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+ A standard health survey was initiated on i

- 04/23/13 and concluded on 04/25/13 and a Life
Safety Code survey was initiated on 04/23/13 and
concluded on 04/23/13 with deficiencies cited at

 the highest scope and severity of an "F", with the

- facility having the opportunity to correct the

_ deficiencies before remedies would be
recommended for impasition.

This was a Nursing Horne Initiative survey with
entrance to the facility on Tuesday, 04/23/13 at
7:00 AM.,

483.10(a)(1)&(2) RIGHT TQ EXERCISE RIGHTS
- FREE OF REPRISAL

F 151
§S=D

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
or resident of the United States. :

. The resident has the right to be free of
interference, coercion, discrimination, and reprisal
from the facility in exercising his or her rights.

ghis REQUIREMENT is not met as evidenced

v

. Based on observation, interview, record review,
and review of the facility's policy, it was
determined the facility failed to allow one (1) of .

- twenty-four (24) sampied residents to exercise his '
or her rights as a resident of the facility. A staff
member held onto the wheelchair back, which
restricted the forward movement of Resident #11, !

. and told the resident he/she could not lie down
when Resident #11 attempted to self-propel

" his/her wheelchair toward the resident room and
requested to lie down,

1. Resident #11 was assessed on 4/26/13, @/07/3

4/29/13, 5/01/13, and 5/02/13 by the Social

Services Director and the Social Services

Assistant. No signs or symptoms of

psychosocial distress were identified. Resident

#il‘s care plan was reviewed to ensure that

residents personal preferences are

individualized and acknowledged in the plan of
F 151{;&9, (Resident #11’s resident rights are being
protected and her personal preferences are -
being honored. Resident #11 is being assisted
b‘y staff to bed as she requests, Staff are not’
réstricting the movement of wheelchairs of

resident #11, )

An audit was completed by 5/31/13 of the
Behavior Management Program and all resident
care plans including behavioral care plans to
ensure that all residents’ personal preferences
that have been identified are acknowledged on
the residents’ plan of care and specific behavior
management interventions are appropriate, All
residents’ resident rights are being protected
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The findings include:

Review of the facility's record for Resident #11,
detalled an admission date of 03/08/10 and
diagnoses of. Concussion (Head Trauma) with

+ Post-Concussion Syndrome; Abnormal Gait:

. Muscle Weakness; Depression: and Anxiety,

" Review of the Minimum Data Set (MDS), dated
03/18/13, revealed the facility assessed the
resldent at a thirteen (13) of fiteen (15) on the
Brief Interview for Mental Status evaluation which

 indicated Resident #11 was cognitively intact

+ Review of the Behavioral Assessment, dated
1172912, for Resident #11 detailed the resident
received psychotropic medications for the
treatment of Anxlety, Depression, and Agitation,
The Behavioral Assessment identified Resident
' #11's behaviors as; cursing at staff: kicking at
staff, lying about staff, and refusal of care. It
' further detailed staff Interventions to include: !
_keep the resident near the nursing station:
provide an explanation of outcomes/rationale to
the resident, and provide a time frame for which |
- the resident could return to bed. ‘

Observation, on 04/25/13 at 8:50 AM, revealed

" Resident #11 was sitting In a wheeichair in the

, common area around the nursing station witha
safety heimet on his/her head, and stated, "l am
going to lay down, my head hurts." CNA#10

| moved behind Resident #11's wheelchair and
held the hand grips to restrict the forward

i

i

Review of the facility's policy regarding Resident
' Rights, revised 02/13, revealed residents had the
: right to be free of interference and coercion from
the facility when exercising his/her rights,

and Al TE ST RSO A PTETere e aTe

F 18heing honored. All residents are being assisted
by staff to bed per their request. Staff are not
restricting the movement of wheelchairs of
re_sidents.

Staff are following the interventions as
documented in resident’s behavior plan and -
documenting behaviors as appropriate.

Facility staff have been re-inserviced on
5/31/13 by the Social Services Director and
A;:iministrator on resident rights as a resident of
the facility and a citizen of the United States.
The resident has the right to be free of
interference, coercion, discrimination, and
reprisal from the facility in exercising his or her
rights. A post test is being given to ensure
understanding.

