheelchair prior to

revealed 8 mechanical lift is approved with the transferring a resident v er
propar usa of thair sling for the comfen and . g ‘ 12 Hoy .
safety of tha individual being lifted, All danger, Lift. Any of the above staff that is
waming and cautions must ba fallowed for sa_fe on Family Medical Leave Act or
use of this type lit. YWhen using a full body sling .

the resident must be positioned correctly in the Personal Leave of Absence will

sling before attempting to transfer resident and
the wheelchair brakes should ba engaged.
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Review of the "United States Department of
Labor, Wage and Hour Division®, dated 0272013,
ravealed the use of power-holsting apparatus are
partlcularly hazardous for minars betwean sixteen
{18) and eighteen {18) which includes machanical
Iift devices.

Record raviaw revealed the facility admitied
Rasidant #1 on 11/8/08 with diagnosas which
included Weaknass, Hypartansion, Alzheimer's,
Depression, Anxiety and Bipolar/Schizophrenia.
Review of tha Annual Minimum Data Set {MDS),
dated 05/21/15, revaaled tha facility assessed
Residant #1's cognition as moderately impaired
with 8 BIMS scora of twalva (12) which indicated
the rasident was Intarviewabis. Further raview
revesled the facility assessed the rasident as
raquiring the total aasistanca of two (2) staff with
transfers using a mechanical lift

Review of Resident #1's Comprehansiva Care
Plan, dated 05/20/15, revealed to apply a clip
alarm to bed and whesichair due to resident
being a high fails risk. Additionally, a full body
sling mechanical lift was to be used for
transferring with two (2) person aasist.

Cbservetion, on 08/30/15 at 1:02 PM, revealed
Resident #1 was in the wheelchair with a lift sling
under them and the clip alarm was not in place at
that time.

On 070115 at 8,05 AM, during tour of the
resident cara area, tha Minimal Data Set (MDS)
Coordinator stated that Resident #1 had
sustained a fall from the wheelchalr on the night
of 0613015,

has been done. Certified Nurse
Aide #5 per Facility Policy will
not be allowed to use Hoyer Lift
until he turns 18 years old and
completes the training required
and passes competency.

On July 2, 2015 an In-service was
held for All Nursing Staff by the
In-service coordinator related to
safety rules for mechanical lifts,
locking the wheelchairs during
ransfers, alarms being attached
hen a resident is gotten up and
ppropriate age for use of
echanical lifts, Also part of the
n-service included educating
ertified Nurse Aides to always
et the Nurse if unsure of the
afety of any transfer, All
ertified Nurse Aides were given
test involving the safety rules of
sing mechanical lifts and were
uired to make 100 %.
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Review of the Event Report, dated D8/30/15,
ravaaled the residant slid out of the chair while
attampting to mova with the mechanical lit. She
was fourd on the floor by RN #1 complaining of
back pain and was notad to have a small scratch
to the right lowar back and two (2) reddened
areas ta lower back.

Interviaw, on 07/0115 at 2:24 PM, with CNA #5,
ravealed he had walked by Resident #1's room
on 6/30/15 and notad the resident was aliding out
of the wheelchair. He stated he called for
sssistance because ha was on "Fall's Rigk™ duty
and when ha reantared the room the resident was
in tha sling with staff attempting to transfer the
resident back to bed. He said he lifted the
raaident'’s legs then the resident siid from the
sling onto tha whaalichair legs and onto tha floor
striking his/her back on the leg rest. He stated
the nurse came in and the staff aesisted the
rasident back into bed then she compiatad a
head to tos assessmant. Hae stated that he was
under 18 and was not allowad to use a
mechanical lift par facllity policy.

Interview on 07/01/15 at 2:11 PM with Certified
Nuree Aide (CNA) #4 revaalad on 08/30/15 she
wan assigned to Resident #1 who had been
sitting in his/her wheelchair with a lift gling undar
him/er. She stated she was summonad
because the resident had slid down in the sling
and wheeichair. She confirmed that her and
three (3} other staff attemptad to lift tha residant
from the chair using the mechanical lift when the
resident slid out of the sling onto the floor. Sha
concluded that the brakes of the wheelchair were

Coordinator implemented a2 QA
audit on mechanical lifts and safe
practices when using the lift to
include but not limited to locking
the chair. This audit will start
for the week of July 20, 2015 and
be completed by the Director of
Nursing, This audit will be done
weekly for 4 weeks, then monthly
for 3 months, then once every
three months (quarterly)
maintaining 100 % compliance.
This will be part of the facility’s
QA program. The Quality
Assurance Coordinator
implemented a QA audit on
assistive devices to include but

not limited to clip/pull alarms to
insure proper placement. This
udit will start for the week of
uly 20, 2015 and be completed
y the restorative nurse. It will
¢ done weekly for 4 weeks, then
onthly for 3 months, then every

o D SUMMARY STATEMENT GF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION P
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLAL PREFIX {EACH CORRECTIVE ACTION SHOULD BE coupLETCN
el REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Dare
DEFICENCY)
F 323 | Continued From page 8 F 323| The Quality Assurance

not locked and the wheelchair had also slid out ree months (Quarterly)
from under the residant. She stated that no one
under 18 years old wera allowed to operate or
FORM CMS-2587(02-29) Praveous Varsions Obsoiste Evant ID° FXIY11 Facity 1D 100150 If continuation shaet Page 9ol 14
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assist with the sling. his will be part of the facility’s
Intarview on 07/01715 at 1:42 PM, with Centified A program,

Nursing Assistant (CNA) #2, revealed on the
evening of 06/30/15, she was called to Residernt
#1's room to assist with lifting the resident back
into the wheelchair because the msident had slid
down in the lilt aling that was under him/her. She
said threa (3) othar CNA's came in to assist with
the repositioning. She raveaied they were going
to use the mechanical lift to transfar the resiklant
but whan they were attempting to star the lift i
process, ona (1) CNA lifted the resident's lags
and the resident slid out of the sling on to the
floor and was partially on the whaelchair lags.

