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care. Privacy curtain and drapes/blinds will be
closed in bedrooms and shower rooms when
providing wound or personsl care and close the
door that opens to the haliway."

1. Arecord review revealed the facllity admltled
Resident #5 on 12/28/07 wilh diagnoses to
Inciude Dementia and Peychoti¢ Digorder. A
review of the quarterly Minimum Data Set (MDS),
daled 04/02/12, reveaied the resident was
Incontinent of bowel and bladder and totally
dependent on two (2) staff for bed mobility,
lransfer, and toilet use.

An observation-duting a skin assessment and
incontinent care, on 06/21/12 at 1:40 PM,
revealed the resident was laying in the bed on
his/her back. Twa staff were present preparing to
provide incontinent care. The doar tathe

4} 10 BUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENGY MUST BE it
O | REGUATORYOR LS AMVNGNORANGN | PR | oA SONECTVEACTION SHOUDDE | coufidron
- DEFICIENCY)
F 164 Conlinved From pege 1 k164 Extra privacy curtains were afso ordered
: | by the Administrator on 7/13/201.2.
ghls REQUIREMENT is not mel as evidenced '
y. .
Based on observalion, interview, record review, Hooks, hangers to secure pvacy
and review of the facitity's pollcy/procedure, it curtalns were ordered by the
‘ ehon . r ~ «. ! Administrator on 7/11/2012.
m » In the selected sample of ‘
ifeen residents. Add obsawationson The Malntenance Director placed new
the-100-Hak ancktfio 200 Haff revoaled adaiaty . g
and: o privacy curtahis were ol pull chalns in rooms n#106, #114, #116,
avaifable for each resident regidigy e the-firfifty. and #122. New pull chain systems
Findings include: were ordered by the Admirilstrator on
A 7/13/2012 for rooms #102, #104, #108,
review of the facility's policy/pracedura, *Privacy
and Dignity,” undated, revezied "Each restdant #110, #118, #120, 124,
will be provided privacy during bathing, grooming,
pari-care, wound care and any other parsonal 2. On7/12/2012 the Administrator

completed compliance rounds to
ensure that staff was providing privacy
during routine care,

On 7/12/2012,{whojcompleted an audit
on all resident rooms to ensure that
privacy could be obtained until the
required equipment ordered had
arrived. Every bed coufd be ensured
privacy either by pulling the existing
privacy curtain and/ or shutting the
door, and closing the blinds.
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‘Roomms:

resiients oo wasopen:te frriofeywith on.
privacy: curtsins-in use, Bnd the: residamtwas..
oxpased frony thewaist-dowm The reskdent's
roommale was also present in the room.
Reskfant #8 was In (Ul view of others, and
prevision of the-tealdent's caie could be shaerved
by other staff, reskients, or visitors, whe passed
by ther residents dooy,

An Interview with Reglstered Nurse (RN} #4, on
06/21/12 at 1:55 PM | revealed the staff should
have closed the privacy curtain and the door fo
the haitway prior to provision of incontinant care.
She stated, “they shoukt know what to do.”

An interview with the Director of Nursing (DON),
on 08/21/12 at 3:05 PM, revealsd she expacted
the staff 1o close the door, the window blinds, and
puil the privacy curtaln around the rasident prior
to the provision of care,

2. An observation of residents' rooms was :
conducted on 08/22/12 baginning at 2:00 PM.
Obsetvations revealad privacy cuntatrrasks .

'someuf therrooms were equippadwith & switch

Bone and pult chedns wietre

be-mu(e&lomaldeoﬁmemrrcrmwm.
102, #1084, £106, #1068 110, #1114,

116, #1148 #1126 #1492, amﬁﬂﬁ*mﬂqﬁpﬂa&

ofteror battr chains-mlssing whish-pravented s

mmmm-bh&dimmaam-ﬁorﬂm'
leaving one side ofthe: roorn withouk privery.
Additionally, Rooms. #1046, #118; #£120. and #1272
required, two curtaing to provide adeqmate privacy
and there: was only. one eurtainin plase. .