The Social Services Director and Staff
Development Coordinator are reeducating ail
nursing staff on the Behavior Management
Program including interventions and
documentation of behaviors. A post testis
being given to ensure understanding.

'[he Social Services Director and the Social
Services Assistant will interview ten residents
per month times six months to ensure resident
i
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- movement of Resident #11. CNA#10 told
" Resident #11 that he/she could not lay down

because the Adult Day Care workers would soon

' arrive to transport the resident and stated the
- workers would not take the resident If he/she was '

in bed. Resident#11 continued to use her lower
extrernities in an attempt to propel forward toward ;
his/her room, and reached behind the wheelchair
and pinched and pulled at CNA#10's fingers in |

- an attempt to release the grip of the CNA,

Resident #11 told CNA#10, "Let go!" and cursed .

+atthe CNA. CNA#10 asked LPN #7, who was at !

the nursing station what she should do, as she

_ continued to hold the wheelchair, LPN #7 !

directed another CNA to go find the nurse for
Resident #11 and to ask for direction, as CNA
#10 continued to restrict the forward movement of
the resident, RN #4 advised CNA #10 to allow
Resident #11 to return to bed, and to get the
resident up in thirty (30) minutes for Adult Day
Care.

Interview, on 04/25/13 at 1:20 PM, with CNA#10
“revealed the staff try to keep Resident#11 upina

whaelchair after breakfast until the Adult Day
Care workers arrive for transportation. CNA#10

* said earlier on this day, she held the wheeichair ‘
- back to keep Resident #11 from returning to bed.
- CNA #10 said that she had observed other staff
~members to intervene with Resident #11 by

holding the wheelchair back to keep the resident
from returning to bed after breakfast, CNA #10
said Resident #11 responded with "violence”

“when staff attempt to restrict the movement of the ,
: resident's wheelchair, CNA #10 said Resident

#11 pinched and attempted to puil her fingers
from the chair, and cursed at her as she held the
wheelchair back. CNA#10 was not able to state .

The Social Services Director and the Social
Services Assistant will audit the Behavior
Management Documentation weekly times four
weeks, then monthly times five months to
ensure compliance with following the program.

The resuits of these audits will be forwarded to
the Quality Assurance Committee for further

review and recommendations,
{

5. June 7,2013
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- the appropriate staff interventions to address the .
- specific behaviors of Resident #11 as
' documented in the behavior plan,

Interview, on 04/25/13 at 1:45 PM, with LPN#7
 revealed she observed CNA#10 restricting the
forward movement of Resident #11 by holding the '
: wheelchair back on this day, LPN #7 said she
 had witnessed other staff members to hold the
- wheelchair back to restrict the forward movement :
of Resident #11, LPN #7 stated it was not
" appropriate for staff to restrain the forward .
. movement of any resident because the residents
had a right to move freely within the facllity in :
accordance with the facility policy for Resident
“Rights, LPN #7 stated she did not direct CNA
#10 to release the wheeichair back of Resident
#11 because she did not usually work this unit, |

| Interview, on 04/25/13 at 2:56 PM, with LPN #4

' revealed Resident #11 became combative when

~staff requested the resident to do something

- he/she did not want to do. LPN #4 stated he did

. not witness CNA #10 holding the wheelchair back
to restrict the movement of Resident #11 on this

. day. LPN #4 said it would not be appropriate for
staff to hold the wheelchair back to restrict the
movement of a resident and stated that action

- would cause anyone to become angry. LPN #4 |

' stated Resident #11 likely became combative as
a result of the wheeichair back being held. LPN !

i #4 stated Resident #11 demonstrated negative

behaviors on a daily basis and said he did not

think the staff access the Behavior Plan for

" Resident #11 due to the frequency of her

* behaviors. LPN #4 did not know if there was a
specific Behavior Plan for each resident with

. negative behaviors and said staff used to chart

!
i

CMS-2567(02-60) Previous Versions Obsolate Evant ID: GGBK 11

Facility 1D 100277

If continuation sheet Page 4 of 29




2013-05-24 17:17

main office

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

2703588412 >>

5025954540 P 7/83
PRINTED: 05/08/2013
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

185057

{X2) MULTIPLE CONSTRUCTION

A, BUILDING

(X8) DATE SURVEY
COMPLETED

B. WING

04/25/2013

NAME OF PROVIDER OR SUPPLIER
SUNRISE MANOR NURSING HOME

STREET ADDRESS, GITY, STATE, 2IP CODE
717 NORTH LINCOLN BLVD
HODGENVILLE, KY 42748

(%4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION x5
(EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENCY)

F 181

Continued From page 4

“them in a Behavior Book, and said currently the

behaviors were only charted on the Medication
Administration Record.