Interview on 07/01/16 at 1:50 PM with CNA #3
ravealed on 06/30/15 she was called to assist
with a transfer of Rasidant #1 using a mechanical
lit. She stated that tha residant had partially slid
out of tha lift while sitting in the whesa!chair. She
stated that In the attempt 1o transfer him/Mer the
rasxient slid from the machanical lift gling onto
tha Noor and wheelchalr lags. She stated that it :
took five (5) ataff to manuaily lift the resident back |
in to the bed.

Interview on 07/01/15 at 2:19 PM, with Caertifled
Nursing Assistant (CNA} #1, revealad she went
Into Residant #1's room and saw ha/she had slid
from the wheelchair on to the ficor and othaer
CNAs wera in the room. Sha stated sha went o
get Registarad Nurse (RN) #1 to come evaluate 1
the resident. Sha stated the rasidant had a red
spot on his/her back and latar that night sha
noted a acratch to the resident's back and alerted
the nurse on duty

Intarview, on 07/02/15 at 8:14 AM, with RN #1,
FORM CMS-2567(07-99) Previous Versions Obscleta Evant iD. FR1Y11 Faciay 0. 100150 1f contnuaton sheet Page 10of 14
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revealed she was called to Residant #1's room by
the staff on 08/30/15 and found that ha/she had
slid from the wheelchair anto the ficor. She stated
on arrival she found the residant sitting with half
of their hips on the floor and half on the
whealchair lags, and, he/she was complaining of
back pain. She stated the staff had changed their
story saveral times but stated the rasident slid
out of the sling while attampting to transfer the
residenl. She stated the staff raporiad the
resident was hooked to the lift when he/she slid
out to the floor. RN#1 completed an assessment
and noted Resident #1 1o have a scratch to the
lower back and two {2) red areas to both hips.
Sha stated sha verbally questioned the resident
which only complained of pain to their back. She
ravealed when she arrived the sling was still
hookad to tha lift. She said she was never told
the wheelchair had slid from under the residant
because the breaks wera not lockad. She stated
the staff had to manuatly lift the resident because
the lift would not lower enough to hook the
rasident back to it. She ciaimed it tock aix (8)
otaff to pick the resident up from the Roor and
place him/her back in bed. She stated the
husband was notified and the nurse faxed a note
to the Physician of tha incidant. She confirmad
that once the residant waa pleced in bed she
completad a head to 108 assessment and noted
the same findings. She stated the staff told her
they did not know how to mova this resident
because of the way halshe was originally
positioned in the sling. She educated the CNAs
that if avar in doubt to get the nurse before
moving the resident.

Interview, on 07/01/15 at 2:55 PM with Staff
Davelopmant Nurse, revealed all naw hirea CNAs
ars trained during orientation on all mechanical

FORM CMS-2587(02-99) Previous Versions Obsolely Evart ID;FRIY Y

Facdity 1D- 100180 I contnuation sheet Page 11 0f 14



PRINTED: 07/17/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES _ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
1038477 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, P CODE
GRAYSON MANOR NURSING HOME S05 WILLIAM v
LEITCHFIELD, KY 42754
(#4312 SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION I o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOLLD AE | COMMETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRQA5-REFERENCED TO THE APPROPRIATE : DATE
DEFICIENGY}
F 323 | Continued From page 11 F323

lifts and annually which includes a competency lift
check-off. Sha stated the staff are required to
watch a video and then do a hands-on
perfarmance including being lifled themsalves.
Sha ravealed there should always be two (2)
CNAs or Nursas 1o use a Mechanical Lift and no
one under the age of 18 are allowed to use or
assist during the transfer of a resident using a
mechanical lift par the United States Labor Law.
She stated the wheelchalr should atways be
locked during the use a mechanical lift transfar
per the safety training which is covered In the new
hire orientation and annual training. She
confirmed Raesidant #1 required total care for
transfers and depends on the staff to provide safe
assistance. She stated that due to the labor law
that CNA #5 shou!d have not been in the area of ’
the use of a mechanical lift. She confirmed that
all the staff that wara involved in this incident had
recaived up-to-date training on the iifts which was
verifiad by tha Competency Assassmant sheet of }
ouch emplayes. Sha stated the lack of the use of )
tha whealchair brakes placed the resident at risk.
Sha confirmed that the facility policy reflects that
anyone under 18 should not use machanical lifts.
Additionaily, she confirmed that if a resident that
is cara planned for the usa of a clip alarm, the
staff should ensure the alarm (s in place and
functional for the safety of the resident.

Intarview, on 07/02/15 at 12:10 PM, with the
Director of Nursing (DON) revealad she was not
made aware of the incident untll the next meming
when she received the incident report. She
confirmed there had been no form of aducation
on mechanical lifts sincs tha incidant on 8/30/15
to date on 07/02/15. She stated she expecied i
the staff had any doubt of how to transfer the
resident they should seek the advise of the nurse

FORM CME-236T(02-00) Pravious Versons Cosolels Event ID: FK1YH Facidtty 1D 100150 If continuation shaat Page 12 of 14
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on duty befors maving the resident. She revealed
it was policy that the wheelchair brakes must be On th s :
locked when using a mechanical fift. /112015 the Dl.etary !
F 371 | 483.35() FOOD PROCURE, F a71|Supervisor immediately
SSeE STORE/PREPARE/SERVE - SANITARY counseled Cook #1 to use

‘The facility must -

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

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

This REQUIREMENT is not met as evidenced

Based on cbservation, intarview and review of
the facllity’s policy/procedure, it was determined
the facility ailed to serve food under sanitary
conditions as staff failed to use food tongs to
retrieve food, and failed to prevent contamination
of food on steam table.