Further observation, on 08/22/12, revealed
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F 184 Continued From page 2 Fi64 On 6/22/2012, (who) completed an In-

service for all departments on Resident
Rights and Privacy and Dignity.

On 7/13/12, the Administrator revised
the “Daily Housekeeping/ Malntenance
Rounds Checklist” to include a dally
chack for proper function and hanging
of privacy curtains and to ensure two
privacy curtains were placed In every
semf private room,

CQl Form S8-5 “Resident Observation”
will be compieted by the Maintenance
Director weekly for 4 weeks, monthly
for 3 months then quarteriy thereafter.
CQJ Form ES-1 “General Environment”
will be completed by the Maintenance
Director weekly for 4 weeks, monthly
for 3 months then quarteriy thereafter.

Completion date 7/14/2012.
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|
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PREFIX
TAG
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{xs)
COMPLETION
DAIE

F 164

F279
§8<D

Continued From page 3
Ruoms 201 #9202, #203; oo 20T, #2005,
207, $209, M5, 1217, #218) #2110 4830° #2NY,
222, #20g, anchiARd-required tvo cyraing toc
previde adenuateprivasy; tevwevar; esclh roomy
had oy one curtsin,

An nlerview with RN #1, on 06/22/12 gl 2:25 PM,
revealed she was aware that some of the privacy
curlain lracks had the pull chains missing, She
stated the curtains could not ba switched from
one side of the reom to the alher which causad
certaln residents to be in view during private
pracedures, such as Incantinent care, wound
care, or skin assessments.

An Interview and observation with the laundry
staff, on 06/22/12 at 3:00 PM, revealed there
were nine curtains available in the laundry. The
laundry staff stated there were not enough
curtains to provide privacy far everyone and there
had nol been enough privacy curtains In awhile. A
limaframe was not provided.

Ad Interview with the DON, on 08/22/12 at 2:20
PM, revealed (here was not enough privacy
curtains for all of the residents' rooms. The DON
slated many of the swilch boxes [n the fachity
were missing pull chalns 1o route the privacy
curaing in the appropriate direction. The DON.
fusther reveq! the: was.,
SxposucHoranyone-thatwas k. the.hall, because.
the-curtains did-nob entirely cover-thebed-by-the
door.

483.20(d), 483.20(k)(1) OEVELOR
COMPREHENSIVE CARE PLANS

A faclilly mus! use the results of ths assessment
to develop, review and revise the resident's

" E 164

F 278} 1.

F 279 483.20(d), 483,20(k})(1) DEVELOP
COMPREHENSIVE CARE PLANS

On 7/9/2012, the MDS Coordinator
developed a comprehensive care
pian for Resident #2 indwelling
suprapubic catheter,
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F 279 | Continued From page 4 Fo7g| & On7/6/2012, the DON completed
comprehansive plan of care, an audit to ensure that residents
The faciil ( develo hensi with catheters and residents with
@ tadility must develop a comprehensiva cars
plan for each residant that Includes maasurable any other identified spectal need
ubjsclf\;es and timelables to meet a restdent's were care planned to ensure the
medical, nurelng, and mental and psychosocial te b3 .
15 that are identified In the comprehensive resldent’s highest practicable
assossinent, physical, mental, and psychosocial
well-baing. j
The care plan must describe the services that are ! ‘mg A comprehansive care
ta be fumished to attain or maintain the resident's plan will be impiemented by the
highast practicable physical, mental, and DON for any resident identified
psychesocial woll-belng as required under during th .
§463.26, and any services that would otherwise uring the audit
be required under §483.25 but are not provided
dus to the resident's exercise of rights under
§483.10, Including the right to refuse treatment 3. On7/13/12, the DON completed an
under §483,10(b}{4), in-service for Licensed Nurses and
MDS Coordinator to ensure
¢ The development and
g‘his REQUIREMENT ia not met as evidoncad Implementation of
Y.
Based on observation, intarview, and record comprehensive care plans
review, It was determined the: fariitj fisibecin hased on specifi¢ needs
devatopy acomprehensive esve planretated (o an e ing th
indwelling caffeferfor one resident (2], In the identified during the
setevtedrsampler of thifteery residerts: comprehenslve assessment
The CQl teal N-8 “Catheter Use
Findings Include: Review” was revised by the
The facltity wers unastie to provide = Corporate Compliance Officer
pollcylprocedure relatathto care plans. on 7/12/12 adding question # 7
A record revisw revealad the facility admitted which states “ls the care plan
[ Residont##¥on 07/07/41 with dlagnoses to . e of catheter
include Quadriplegia, Neurogenic Bladder, and specific to the typ
Suprapubic catheter. that was ordered by the
f an ———————
Event [D; 81851 Facléty ID: 1 thSICIBn ’ 1w swutvarun suekt aga 5 of 10
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 1O THE APPROPRIATE ATE