- Interview, on 04/25/13 at 4:30 PM, with the
- Director of Nursing (DON) revealed Resident #11 :

had behavlors that were triggered when the
resident was requested to do something he/she

“did not want to do. The DON stated Resident #11.

had experienced many falls which resulted in

~head trauma at the facility,. The DON stated the
. Staff attempt to keep Resident #11 out of bed as

much as possible to maintain the safety of the |

. resident because the resident would attempt to

transfer from the wheelchair to the bed without
assistance. The DON stated it would not be
appropriate for staff to hold the wheelichalr back

 to restrict the movement of any resident, and
; Stated that CNA #10 should have used a

diversionary tactic with Resident #11 instead. !

: The DON stated Social Services was responsible

for maintaining the Behavior Plan bingder, and

. $aid she was not responsible to review the
. Behavior Plans.

~Interview, on 04/25/13 at 5:15 PM, with the

Administrator revealed residents in the facility had

- a right to get up or lie down whenever the

- the facility's policy for Resident Rights, The

resident wished to do so, which was reflected in

' Administrator stated when CNA #10 held the

wheelchair back to restrain the movement of
Resident #11, the effect on the resident could
cause the resident to feel helpless and would

-impinge on the resident's rights.

221

iS=D .

483.13(a) RIGHT TO BE FREE FROM
PHYSICAL RESTRAINTS

f

F 1861

F221

F 221,

Resident #11 was assessed on by 4/26/13, (967/‘5
4/29/13, 5/01/13, and 5/02/13 by the Social
Services Director and the Social Services -

Assistant . No signs or symptoms of

CME-2507(02-08) Previous Vorsions Obsolats
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The resident has the right to be free from any
physical restraints imposed for purposes of

, discipline or convenience, and not required to
treat the resident's medical symptoms,

]

' This REQUIREMENT is not met as evidenced

by:

; Based on observation, interview, and record
review, it was determined the facility failed to
+ allow one (1) of twenty-four (24) sampled

residents and eight (8) unsampled residents to

. exerclse his or her rights as a resident of the
facility. The staff forcibly held the wheelchair
back preventing the forward movement of
Resident #11 when attempts were made to

self-propel his/her wheelchair into the resident's

" room.

' The findings include:

“Review of the facility's record for Resident #1.
revaaled the facility admitted the resident on

. 03/08/10 with diagnoses of: Concussion (Head

- Trauma) with Post-Concussion Syndrome;

- Abnormal Gait; Muscle Weakness; Depression;
. and Anxiety. Review of the Minimum Data Set

. (MDS), dated 03/18/13, reveaied the facility

- assessed the resident at a thirteen (13) of fiteen

(15) on the Brief Interview for Mental Status
evaluation which Indicated Resident #11 was

! cognitively intact

Review of the Behavioral Assessment, dated

+11/29/12, for Resident #11 detailed the resident

‘ received psychotropic medications for the

treatment of Anxiety, Depression, and Agitation,

‘

'
l

i

'
i

~psychosocintdistressweredentifod-
F22q 5/24/13. C.N.A. #10 and LPN #7 was re-

i educated by the Staff Development

. Coordinator on the residents right to be |

. free of restraint imposed for purposes of |

" discipline or convenience, and not required
to treat the residents medical symptoms. |

' Resident #11 is free of physical restraint.

2. By 5/31/13, the Director of Nursing, Assistant
Dfrector of Nursing, Unit Manger, Restorative!
Nurse Manager and Staff Development
Coordinator re-assessed and completed a
pﬁysica! restraint assessment on all residents:
with a physicians order for a physical restraint
to ensure all restraints in the facility are being
used for the residents’ individual medical
symptoms, No other issues were identified.. ‘

3. Nursing staff were re-educated by the
Administrator and Social Services Director by
5/31/13 on the residents right to be free of '
restraint imposed for purposes of discipline or
convenience, and not required to treat the
residents’ medical symptoms. A post test is ¢
being given to ensure understanding.