Reavisw of the Cansus and Condition, dated
06/30/15, revealed there wara sixty-four (64)
residents in the building and three (3) residents
received tube feadings.

The findings Include:

Review of tha “Sanitation and Infaction Control*
policy/procedurs, dated 2003, revealed gloves
should ba worn while serving food from the steam
table. If necassary to leave the steam table,

appropriate utensils to include
tongs to serve food. On 7/3/2015
the Dietary Supervisor counseled
Cook #1 not to allow the pots to
touch the food while filling the
warmer and when gloves become
soiled remove gloves, wash and
dry hands and re-apply gloves.

During lunch on 7/3/2015 the
Dietary Supervisor monitored
Cook #1 preparing meal trays for
all residents with no incidents of
cross contamination observed.,
Also no incidents of the food pots
touching the food while filling the
iwarmers.

The dietary staff has been in-
serviced by the dietary manager
on 7/3/2015 on using proper
'utensils when serving meals and
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F 371 Continued From page 13 ¢ 371 |properly filling pans on the steam
wash hands and change gloves bafore returning. table without cross-
Change gloves if they become sailed ar come . - N
into contact with any object other than food you contamination. Th.e in-service
ate working with ex: cloths, pots/pans. also included the risk of cross
Observation of the tray line, on 07/01/15 at 11:45 contamination during the serving
AM, reveated Cook #1 used her gloved hand to process and how to avoid this.
obtain a serving of shredded roast beef and
placed it on a residant’s piate, then the cook .
touched her clothing, then used the same gloved The Quality Assurance
hand lo obtain anothar serving of shredded roast B nted an
beef without changing her gloves. In addition, Coordinator i-mp!eme .
Cook #1 placed a pot of elewad potatoes directly audit on monitoring dietary staff
onto the shredded roast beef, while attempting 1o as they served food to observe for
pour stawad potatoes inlo the warmer, . .
incidence of cross contamination.
Interview with Coak #1 on 07/02/15 a1 10:15 AM, The audit also included
revealed she should have used tongs to obtain .
the shredded roast beaf, and changad her gloves observation of the steam table
after touching her clothing. She stated the pot of pans being refilled without cross-
stawed potatoes should not have been placed . . h it will
diractly on the shredded roast baef, the cantainer contamination. The audit wi
should have been placed in the sarving line. begin for the week of July 20,
Interview with th Distary Manager, an 07/02/15 2015, and be completed by the
at 10:30 AM, revealed she would have expected Quality Assurance Coordinator
Cook #1 to use tongs to serve the shredded roast . P
beef instead of using gloves, but if she did use and will be done weekly times 4'
gloves she would have expacted the gloves 10 be then monthly for 3 months, then
changed after touching her clothing. She staled
the container of stawed potatoes should have cvery three months (q“art‘eﬂy}
been placad on the serving line and not directly maintaining 100 % compliance.
on the shredded roast beaf, this would ba . P
considered ¢roes contamination. This audit w1|l_ l.)e conduct'ed as . 10,5
part of the facility’s Quality A4\
Assurance Program.
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K 000 | INITIAL COMMENTS K000 PLAN OF CORRECTION
GRAYSON MANOR NURSING
CFR: 42 CFR 483.70{a) HOME SURVEY
BUILDING: 01 COMPLETION DATE OF July

1,2015
PLAN APPROVAL: 1964, 1976, & 2010.

SURVEY UNDER: 2000 Existing.

FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Type Il i
(211).

SMOKE COMPARTMENTS: Eight (8) smoke
compartments,

FIRE ALARM: Complata fire alarm system
installed in 1964 with twalve {12) smoke datactors
and sixtean (16) heat detactors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system installed in 1964 and upgraded
in 2012,

GENERATOR: Type Il genarator installed in
2010. Fuel source is Diesel.

A Recertification Life Safaty Code Survey was 1
conductad on 07/01/15, The facility was found not 1
to be in compliance with the requirements for
participation in Medicare and Medicald. The
facility is certified for seventy-two (72) beds with a
census of sixty-four (64) on the day of the survey.

I The findings that follow demanstrate
noncompliance with Title 42, Code of Fadaral
Regulations, 483.70(a) et seq. (Life Safety from

NTAl SIGNATURE {4Jp DATE

TLE i .
s Ma_ﬁ##” ﬁjﬂ//’/] Fetbr  F/fo1/e0 8

Any deficiency siatement ending with an asterisk {*) denctes'a daﬁ:ﬁnw which tha institution may be sxcusad from corecting providing it Is datsmmined thay  # £
cther safeguards provide sufficient protection o the patients . (Sea instruttions.} Except for Nursing homan, the findings stated above am disciosable 90 days