DEFIIENGY)
F 279 | Continued From page & F 279 The Corporate Compllance
Officer in-serviced the DON on
A mview: of the-dmission Minimur Dnte Sal the revised CQl too! N-8
(MDS), dafod 07422144, revealed Resident #2 wag “Catheter U .
admitled to the faciity with an indwafing ' eter Use Review” on
suprapubloe catheter. The reaident was 7/12/12.
m S ey Ka e s e e o=
" | staft-for Laneless. and-toligtioty, A

rmmrezfmequanwm‘damom 2,
revealed Resident #2 had an indwalling 4. CQlTool N-8 “Cathet iew”
SuprapUbls catet o 1o s g a hl? er Use Review
on-amb mammﬂ.m; ndm requir' edes: m‘dmpst ssiotence of 15 a QA form that will document the
two staff-for bad mabifity, transfats, and:toiisting, review of physiclan order,
A review of the physiclan's ordens, dated assessm?nt, care ;‘:fan and
06/07/12, revealed “suprapublc catheter to observation of residents with
b:ggigg‘gmlnage. change monthly and as catheters. The form will be
n : completed by the DON weekly for 4
An observatlon durng a skin assessment, on weeks, monthly for 3 months then
08122/12 at 10:45 AM and 11:00 AM, reveslod the quarterly thereafter,

resident had a suprapublc catheter and was
status-post hilateral abava the knee ampulation
with staples Intact; Newever, a-reviewsof Rosident
#2'srecordToveatatne avidonce-of a-covrphy |
refated to an indwetting suprapubie catheter -

An interview with the Dlrector of Nursing (DON), . \
on 06/22/12 al 3:05 PM, revesled she expected Any problems identified during tlhe
the admifting-mursetorinitate a care plar upe completion of the QA process will

adinissfens After completion of the MDS d DON.
2 et B be action planned by the

replace tha Inkiateare pran and implement & now

careplan. She atated there should bera care- 5. Completion Date 7/14/2012.
plan in place related to Resident #2'3 suprapuble
catheter.

F 315 | 483.25(dy NO CATHETER, PREVENT T, F 318

g8=c1 RESTORE BLADDER
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F 315 | Continued From page 6 F 315 F 315 483.25(d) NO CATHETER,

Based on the resident's comprehensive
assessment, the faciity must ensure that a
raskdent who enters the facility without an
Indwelling catheter is nol catheterized unless the
resident's clinical condition demonstrales that
catheterlzallon was necassary; and a resident
who iz incontinent of bladder recelves appropriate
ireatment and services o prevent urinary tract
infaclions and to restore as much normal bladder
function as possible.