4. All residents with physical restraints will be
reviewed in the weekly at risk meeting to

CMS-2967(02.69) Pravious Versiona Obsalete
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The Behavioral Assessment identified Resident
#11's behaviors as: cursing at staff. kicking at
' staff, lying about staff: and refusal of care. In
. addition it detailed staff interventions to include:
: keep the resident near the nursing station;
provide an explanation of outcomes/rationale to
 the resident; and provide a time frame for which
- the resident could return to bed.

Observation, on 04/25/13 at 8:50 AM, revealed

' Resident #11 was sitting in a wheelchair in the
comrmon area around the nursing station with a
safety helmet on his/her head, and stated, ") am

. going to lay down, my head hurts.” CNA#10
moved behind Resident #11's wheelchair and

- held the hand grips to restrain the forward
movement of Resident #11. CNA#10 told
Resident #11 that he/she could not lay down

because the Adult Day Care workers would soon

; arrive to transport the resident and stated the
workers would not take the resident if he/she was
in bed. Resident #11 continued to use her lower
extremities in an attempt to prope! forward toward

“histher room, and reached behind the wheelchair j

and pinched and pulled at CNA#10's fingers in
an attempt to release the grip of the CNA.

- Resident #11 told CNA#10, “Let gol" and cursed

“atthe CNA, CNA#10 asked LPN #7, who was at
the nursing station what she should do, as she
continued to hold the wheelchair, LPN #7
directed another CNA to go find the nurse for

. Resident #11 and to ask for direction, as CNA

i #10 continued to restrain the forward movement
of the resident, RN #4 advised CNA#10 to aliow
Resident #11 to return to bed, and to get the
resident up in thirty (30) minutes for Adult Day

. Care.

!

'

F 2z2used to treat the resident’s medical symptoms,

Walking rounds will be completed daily for four
weeks t, Monday through Friday, then weekly
tir;nes six months by the Director of Nursing,
Administrator, Assistant Director of Nursing,
Unit Manager, Staff Development Coordinator,
Restorative Nurse Manager or Social Service
Director on each unit to ensure staff are not '
rastraining residents against their wishes.

The Director of Nursing or Assistant Director of
Nursing will audit the residents with a physical
restraint weekly for four weeks and then
maonthly for six months to ensure the resident is
restrained for their individual medical
symptom,

The results of these audits will be forwarded to
the Quality Assurance Committee for further
review and recommendations.

June 7, 2013
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Interview, on 04/25/13 at 1:20 PM, with CNA#10 |
. revealed that she witnessed other staff who
- Intervened with Resident #11 and held the back of'
: the wheelchair to keep the resident from returning .
. 10 her room/bed. CNA #10 stated she worked at
the facility for four (4) months and was trained to
keep Resident #11 out of bed after breakfast,
CNA#10 stated that she was trained by other !
staff, and had witnessed other staff members to
keep Resident #11 out of her room/bed by
* holding the back of his/her wheelchair. CNA #10
- defined a restraint as a means to keep a resident
from a particular activity which was used to 1
maintain the safety of a resident, CNA#10 stated
' she had never considered holding the wheelchair !
back to be a resident restraint, but stated that she
could see how the action could be considered a
restraint. CNA#10 said she should have
returned the resident to bed as the resident
requested, then advised the nurse of the
. resident's return to bed,

 Interview, on 04/25/13 at 4:00 PM, with the Social
' Services Director (S8D) revealed the facility plan .
- Was to encourage Resident #11 to stay out of bed
until time 1o go to Adult Day Care, and stated this '
- was consistent with the family's request for the
facility to encourage the resident to attend Adult
Day Care on a daily basis. The SSD stated it was
hot appropriate for the staff to hold the wheelchair
back to restrain the movement of Resident #11
because that would constitute the use of restraint
' by the facllity.

. Interview, on 04/25/13 at 5:15 PM, with the
Administrator revealed a restraint was defined as !
a method to restrict the resident's movement

' used to maintain the resident's safety. The

i

}
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“have advised CNA#10 to return the resident to
, his/her room as the resident requested. The !