Tolicwing the date of survey whather or not a plan of cosection is provided. For nursing homes, the above findings and plans of carmection are disclosable 14

days following the date thase documents are made avaitable to the facility. i daficiencies ar cited, an approved plan of comection is requisite to continued

program participshon.
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K 000 | Continued Frem page 1 K 000
Fira). 5
Deficiancies wers cited with the highest
deficiency identified at "F" leval.
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
55=0
Doors protecting comidor openings in other than
required enclosures of vertical openings, exits, or K-018
hazardous areas are substantlal deors, such as
those constructed of 1% Inch solid-bonded core
wood, or capabls of realsting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passaga of smoke. There is .
no impadiment ta tha clesing of the doors. Doors UL Tested and Classified for Flre
ara provided with a maans sultabla for kesping . and Smoke Doors Self Adhesive
the door closed. Dutch doors mesting 18.3.6.3.6 . Silicone Seal manufactured by
e penmitteg ;19383 National Guard Products Inc was
Raller latches are prohibited by CMS regulations used to seal the gap in room 41
in all health cara facilitias door on 7/14/15.
]
Ed Cubbage Maintenance
| Supervisor and Allen Chambers
. Maintenance Assistant checked
i all doors in the facility on 7/3/15
" to make sure there were no
further deficient practices that
lead to gaps in the doors and
This STANDARD is not met as evidanced by: & l; d
Based on cbservation and interview, it was none was tound.
| determined the facility falled to ensure doors to
' resld:dnt rooms ::uiid Iah;hﬁpmgew; Joey Vance NHA in-serviced the
accordance with Nationat Fire Protaction s
Association (NFPA) standards. The daficlancy | Mamtenance.l)epartment i)
had the potential to affect one (1) of sight (8) 7/6/15 of the importance of
smoke compartments, two (2) residents, staff and '
FONM CMS-255702-99) Preveous Versiors Cosolste Evant ID:-FK1YTY Faclty ID: 100150 Il confinuation sheet Page 2 of 18
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K018 | Continued From page 2 Kot1a| checking the doors routinely to
visitors. The facility has the capacity for insure there was no gaps in the

seventy-two {72) beds and at the time of the
, Burvey, the cansus was sixty-four (84).

|
! The findings include:

Observation, on 07/01/15 at 3:32 PM, with the
Maintenance Supervisor revealed the corridor
door to room #41 had a gap at the top of the door
that was greater than one half {1/2) inch and
would not resist the passage of smoke.

Interview, on 07/01/15 at 3.33 PM, with tha
Maintananca Suparvisor revealed he was
unaware tha door would not resist the passage of
smoke

The census of sixty-four (64) was verified by the
Administrator on 07/01/15. The findings were
acknowladged by the Administrator and verified
by tha Maintenance Supervisor at the exit
interview on 07/01/15.

Actual NFPA Standard:

Referance: NFPA 101 (2000 edition) 19.3.8 3.1°
Doors protecting corridor openings in
other than required enclosures of vertical
openings, exits, or hazardous areas shall be
subatantial doors, such as those constructed of
13/4-In. (4.4-om) thick, sclid-bonded core wood
ar of construction that resists fire for not less than
20 minutes and shall bs constructed to resist the
passage of smoke. Compiiance with NFPA 80,
Standard for Fire Doors and Fira Windows, shall
not be required. Clearance batwean the bottom
of the door and the floor cavering not exceeding
1in. (2.5 ¢m) shall be parmitted for corridor
daors.

closures.

On 7/3/15 the Quality Assurance
Coordinator implemented an _
audit that will check the doors to |
make sure that there are no gaps
in the doors when closed. This
audit will be done by the
Maintenance Department and
will be part of the facility's
Quality Assurance program. This
. audit will be done weekly as part
of the weeldy door audit.

'Iﬁf/.éus
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K018

K025
§5=E

Continued From page 3
Exception No. 1: Doors to toilet rooms,
bathrooms, showar rooms, sink closets, and
similar
auxlliary spaces that do not contain flammable or
combustible materials,
Exception No. 2: In smoke compartments
pratected throughout by an approved, supervisad
automatic sprinkler system in accordance with
18.3.5.2, the door construction requiraments of
19.3.6.3.1 shall not be mandatory, but the doors
shall be construcled to rasist the passage of
smoke.

19.3.6.3.2" Doors shall ba provided with a means
sultable for keeping the door closed that is
accaptable to the authotity having jurisdiction,
The devica used shall be capable of keeping

the door fully closed if a forea of 5 Ibf (22 N) is
applied at the latch edge of tha door. Roller
latches shall be prohibited on corridor doors in
buildings not fully protected by an approved
automatic sprinkler systam in accordanca with
NFPA standards.

Refarenca: CMS: S&C-07-18
NFPA 101 LIFE SAFETY CODE STANDARD

Smake barriars are constructed lo provide at
legst a one half hour fira resistance rating in
accordance with 8.3. Smoke barriars may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panals and steel frames. A minimum of two
separate compartments are provided an sach
fioor. Dampers are not required in duct
penetrations of smoke barriars in fully ducted
heating, vantilating, and air conditioning systems.
18.3.7.3, 18.3.7.5, 19,1.6.3, 16.1.6.4

K018

K025

K-025

Fire Stop Wolf Wool was ordered
from Future Designs on 7/3/15
and will be used to fix the areas
of penetration between the smoke
walls and roof ridge cap.

Ed Cubbage the Maintenance
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This STANDARD Is not mat as evidenced by:

Based on obsarvation and Interview, it was
datermined the facility failed to maintain smoke
barriars that would resist tha passage of smoke
between smoke compartments in accordance
with National Fire Protection Association (NFPA)
standards. The deficient practice has the potential
to affect five (5) of eight (B) smoke
compartmanis, saventy-two (72) residents, staff
and visitors. The facility has the capacity for
seventy-two (72} bads and at tha tima of the
survay, the census was sixty-four (64).

i The findinga include:

| Obsarvation, on 07/01/15 at 1:20 PM, with the

| Maintenance Supervisor revealed an unsesled

| penetration in each smoke barrier extending
sbove the ceiling located in the attic. The
panetration was due to a continuous ridge vent
that was racantly installed with the new roof,

Interview, on 07/01/15 at 1:21 PM, with the
Maintenance Supervisor revealed he was not
aware the smoke barrier would not resist the
passage of smoke due to the new ridge vent.