This REQUIREMENT s not met ag ovidenced
by:

Based on observation, interview, record review,
and review of the facility's policy/procedure, il was
detarmined the ‘
EpEORHete-gars-and-services telatad o
Ind nary-catheters-fos four tesidants (82,
#5; #8; and#6), in the selecled sampie of thirtesn
residénts. Resident #9-was-obsarved-with-an.
indwelling-urinary catheter bag and: twblng laying

Srrthe-floer, ind there-was no evidenca.of a
physiciants order for the indweiling urinary '
eatheler, R&tidenis #7, #5 ard #6 had mdwellag.
usinary-eatheters.and were cbsavad without the.
e 7 by.o-leg-elrap. a5 pecihe
faciity's pelioy:

Findings include;

Areview of the facifily's policy/procedure, daled
08/02, revealed “Be sure tha cotheter tubing and
dralnage bar are kept off the fioor, and ensure
that the catheter remalns secured with a leg strap
to reduce friction and movemant at the insertion
site. (Note: Catheter tubing ghould be strapped to
the resident's inner thigh)."

PREVENT UT{, RESTORE BLADDER

On 6/22/12, the ADON secured
Resident’s #2, #S and #6 catheter with a
leg strap and obtained a physicians
order for resident #9 indwelling
catheter.

An audit was completed on 7/13/2012
by the DON and ADON to ensure all
residents with a catheter:
¢ had a physiclan order detailing
appropriate clinical diagnosis
¢ had a care plan implemented to
ensure appropriate treatment
and services.

On 6/22/12, the ADON completed an
In-service for Licensed Nurse, CMT and
CNA om;
¢ Physician orders are to include
appropriate clinical conditions
that justify a catheter,
¢ catheter care, and
¢ securing catheters,

|
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SUMMARY STAYEMENT OF DERGIENCIES

lo

PROVIDER'S PLAN OF CORREGTION (

QObservation, on 06/21/12 at 8:26 AM, revealed
Resldend #9 propalled himseliharself dows Lha
haltway In a wheelchalr with the urfnary catheter

he-catheter tubing:
An observation at 4:00 PM ravealad the resldent
was in the common area nesr the nuraes' station.
e wag-stiting in ewheefeair wittcthe-urinary
cattretar drainager bag faying directly o the floor
uTceTneatty the restdent’s whealchatr,
Observation, on 08/22112 at 8:25 AM and at 2:15
PM, revesled ihe resident's fdwellly urnary
catheter was not secured, inarder to prewnt:
tratimuen tree puiting oncthe catheter or to prevent
friction to the resdents bladder.

2, Arecord review revealed the facility admitted
‘Rusident#2 on 07/07/11 with diagnoses to
include Quadriplegia, Neurogenic Bladder,
Diabetos Mellitus, and Suprapublo Catheter.

PREFIX {EACH DEFIGIENCY MUST BE PRECE RECTIVE SHOU mm
TAG REGIXATORY OR LSC IDENTIFYING I!:r?fgﬂ%%% P?EE"‘ cﬁvﬁneumo #g TTLOEJAPPROLI?R?S‘E ‘ DArg
DEFICIENCY)
F 315 Continued From page 7 F 316 The CQl Tool N-8, “Catheter Use
Review” was revised on 7/12/2012 b
1. Arecord review revealad the facility admitted fz Y
Rexskiont#%om+1/11/11 with dlagnoses to Include the Corporate Compliance Officer to
glabatlesBMe;llims;, c/:».nemlabl;idnejyﬁl))lsease, include question #8 that states “Is the
rganic Brain Syndrome, Convulsions, and g
Cerebral Vascufar Accident. Further review catheter secured with a leg strap? The
Leavdaalegi:he resident required asslstance with Caorporate Compliance Officer in-
mobility, frangfers, tollefing personal i |
hygiene, end was moklo perwﬁeel chair. serviced the DON on the revised CQ
. tool N-8 “Catheter Use Review” on
Further review revealed Resident #9 was found 7/12/12.
Unresponsive on 06/07/1 2 and was admiited o
the Jaca) hospital, He/she was re-admitted to (he
facillty an 06/15/12 with an indwelling urinary
catheter In place. ‘There wasnaevidence af 2 4, The CQI Tool N-8 “Catheter-Use
M" el fuo{der for the-indwelting uriary Review” is a QA form that will

document the review of phy'slcian
order, assessment, care plan and
observation of residents with catheters.
The form will be completed by the DON
weekly for 4 weeks, monthly for 3
months then quafteriy thereafter. Any
problems identified during the
completion of the QA process will be
action planned by the DON.