F 241
SS=E

held the wheelchair back was not appropriate .

' becau'se the action was an incldent of resident ‘ 1. Resident #11 was assessed on 4/27/13 by the &/Q’?/B
2253&—? gz:) DIGNITY AND RESPECT OF © F pqc0cial Services Director and the Social Services
INDIVIDUALITY , Assistant. No signs or symptoms of

“ The facility must promote care for residents in a

- Based on observation, i nterview, and review of
- failed to promote care in an environment and : noted.
- resident's dignity for three (3) of twenty-four (24) - Resident # 1 and Un-sampled residents A and B

 two of eight (8) unsampled residents, Resident A

- and B. Staff detained Resident #11 against the psychosocial distress on 4/29/13 by the Social
resident's will, and was not allowed to make . ; . . oms noted.
decisions regarding personal preferences. Staff g‘:;‘é’%ﬁgg r“‘;'g::’&p“éc’a tﬁgn:s/ i‘ggf;pria e,
failed to provide visual privacy while toileting for ST - ¢ dent #11. &
Resident #16. Staff spoke to Resident #1. and The facility is providing care for resident #11, #

' Unsampled Residents A and B disrespectfully 16 and all other residents in a manner that
:;';?d:i? :;,ﬁ:g::é?@:ggg;ggﬁg ;ot?;ag‘v;er - maintains or enhances dignity, self-esteem, and
manner, and falled to respect resident privacy by . self-worth,
failure to knock before resident rooms were
entered, :

Administrator stated that LPN #7, who witnessed
CNA #10 hokding the wheelchair back, should

Administrator stated the action of CNA #10who | F241

psychosocial distress were identified. Resident

, )
manner and in an environment that maintains or #11's care plan was reviewed to ensure that

enhances each resident's dignity and respectin residents personal preferences are

full recognition of his or her individuality. , individualized and acknowledged in the plan of
care,

This REQUIREMENT is not met as evidenced Resident #16 was assessed for signs/symptoms

by: of psychosocial distress on 4/25/13 by the

the facllity's policy, it was determined the facility Social Services Director. No signs/symptoms

manner that maintained or enhanced each

sampled residents, Resident #1, 11, and 16, and . ,
s were assessed for signs/symptoms of

IMS-2567(02-09) Pravipus Verslons Obsolete Evant ID: QGBK 11 Facility I 100277
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~ The findings include:

. Review of the facility's pelicy regarding Your

. Rights as a Resident in g Long-Term Care

- Facility, revealed residents were treated with

. consideration, respect, and with full recognition of
dignity and individuality, including privacy in

 treatment and in care of personal needs

- Resident had the right to full information, in

i advance, and to participate in planning and
making any changes in care and treatment,

- Residents were not to be detained against their

~will,

t

- Observation, on 04/25/13 at 8:50 AM, revealed

' Resident #11 was sitting in a wheelchair in the

+ Common area around the nursing station with a

- safety helmet on his/her head, and stated, "l am
going to lay down, my head hurts.* CNA#10
moved behind Resident #11's wheelchair and

" held the hand grips to restrict the forward
movement of Resident #11. CNA#10 told
Resident #11 that he/she could not lay down

' because the Adult Day Care workers would soon

. arrive to transport the resident and stated the l

' workers would not take the resident if he/she was

in bed. Resident #11 continued to use her lower
extremities in an attempt to propel forward toward i

. his/her room, and reached behind the wheelchair
and pinched and pulled at CNA#10's fingersin
an attempt to release the grip of the CNA. ,

- Resident #11 told CNA#10, "Let go!" and cursed
at the CNA. CNA#10 asked LPN #7, who was at |

*the nursing station what she should do, as she

: continued to hold the wheelchair, LPN #7
directed another CNA to 90 find the nurse for

' Resident #11 and to ask for direction, as CNA

[

L 1 R ll[ﬁllta [~2] = b";”b

F 243nswered timely. Staff are knocking on doors
for permission to enter resident rooms befere
entering, Residents are being spoken to
rgspectfully and without the use of cursive
language.

2. All cognitive residents were interviewed by
5/31/13 by the Social Services Director, Social
Services Assistant, Chaplain, Quality of Life :
Director, or Quality of Life Assistants to ensure
the facility is providing care for residentsin a
manner and in an environment that maintains
or enhances each resident’s dignity and respect
in full recognition of his or her individuality. No
other concerns were identified.