Tha cansus of sixty-four (64) was verified by the
Administrator on 07/01/15. Tha findings were
acknowledged by tha Administrator and verified
by the Maintenance Supervisor at the exit

j interview on 07/01/15.

| Actual NFPA Standard:

i

attic areas on 7/10/2015 for
deficient practice of penetration
and no forther instances was
found.

The Maintenance Department

Vance NHA regarding
penetration in the attic area and
the importance of checking
periodically for areas of
penetration.

Oa 7/3/2015 the Quality
Assurance Coordinator
implemented an audit checking
for penetration of the attic to be
done every quarter by the
maintenance supervisor and his
assistant, This will be part of the
facility Quality Assurance
program.

was in-serviced on 7/2/15 by Joey
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Reference: NFPA 101 (2000 Edition).198.3.7.3
Any required smoke barrier shall be constructed
in accordance with Saction 8.3 and shall have a
fire resistance rating of not less than 172 hour.
Excaption No. 1: Where an atrium is used,
smoke barriers shall be permitted to terminate at
an atrium wall constructad in accordance with
Exception No. 2 10 8.2.5.6(1). Not less than two
separate smoke compartments shall ba providad
on each floor.

Excaption No. 2*; Dampars shall not be required
in duct penetrations of smoke bariers in fully
ductad heating, vantilating, and air conditioning
systems where an approved, supervised
automatic sprinkier system In accordance with
18.3.5.3 has been provided for smoks
compartments adjacent to tha smoke barrier.

Refarance: NFPA 101 (2000 Edition) 8.3.6.1
Pipes, conduits, bus ducts, cablas, wiras, air
ducts, pneumatic tubes and ducts, and similar
building service equipment that pass through
floors and amoke barriers shall be pratected as
{foliows:

(a) The space between the panatrating item and
the smoke barriar shall

1. Be filled with a matsrial capable of maintaining
the smoke resistanca of the smoke barrier, or

2, Be protected by an approved device designed
for tha spacific purpose.

{b) Where the panatrating item usea a sleavs to
penetrate the smoke barrier, the slsevs shall be
solidly set in tha smoke barrier, and the space
betwsean the item and the sleeva shall

1. Be filled with a material capable of maintaining
tha smoke resistanca of tha smokae barrier, or

2. Ba protacied by an appraved davice designed
for the specific purpcse.
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{c) Whera designs take transmission of vibration
into considaration, any vibration isclation shall
1. Ba made on either side of tha smoke barrier, or
2. Ba made by an approved devica designad for
the spacific purpose.
K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K 028
SSe=D
One hour fire ratad construction {with % hour i K-029
fire-rated doors) or an approvad automatic fira i -
extinguishing eystem in accordance with 8.4.1
and/or 19 3.5.4 protects hazardous areas. Whan |
the approved automatic fire extingulshing system ] Ed Cubbage and Allen Chambers
option is used, the areas are separatad from
other spaces by asmckae resisting partitions and of the Maintenance Department
doors. Doors are self-closing and non-rated or installed a door closure on the
fisld-appliad protective plates that do not excaed Director Of Nursing's office door
ezt el L on 7/6/15 due to computers be
pemmitied.  16.3.2.1 N N
stored in there in boxes.

Ed Cubbage checked all other
areas within the facility on 7/3/15 |
This STANDARD is not met as evidenced by: to make sure there was no other
Based on observation and intarview, it was area that stored combastible

determined tha facility failed to meet the . "
requirements for Protection of Hazards, in materials and was in need of a

accordance with the National Fira Protection closure. No other areas were
Association {NFPA) standards. The deficiency found.

had the potential to affect one (1) of eight {8)
smoke compartments, residents, staff and
visitors. The facility has the capacity for
seventy-two {72) beds and at the time of the Joey Vance NHA in-serviced the
survey, the census was sixty-four (64). Maintenance Department on the
importance of door closures

Tha findings include:; L
o being on doors where

Qbservation, on 07/01/15 at 3:50 PM, with the

FORM CM5-2587(02-99) Previous Versions Obsolels Evan! ID FH1Y2: Faclly ID: 100150 if continuation sheet Pags 7 of 18
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Maintsnance Suparvisor revealed hazardous
amounts of combustible boxes with paper stored
in the Director of Nursing Office. The door was
not equipped with a self-closing davice.

Interview, on 07/01/15 at 3:51 PM, with the
Maintenance Suparvisor revaaled he was not
aware the boxes ware baing stored in the offica.

The cansus of sixty-four (84) wes verifiad by the
Administrator on 07/01/15. The findings ware
acknowladged by tha Administrator and verified
by the Maintenance Supervisor at the exit
intarview on 07/01/15.

Actual NFPA Standard:

Refarence: NFPA 101 {2000 Edition) 18.3.2
Protection from Hazards.

Reference: NFPA 101 (2000 Edition) 8.3.2.1
Hazardous Areas. Any hazardous areas

shall ba safeguarded by a fire barriar having a
1-hour fire resistance raling or shal be provided
with an automatic extinguishing system in
accardance with 8.4.1. The automatic
axtinguishing shall be permitied to ba In
accordance with 18.3.5.4. Whare the sprinkier
option is used, the arsas shall be separated
from cther spaces by smoke-resisting partitions
and doors. The doors shall be self-ciosing or
automatic-closing. Hazardous areas shall
include, but shall not be restricted to, the
following:

{1) Boiler and fuel-fired heater rooms

{2) Centralbulk laundries larger than 100 ft2
{9.3m2)

{3) Paint shops

{4) Repair shops
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K 029 | Continued From page 7 K 028 combustible materials were

stored. The inservice was held on
7/6/15.