5. Completion Date 7/14/2012,

FORM CMS-2687{02-00) Provicus Verstons Dhsolmo Event 10: 619311

Faclity ID: 100246 {f continualion sheat Page 8 of 10
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F 316 | Continued From page B

An observation during a skin assessment, on
06/22/12 a 11:00 AM, revesled Resldent #2's
calhreter iubing-was unsecusett to histher leg-tor
prevent injury,

3. Aracord review revealed the facility admitted
Peesidant #5 on 12/20/07 with diagnoses lo
include Congestive Heart Fallure, Renal Faliure,
and Dementia,

An ohservation during catheter care, on 08/21/12
at 1:40 PM, and an observation on 08/22/12 at
3:45 PM, revealed Resident #55 cathetor tubing
was tnsecured to hisher leg to prevant injury,

4. Arecord review revealed the facllily admitted
Residen! #6 onr06/15/12 with dlagnoses (o
include Cerebrat Vascular Accldent,
Gastrolntestinal Hemorrhage, Diug abuse, -
Tobaeco Usa Disorder, and Urinary Retention,

A review of tha physiclan's admission orders,
dated 06/15/12, revealed an ndwelling catheter to
bedside drainage,

An obsarvation of the resient's catheter, on
08121112 st 5:48 AM, sevanied-hisihier cathatar
tubing was unsecused-io histherleg.

An interviaw with CNA #1, on 06/22/12 al 4:40
PM, revealed "we do not uge leg siraps, and do
not secure cathater lubing normaly.”

An interview with CNA#3, on 068/22/§2 at 4:50
Pi, revealad sha wae assigned to Resldent # 6
and he/she did not have a leg strap 1o secure .
calhstar tubing and doas not use anything to
secure cathatar tubing. She stated, "we just be

F 315

FORM CMS-2567(02-98} Previcus Varelone Obselols Evant 1D 610311

Faciity ID; 100285 If contintation shaet Page D of 10
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F 318 | Contlnued From page 9 F 315

careful and walch it and make sure the tubing
slays in place”

An intarview with Licansed Practical Nurse (LPN)
#2, on 08/22/12 at 2:16 PM, revealed urinary
catheters should be gecured 1o prevent trauma to
a resident’s bladder,

An interview with tha Director of Nursing (DON)
on 06/22/12 at 2:45 PM, revealed the laclllly's
policy was for indwelling catheters lo be secured
and the nurae was responsible to ensure that It
was sacurad,
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{K 000} { Continusd From page 1 {K 000}
Deficiencies ware citad with the highest
deficiency identifiad at "F* {eval,
A stardard | e Safoty Code fallow-up survey was
conducted on 08/22/12. Aubum Health Cam was
‘ natto be in compliance with the K 027 NFPA 101 LIFE SAFETY CQDE STANDARDJ._
uirements rticipation i di
;::dmrlgen for pa n in Medicars and 1.  Waestern Kentucky Door was contacted after
{K 027} | NFPA 101 LIFE SAFETY CODE STANDARD {coz7)| the[nitlalLife Safaty Inspection and

S8=F
Door openings in emaka barriars have at least a
20-minute fire protection rating or aca at [sast
1¥Inch thick solid bonded wood core. Non-rated
protective plates thut do not exceed 48 inches
from the bottom of the door are permitied.
Horizontal sfiding doors comply with 7.2.1.14.
Doors are salf-tdosing or automatic dosing in
accordanca wih 12.2.2.2.8. Swinging doors ara
not raquired tn owing with egress and positive
latching is not required,  19.3,7.5, 18.3.7 8,
10.3.7.7