All residents are recelving care in a manner
that maintains or enhances dignity, self-esteem,
and self-worth. Privacy is being provided while
toileting, Call lights are being answered timely.
Staff are knocking on doors for permission to
enter resident rooms before entering. ‘
Residents are being spoken to respectfully and
without the use of cursive language. '

3. The Social Services Director and Administratlor
are reeducating all staff by 5/31/13 on
promoting dignity to our residents. This
fncludes encouraging residents to make their
13
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. #10 continued to restrict the forward movement of
“the resident. RN #4 advised CNA#10 to allow
+ Resident #11 to return to bed, and to get the

resident up in thirty (30) minutes for Adult Day

Care,

" Interview, on 04/25/13 at 9:35 AM, with Resident
. #11 revealed he/she had experienced in the past,
- staff who held the back of his/her wheeichair to

prevent him/her from returning to his/her room.
Resident #11 stated he/she wanted to return to

" his/her room to lie down this morning when CNA

#10 prevented him/her from returning to his/her

‘room. Resident #11 said he/she didn't see any

reason to complain about his/her being prevented
from returning to his/her room because, it '
happened all of the time arpund there,

Interview, on 04/25/13 at 10:00 AM, with Resident -
#16 revealed he/she was concerned about

i his/her privacy, Resident #16 stated that he/she

required staff assistance to the bathroom, and

: said staff did not close the bathroom door when

he/she was assisted to the toilet. Resident #16
stated he/she felt he/she had no privacy inthe

facility because staff 'barge' into his/her room

without knocking.

. Interview, on 04/25/13 at 4:50 PM, with the
. Director of Nursing revealed that Resident #11

should have been allowed to lay down before

" Adult Day Care and said the failure of staff to
. recognize the resident's right to choose in hisfher .

own daily activities identified the staffs lack of
understanding of resident rights,

and asking for permission to enter resident
rooms before entering, speaking respectfully at
all times to residents and without the use of
cursive language. A post test is being given to
ansure understanding. \

The Social Services Director and Social Services
Assistant will interview ten residents per month
times six months to ensure care is being
provided in a manner that maintains or
enhances dignity. Department heads including
the Administrator, Chaplain, Director of
Nursing, Assistant Directors of Nursing, Quality
of Life Director, and Staff Development
Coordinator will complete two call light audits
at random times weekly times 24 weeks to
énsure timely response. Department heads
including the Administrator, Chaplain, Director
of Nursing, Assistant Directors of Nursing,
Quality of Life Director, and Staff Development
Coordinator will complete random staff
observations on each hall weekly times four
weeks, then monthly times five months to
ensure staff are knocking on doors and asking
for permission to enter rooms. The results of
these audits will be forwarded to the Quality

CM5-2567(02-89) Previous Varsiona Obsclata Evant ID; QGEK 11
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' Observation, on 04/24/13 at 8:07 AM, reveaied

i F 24fecommendations.

5. June 7,2013

Certified Nursing Assistant {CNA) #10 walked into |

- Resident Room 2404 without knocking. A
resident was present in the room.

Observation, on 04/24/13 at 8:24 AM, revealed
Registered Nurse (RN) #1 walked into Room

. 2404 to give the resident medications without
knocking on the door,

- Qbservation, on 04/24/13 at 8:38 AM, revealed
CNA #4 walked into Room 2304 without
- Knocking,

Observation, on 04/24/13 at 8:45 AM, revealed
CNA #10 walked into Room 2204 without
+ knocking.

: Observation, on 04/24/13 at 9:00 AM, revealed
- CNA#5 walked into Room 2303 without
knocking.

. Interview, on 04/25/13 at 9:25 AM, with CNA #4
revealed the purpose of knocking on the door to
the resident's room was to let the resident know

: she was coming in, She stated she did not know ;

the policy related to knocking on resident's doors.
« She stated she was not trained to knock on the

doors and that she never knocked on a resident's

. door before entering their room.