On 7/3/15 the Quality Assurance
Coordinator implemented an
audit that will check the doors to
make sure that closures were on
all doors where combustible
materials were stored. This audit
will be done by the Maintenance
Department and will be part of
the facility's Quality Assurance
program. This audit will be done
weekly as part of the weekly door
audit.

i /ZF/ZOIS
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K028

Continued From page 8

(5) Solled linan rooms

(6) Trash collaction rooms

(7) Rooms or spacas larger than 50 fi2 (4.6 m2),
including repair shops, usad for storage of
combustible supplies

and equipment in quantities deemed hazardous
by the authority having jurisdiction

(8) Laboratories ampleying flammable or
combustible matarials in quantities less than
thosa that would be consldered a savera hazard.
Excaption: Doors in ratad enclosures shall be
permitted to have nonratad, factory or
fisld-applied

prolective platas extending not more than

48 in. {122 cm) above the bottom of the door.

Referance; NFPA 101 (2000 Edition) 7.2.1.8
Salf-Closing Devices.

Referance: NFPA 101 (2000 Edition) 7.2.1 8.1* A
door normally required o be kept closed shall
not be secured in the open position at any tima
and shail be

self-closing or automatic-closing in accordance
with 7.2.1.8.2,

Reference: NFPA 101 {2000 Edition) 7.2.1.8.2 In
any building of low or ordinary hazard contants,
as defined in 8.2.2.2 and 6.2.2.3, or whare
approved by the suthority having jurisdiction,
doors shall be permitted to be automatic-cloging,
provided that the following critaria are met:

(1) Upon ralease of the hold-open mechanism,
the door bacomes sel-closing.

{2) The release device is designed so that the
door instantly releases manually and upon

K 028
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Required automatic sprinkler systams ara
continuously maintained in raliable operating
condition and are inspactad and tested
periodically. 19.7.6, 4.8.12, NFPA 13, NFPA 25,
975

This STANDARD |s not met as evidenced by:

Based on sprinkler testing record review and
interview, it was determined the facility failed to
maintain the sprinkler system in accordance with
Nationat Fire Protection Asscciation {NFPA)
standards. The deficiency had the potential ta
affect aight (8) of eight (8) smoke compariments,
residents, staff and vislors. Tha facility has the
capacity for seventy-two (72) beds and at the time
of the survey, the census was sixty-four (64),

The findings include:

1. Sprinkler testing record reviaw, on 07/01/15 at

7/1/15 Ed Cubbage Maintenance
Supervisor called Midwest to get
a quote for an internal sprinkler
pipe inspection and replacement
of the gauges on the sprinkler
riser. The bid was received on
7/01/15 and accepted 7/2/15.

Ed Cubbage Maintenance
Supervisor reviewed all other
inspections mandated by Life
Safety requirements on 7/6/15 to
make sure all schedule
requirements had been done. All
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reloass bacomes self-closing, or the door can be
readily closed,
{3} The automatic releasing mechanism or
medium is activaled by the operation of approvad
smoke detactors installed In accordance with the
requirements for smoke datectors for door
releasa servica in NFPA 72, National Fire Alarm
Code®.
{4} Upon loss of power to the hold-open device,
the hold-opan mechanism is raleased and the
door bacomes self-closing.
{5) The reiease by means of smoka dstaction of
one doer in a stair enclosure resulis in closing all
doors sarving that stair,
K 082 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
88eF K-062
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K 082 | Continued From page 10 K 082|athers were up to date.
1:27 PM, with the Maintanance Supervisor
revealed the facilly failad to provide Joey Vance the Administrator in-

documentation that the intemal pipe inspaction
for the sprinkler systam had bean performed
within tha last five (5) years, The last documented
inspection was performed an 01/2010,

Interview, on 07/01/15 at 1:28 PM, with tha
Maintenance Supervisor ravealed the facility
rolied on the Sprinklar Testing Contractor to
ensura the system was inspacted proparty as
requirad.

2. Sprinkier testing record review, on 07/01115 at
2:16 PM, with the Maintenance Supervisor
rsvealed tha facility failed to provide
documantation that the gauges on tha sprinklar
risar had been calibrated or replaced within the
iast five (5) years. The yaar on the gauges was
2008,

Interview, on 07/01/15 at 2:17 PM, with tha
Maintenance Supervisor revealed the facility
relied on tha Sprinklar Testing Contractor to
ensure the system was inspectad proparly as
raquired.

The census of sixty-four (64) was verified by the
Administrator on 07/01/15. The findings ware
acknowladged by the Administrator and verified
by the Malnienance Supervisor at the exit
interview on 07/01/15.

Actual NFPA Standerd:
Referenca: NFPA 25 (1998 Edition). 2-1 General.

This chapter provides the minimum requiraments
for the routine inspaction, testing, and

serviced all members of the
Maintenance Department on
guidelines for sprinkler
inspections on 7/6/15. No others
were found to be deficient.

On 7/3/15 the Quality Assurance
Coordinator implemented an
audit on the sprinkler inspections
to insure that they were done
within a timely basis and that
gauges on the sprinkler riser
were recalibrated or replaced.
This will be part of the facility
Quality Assurance program. The
audit will be done by the
Magintenance Department.

'7/28/4015
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K 082 | Continued From page 11

maintenance of

sprinkler systams. Table 2-1 shali be used to
detarmine the

minimum required frequancias for inspection,
tasting, and

maintenance.