Thia STANDARD ls not met as evidenced by:
Based on obssrvation and interview, during the
follow-up survay conductad on 0822/12, it was
detarmined the faciiity failed to ensure the
deficiency cited on 06/20/12 during the standard
survey, wag corrected as outlined in the lacdility's
ptan of comrection. The fadility's akeged
compliunce date was 08/14/12

Basad an nbssrvation and intsrview, it wag
datermined the facility failed o ensure coss
~comridar doors (acated in a smake bamier wauld

“Bppointrnént way madé hoWever, WKD
fatfed to make that appt, WKD was called
again on 7/2/2012 and an appointment was
mada for 7/6/2012. WKD came to the
factitty on 7/6/2012 to figura a bid an
Installing the coordinators, WKD was
supposed to fax the hid to the facility upon
thelr return to the office but did not do so.
Only after a complaint was made hy the
Administrator to the company was the bid
emalled from WKD ta the facllity.

On 8/23/2012 Western Kentucky Doars
Installed six coordinating devices on slx
cross corridor daors, WEKD door was called
again on 8/29/2012 and at that time
additional parts were ordered. On 8/6/2012
Western Kentucky Door returned to the
facillty again and instalted 6 AL Closures to
the doors and 6 carry bars, On 9/11/2012
WKD returned to the facility and Installed L
brackets to 6 doors. The work completed on
this day ensures that the defidency cited on
6/20/2012 is now corrected.
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185049 08/22/2012
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0d) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDERE PLAN OF CORREGTION fre
PREFIX, {EACH DERCIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTYON SHOULD BE COMPLETION
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DEFICIENGY)
K 027 | Comi 2,  Each cross corridor door was checked by
( 7} | Continued From page 2 (K 027} the Administrator and the Environmental

rasist the passags of smoke in accordance with
NFPA standards. The daficisncy hadthe
potential o affect six (6) of &ix (8} smoke
compantments, residents, staff and visitors. The
facillty is Ecensad for sbety-six (B8) beds with a
census of fifty-ona (51) on tha day of the sirvey.

The findings induda:

Observation, on 08/22/12 between 10:20 AM and
1:00 AM with the Environmantai Diractor,
revealed the cress-corridor doors loeated
throughout the facifity would not ¢leso completely
when tegted. This was due to the doore not
having a coordinating device to ensure the door
without the t-astragal would closs first aftsr tha
inittal closa.

Intenvew, on 08/22/12 batween 10:30 AM and
11:00 AM with tha Environmeantal Dirscetor,
revaaled he had contacted Westem KY Door and
thay camae to the facility tn give them a bid to
repair the doors, Once tho contractor loft tha
Environmental Director had comacted them
soveral times to gat the bid or some sort of
papernwork ta say they were going to complats the
work but has not baen able fo get anything from
tha company.

intarview, on D&SZ2/12 batwean 10:30 AM and
11:00 AM with the Adminstrator, revealed she
was awans the company had baan at tha facility
to ghve them & bid to complete the work but there
was nothing to show this work was going to be
comploted. She wag unaware the Plen of
Correction said an appointment was made with
Weastern Kentucky Doors ta install a coordinating
davice on the doors. She was also uraware ohce

Sarvices Director on 9/11/2012 and each
corridor door was found te have a
coardinating device to ensure the door
withoot the t-astragal would close first after
the Initai clase,

3. The Administrator was in-sarviced by the
Corparate Compllance Offloer on B/22/2012

Dates,

The Envinonmental Services Director was
given a calendar and in-serviced on
9/10/2012 on tracking and documenting on
his calendar the following: whan ha
originally spoke to the vandor, who he
spoke with, and noting the upcoming
appointment date so that he may follow up
with them to ensure the work is completed,

He was also educated on following up
Immediately with vendors that missed their
appointment.

The facility purchased “Flre, Bullding, and
Life Safety Code Documentation® manuat
on 8/7/2012. On 9/11/2012, the facliity
obtained anltne membership with NFPA and
will receive updates and tralning
opportunities via email. The Administrator
and Environmental Sarvicas Directar have
onkine access to the arrent edition of NFPA
101 and NFPA 99.
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Fite drills are hald at unexpected times under
varying conditions, at least quartary on sach shift.
The staff is familiar with procedures and is aware
that dritls are part of estnblished routine.
Rasponsibliity for plenning and condueting drille ls

1. Afire drilf was conducted on 8/22/2012 at
2:50pm so that August’s fire drlll will have a
slgnificantly larger varation of time than
the one held previously that month,

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPLIERICLIA X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: COMPLETED
A BUILIING 01 - BAIN BLALDIKG 01
R
. wna
186049 0812212012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
134 PRARL &T.
H HEA o]
AUBUR] LTH GARE AUBURN, KY 41
X4y 1D SUNMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFKIENCY MUST BE PRECEDED &Y FULL PREFIX (EACH CORREGTVE ACTION SHOULD BE COMPLETIH
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROZS3-REFERENCED TO THE APPROPRIATE nATE
DEFICIENCY)
{K 027) | Continuad From page 3 Kooy, e f:lD ;vilfscnmple::tim Form ES-3
, maon
B complotion date was put on the Plan of ho f:eor mont én quarterly
Cormraction, that at this date the facility is alleging thereafter.
campiianca with CMS, .
Any "No” or non-compliance Issues found
following the completion of ES-3 will ba
NFPA Standard; NFPA 101, 18.3.7.6%, ROQUII'BB addressed on an In-house Action Plan that
doors In smoke batriera to be self-closing and ctates the non-compliance | the planfs)—<~+ r————er-}-r-
rasict the pa of smake. n pltance isiue, the planis)
8 to achieve compllance and the completion
Refaranca: NFPA B0 {1999 Edition) date,
2-4.1 Closing Devices, Together, the Administrator and ESD
fa‘t‘;: ﬁom‘:'t" there la an aetragal or projacting develop the action plan and then monltor
prevents the inactive doar from closing and the Interveatlans until compliance is
Iamh[ng before achieved.
the active door closss and latches, a coordinating
devics shall The Adminlstrator asslgns certaln CQY
be ussc; i\h coordinating davice shall notbe manitor tools to all department managers
require are
each door closas and iatchas independantly of on & manthly basis. The name of the tool
the other. dictates lts contents and focus areas. After
completing the too), a copy of the
completed forms are returned to the
Referenca: NFPA 101 (2000 adition) Adminlstrator for review and monitoring so
continuous guallity servl be
8.3.4.1* Doare in smake bamiars shafl closa tha R 9 Y cesan
. . malintained.
opening leaving
only the minlmum clsarance necessary for proper
opermton
.and shall be without undercuts, louvers, or grilles. 5. Completion Date 9/11/2012. q/{/
{K 050} | MFPA 101 LIFE SAFETY CODE STANDARD {K 050} /09\
as=F K 050 NFPA 101 UFE SAFETY CODE STANDARD
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R
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, UITY, GTATE, TP CODE
138 PEARL, &T.

deficiency had the potential to affect six (B) of &ix
(8) emoke compartments, residents, staff and
vishinrs. Tha facility is licansad for sody-slx (68)
beds with a census of fifty-one (51) on the day of
tha survay,

The findings Indudes:

Fire Drill revisw, on 06/20/12 batwesn 10.00 AM
and 11:00 AM with the Enviranmantal Director,
revonled tha fira driils ware not being conducted
at unexpactad imas under vared conditions.
Firet ghift fira diiis were being conducted
pradictably batwesn 8:30 AM and 0:30 AM and
sacond shift batwaen 8:39 PM and 8:05 PM.
Furthar obsarvation shewad the drills were being