Excaption: Valves and fire department
connactions shall be inspacted,

tested, and maintained in accordance with
Chapter 9

Tabte 2-1 Summary of Sprinkler System
Inspection, Tasting, and Maintananca

Item Activity Frequency Referance

Gauges (dry, preaction deluga systems)
Inspection Waaekly/monthly 2-2.4.2

Control valves Inspaction Weakly/monthly Table
8-1

Alarm devices Inspaction Quarerly 2-2.8
Gauges (wel pips systems) Inspaction Manthly
2-24.1

Hydraulic nameplats Inspection Quarterly 2-2.7
Buildings Inspection Annually (prior to freezing
weather)

2-25

Hanger/saismic bracing Inspection Annually 2-2.3
Plpe and fittings Inspaction Annually 2-2.2
Sprinklers Inspection Annually 2-2.1.1

Spara sprinkiers Inspaction Annually 2-2.1.3

Fira depariment connections Inspection Table 9-1
Valves (all types} Inspection Tabla 8+1

Alarm devices Test Quarterly 2-3.3

Main drain Test Annually Table §-1

Antifreeze sclution Test Annually 2-3.4

Gauges Test 5 years 2-3.2

Sprinklers - extra-high temp. Test 5 years 2-3.1.1

K 082

Excaption No. 3
Sprinklars - fast response Test At 20 years and
evary 10 years
FORM CMS-2557(02-%9) Prewvwous Veruons Qtsow's Event ID FRIY21 Faality 10: 100150 f continuation shaset Page 12 of 18
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thereafter

2-3.1.1 Excaption No. 2

Sprinkiars Test At 50 years and every 10 years
thereafier

2-311

Valvas (all typas) Maintenance Annually or as
neaded Table -1

Obstruction investigation Maintanance 5 years or
as needad Chapter 10

Table 8-1 Summary of Valves, Valve
Components, and Trim Inspection, Tasting, and
Maintenance

Componant Activity Frequency Referanca
Control Valvas

Sealad Inspection Weekly 8-3.3 1

Locked Inspsction Monthly 8-3.3.1 Exception No.
1

Tamper switches Inspaction Monthly $-3.3.1
Exception No. 1

Alam Valves

Exterior Inspaction Monthly 9-4.1.1

Intertor Inspaction 5 years 8-4.1.2

Strainers, filters, orifices Inspection 5 years
9-4,1,2

Chack Valves

Interior Inspection 5 yaars 9-4.2.1
Preaction/Deluge Valves

Enclosure (during cold weather) Inspaction
Daily/weakly 9-4.3.1

Exterior Inspection Monthly 9-4.3.1.2

Interior Inspaction Annually/s years 9-4.3.1.3
Strainers, fiters, orfices Inspection 5 years
84314

Dry Pipa Valves/Quick-Cpening

Davices

Enclosure (during cold weather) Inspaction
Daily/weeldy 5-4.4.1.1

| Exterior Inspection Monthly $-4.4.1.3
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DERCIERCY} '
t
K 062 | Continued From page 13 K 082

Interior inspection Annually 9-4.4.1.4
Strainers, fitars, orifices Inspection 5 years
94415
Preasure Reducing and Relief Valves
Sprinkler systems Inspaction Quartarly 9-5.1.1
Hose connections Inapection Quarterty 9-5.2.1
Hose racks Inspection Quarterly 8-5.3.1
Fite pumpsa
Casing relief valves Inspection Weekly 9-5.5.1,
85511
Pressure raliaf valves Inspaction Weekly 9-5.5.2,
8-5.5.2.1
Backfiow Pravention Assemblies
Reducad prassure Inspection Weekly/monthly
8-6.1
Reduced pressure destectors Inspaction
Woeekly/monthly 9-6.1
Fire Daepartment Connactions Inspaction
Querterly 8-7.1
Main Drains Tast Annually $-2.8, 9-3.4.2
| Waterflow Alarms Tesl Quarterly 9-2.7

Control Valvas
| Position Test Annually 8-3.4.1
Operation Test Annually 9-3.4.1
Suparvisary Test Semiannually 9-3.4.3
Preaction/Deluge Valves
Priming water Test Quarterly 9-4.3.2.1
Low air pressure alarms Test Quarerly 8-4.3.2.10
Full fiow Test Annually 5-4.3.2.2
Dry Pipe Valves/Quick-Opaning
Devices
Priming water Test Quarterly 9-4.4.2.1
Low air pressure alarm Test Quarterly 8-4.4 2.6
Quick-opening devices Test Quarterly 8-4.4.2.4
Trip test Test Annually 8-4.4.2,2
| Full fiow trip test Test 3 years 6-4.4.2.2.1
Presaurs Reducing and Relief Valves
Sprinkler systems Test 5 years §-5,1.2
{ Circulation refief Test Annually 8-5.5.1.2
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RSING HOME 508 v
R LEITCHFIELD, KKY 42754
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I
K 082 | Continued From page 14 K 062
Prassure relief vaives Test Annually 8-5.5.2.2
Hose connections Test 5 years 8-5.2.2
Hose racks Test 5 years 9-5.3.2
Backflow Pravaention Assamblies Test Annually
8-6.2 !
Control Valves Maintenance Annually 9-3.5
Praaction/Deluge Valves Maintananca Annually
8-43.3.2
Dry Pipe Valves/Quick-Opening
Davicas
Maintenance Annually 9-4.4.3.2 K-104
K 104 | NFPA 101 LIFE SAFETY CODE STANDARD K 104
S8=F
Penetrations of smoke barriers by ducts ere
protectad in accordance with 8.3.8 Ed Cubbage Maintenance
Supervisor contacted Simons
Heating and Air on 7/1/15 to
inspect and replace dampers as
g e needed. They are scheduled to
is is not met as aviden 3 Py
Basad on fire/smoke dampar testing racord complete this mspection on
review, and interview, it was determinad the 712772018,
facility falled to ansure firefsmoka dampars were
maintained in accordanca with National Fire imon ting and Air have
Protection Asscciation (NFPA) standards. The S s Hea 8

daficiant practica has the potential to affect aight
(B) of aight (8) smoka comparimants, residents,
staff and visitors, The facility has the capacity for
seventy-two (72) bads and a the time of the
survey, the census was sixty-four (64).