ALRIURN HEALTH CARE
AUBURN, KY 42208
{4) 1D SUNMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED O FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
Tna REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS REFERENCED 10 THE APPROPRIATE oare
DEFIOIENCY)
Saptember's monthly fire drifl was held on
(K050} Continued From page 4 (050} g/8/2017 at 3:50pm for the second shift.
assignad anly tn compatent persons who are
quakfled © exerciss adership. Where drills are
conductad batwaan 9 PM and § AM a codoed
announcemsant may be usad Instsad of audible 2. On 8/10/2012 the Administrator made a
alarms. 197,12 Fire Dril Calendar that listed the days,
times, and varylng conditions of each
manth’s fire drill thi the end of 2013 for the
Environmental Sanvces Director to follow to
This STANDARD 8 not met as evidenosd by: ensure the defidency clted on 6/20/20121s
Basad on observation and interview, durirg the coffectad.
follow-up survey conducted on 08/2212, ttwes
detarmined tha fadlity failed to ensure tha The ESD Is to turn In to the Administrator
deficiency cited on 06/20/1 ﬁﬂ",'”:;‘? ": 9::;"’;; d the fire drill form the next business day
EUrvay, was eofrectad as outlined in the '8 d. The
plan of correction. The fadllity's akaged after the drill was conducted. Th
compliancs date was DM 412, Environmental Sarvces Director will receive
: disciplinary action If the Flre Drill Calendar
Baged on interview and record reviaw, it was is not followed and an additional fire drill
detammined the fadiity falled to enzure fire dritia will be performed for that month.
were conducted quartsrly on each ehift at mndom
times, in a nce with NFPA etandards, Tho 3. OnB/22/2012, the Administrator was in-

sarviced by the Corporate Compliance
Officer on Plans of Cormections and
Completion Dates.

On 9/10/2012, The Environmental Serdces
Director was in-serviced on the newly
implemented Fire Drill Calendar. He was
Instructed to stricty follow the calendar to
ensure that the fire drills are in compliance
with the Life Safety Code. He was also
infarmed that the Fire Drill Calendar was
confidential Infermation and not to be
sharad with other ctaff members.
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04} 10 SUMMARY STATEMENT OF DEFICIENCIES it PROVIDER'S PLAN GF CORRECTION x5
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DEFICIENCY)
On B/23/2012 Corporate Compliance
{K 050} | Continued Fram page 5 {K 850} officer revised CQI Form ES-6, “Flre and
canductad at the and of each month., Curremt Evacuation DAl to Include item A 20 "Was
review of the firo drllts revealed the facility has time and day of drll ignificantly different
E;ﬁr;mﬁ:;:: :?;Doghjisg:h Br-f: :—K::; at from previous months’ drifis?” and item #21
6:00 PM on 08-28-12, ~Was drill conducted under different
. conditions than previous months’ drills?”
Interview, on 08/22/12 batween 10:00 AM and
11:00 AM with ths Envimnmentai Diroctor,
'r;:;e;::: :: :\'::mrfedgﬂnfgx nr:(::uT:ﬂ::e 4, 63D wilt complete CQl Form ES-6 monthly
did not pay attantion to the timas that he did the fnr__a months then quarterly thereafter,
fire drilts. Any "No” or non-cemipliancn lssues found
fallowing the completion of ES-éwill be
Intarview, on 082212 batween 10,00 AM and addressed on an in-house Artlon Plan that
11:00 AM,with the Admi]-immr, revealed 9""9 statas the non-compitance issue, the planis)
:::dt:r:ﬂ?z ;:dilr; ::'-,l::am sull notbeing to achleve compliance and the completion
date,
Reference: NFPA Standard NFPA 101 18.7.1.2,
Fire drilts shall be conducted at least quarerly on Togather, the Administrator and ESD
cach shift and at unexpectad times under varied davelop the actlan plan and then monitor
concitions on afl shifto the Interventions until complianca ls
achleved,
The Admlnistrator assigns certain COJ
monltor tools to all department managers
on a monthly basis, The name of the tool
dictates its contents and focus areas. After
completing the too), a copy of the
completed forms are ratumed to the
Administrator for review and monitoring so
continuous quality services can be
malntained.
5. [ Completlon Date 9/10/2012. Q//O//)\
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