The findings include:

Fire/smoke dampar testing recard review, on
07/01/15 at 1:42 PM, with the Maintenance
Supervisor revealed the facility did not have
documentation that fire/smoke dampars had

replaced and inspected according
to appropriate guidelines facility
wide all smoke and fire dampers.
This will be completed on
712712015,

Joey Vance the Administrator in-
serviced all members of the

FORM CMS-2587(02-00) Pravious Ver.ona Obsolete

Event ID FK1Y24
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K 104 | Continuesd From page 15 K 104|/Maintenance Department on
been testad within tha last four (4) years. guidelines for smoke damper
) inspections on 7/6/15.
Interview, on 07/01/15 at 1:43 PM, with the
Maintenance Supervisor revealed he wasa not .
aware of tha testing requiremants for the On 712/15 the Quahty Assurance
fire/smoke dampers. Further interview confirmed iCoordinator implemented an
tha facility had fire/smoke dampers, however he iaudit moke damper
was not aware of the number of fire/smoke ".m OP thets i th I: th i
dampars located throughout the facility. ““pecnons 0 insure tha ey '
were done every 4 years. This |
The census of airév;f:ur (841!;“ varified by the will be part of the facility Quality /
Administrator on 07/01/15. findings ware
acknowledged by the Administrator and verified Assurance program and willbe  7/2§/20(5
by the Maintenanca Suparvisor at the exit done by the Maintenance _
Interview on 07/01/15. Department. i
Actual NFPA Standard: Referance: NFPA 80A
{1929 adition) |
3-4.7 Maintenance. At least every 4 yeans, fusible '
links (whara .
applicable) shall ba ramoved, all dampers shall
be operated to
verify that they fully close; the latch, if provided,
shall be
| checked; and moving paris shall be lubricated as
necessary.
K 144 NFPA 101 LIFE SAFETY CODE STANDARD K 144
F |
Generators are inspeciad weekly and exercised
under load for 30 minutes per month in
accordancs with NFPAS8. 3441,
K-144
|
Ed Cubbage Maintenance
FORM CMS-258T(02-29) Previous Versons Obacieta Evant ID FK1Y21 Faciuty ID' 100150 If continuation shest Paga 16 of 18
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K 144 | Continued From page 16 K 144 | Supervisor performed a weekly

This STANDARD s not met as evidenced by.
Based on an interview and recard raview, the
facility failed to maintain the generator sat by
Nationa! Fire Protection Associatian (NFPA)
standards. The deficiency had tha potential to
affect aight () of eight (8) smoke compartments,
all residents, staff and visitors. The facility has
the capacity for saventy-two (72) beds with a
census of sixty-four (84) on the day of the survey.

Tha findings includea:

Genarator documentation raview, on 07/01/15 at
2:00 PM, with tha Maintenance Suparvisor
revealad the facility did not have weekly
documentaticn for the generator or that the
battery electrolyla lavels wara checked waskly.
The last documentad weekly check was in
0512014,

Interview, on 07/01/15 at 2:01 PM, with the
Maintenance Suparvisor revealed the weekly
genarator chacks had besn reassigned from
Maintenanca to the facility Electrician around
05/2014. Further interview ravaaled he was not
aware of the locaticn of the Electricians generator
testing recards.

The census of sixty-four (64) was verifled by tha
Administrator on 07/01/15. The findings were
acknowladged by the Administrator and verified
by the Maintenance Suparvisor at the exit
interview on 07/Q1/15.

Aciual NFPA Standard:

generator check on 7/2/15. There
were no problems noted

Ed Cubbage Maintenance
Supervisor checked to see if there
were any other audits that were
done that needed to be done by
the Maintenance Department.

Joey Vance NHA in-serviced the
Maintenance Department on
17/6/15 on the importance of

{ completing audits to include
those on the generator on a
timely basis.

The Quality Assurance
Coordinator implemented an
audit on the weekly generator
checks to include but not limited
to time to start, cool down, etc.
This audit will be done every
week and will be done by the
Maintenance Department. This
will be part of the facility's
Quality Assurance program

s
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K 144 | Continued From page 17 K 144

Reference: NFPA 110 (1998 Edition).

6-1.1*

Tha routine maintanance and operational testing
program shall be based on the manufaciurers
recommendations, Instruction manuals. and the
minimum requirements of this chapler and the
authority having jurisdiction

68-4.2*

Genarator seta in Level 1 and Level 2 service
shall be exarcisad at laast once monthly, for a
minimum of 30 minutes, using ona of tha
fallowing mathods:

a. Under operating temparaturs conditions or at
not less than 30 percent of the EPS namaplate
rating

b. Loading that maintains the minimum axhaust
gas temperatures as recommandead by the
manufacturer.

The date and time of day for required testing shall

be decided by the owner, based on facility
operations.

6-422
Diesel-powered EPS installations that do not

meet the requiremeants of 6-4.2 shall be exercised

monthly with the available EPSS load and
exarcised annually with supplemental loads at 25
percent of nameplate rating for 30 minutes,
followed by S0 parcent of nameplate rating for 30
minutss, followad by 75 percent of nameplate
rating for 80 minutes, for a total of 2 continuous
hours.
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