, Interview, on 04/25/13 at 9:30 AM, with CNA #5

|

- revealed she knew the policy of the facility was to '

- Knock on a resident's door before entering their

room. She stated the reason to knock was to let -

CGMS.2567(02-89) Previous Vorsions Obsolete Evant ID: QGBK11 Fociiity (D: 100277 If continuntion shoet Page 12 of 29
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' the resident know she needed to enter the room
and to get permission to enter because this was

" the home of the resident. She revealed she had
been trained to knock on the resident's door, but

* had forgotten to knock at times. :

Interview during the Quality of Life Assessment
- Group Interview, on 04/23/13 at 2:00 PM, -
- revealed Resident #1 and Unsampled Resident A
. and Unsampled Resident B (all members of the
' resident council) complained call lights were
. turned off by staff and not answered timely, staff
- would not knock on their bedroom doors before
| entering and sometimes the staff would curse
which bothered them.

Observation of a second floor nursing unit . .
hallway, on 04/23/13 at 1:50 PM, revealed CNA
: #13 calling out loudly while walking down the
hallway and from approximately forty-two (42)
: feet to CNA #14, "Wait up, you're hauling ass”,

Interview with four (4) resldents in rooms in the
 vicinity of CNA #13's voice revealed none heard
CNA #13's expletive,

. Interview with CNA#13, on 04/23/13 at 2:45 PM,

. revealed she did not realize she had used the
words "hauling ass” out loud, but she knew it was
wrong of her to do 50, She stated she had been

'
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trained by the facility to respect and dignify the
' residents in their home, but she had let it slip.
. She also stated she would sometimes 'curse’ in
front of a resident, but it would just slip. CNA#13
further stated she had not received any
. disciplinary actions by the facility for cursing in |
_front of the residents.

Interview with CNA#14, on 04/23/13 at 2:55 PM,
. fevealed she heard CNA #13 tell her she was 1
"hauling ass” and she was aware it was wrong to
* do so. She stated she had been trained by the
' facllity not to curse or use other expletives in front |
| of the residents in their home, but sometimes she
*would slip up and curse, She also stated she had . ‘
. not received any disciplinary actions by the facility -
+for cursing in front of the residents,. CNA #13
stated she was aware she was to always knock
on a resldent's bedroom door before entering, but
sometimes she forgot.

Interview with CNA#11, on 04/24/13 at 4:10 PM,
. revealed she was aware some of the staff would
 turn off residents’ call lights and then forget to ,
- answer them. She stated she was trained to
answer call lights timely, but she was so busy she
| would not always do so and the residents would |
- have to call again for assistance. CNA #11 stated
she was not aware she was to always knock on ‘
. the resident's bedroom door before entering. i

* Interview with the Activity Director, on 04/24/13 at | ' K
- 1:00 PM, revealed she was the staff present in . ‘
- the resident council meetings and she was *
: responsible for writing the meeting minutes and

addressing resident concerns with Department
. Heads and the Administrator, She stated she
' was unaware there were ¢complaints about call
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lights not being answered timely, about staff not
- knocking on doors before entering or about staff
cursing.

Interview, on 04/25/13 at 2:20 PM, with the Staff

- Development Coordinator (SDC) revealed the

- staff are trained that residents have g right to go
into their room at any time. The SDC stated the .
staff were trained on all aspects of resident rights,

- Strategies to maintain resident rights, and that

 residents should be allowed to make their own

_decisions, Staff were tralned to understand that

' the facility was the resident's home and that staff -

. should request permission to enter the resident
room, by knocking prior to entry,

Interview with the Director of Nursing (DON,) on
04/24/13 at 4:45 PM, revealed CNA's were
- trained in orientation by the facility to treat all of
the resldents with dignity and respect which
“ would include not cursing or using other
expletives and answering call lights timely. She
. stated it was her responsibility to be aware of the
residents' complaints.
F 332 483.25(m)(1) FREE OF MEDICATION ERROR
88=D RATES OF 5% OR MORE

The facility must ensure that it is free of
medication error rates of five percent or greater,

This REQUIREMENT is not met as eviderced .
by:
Based on observation, interview, record review,

- review of the facility's policy and PharMerica's
2013 Specialized Long-term Care Nursing Drug

' F332

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING COMPLETED
B. WING 04/25/2013
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F 241
|

. 4 (1/07/(_3’

1. Resident #7 was assessed on 4/24/13 bya

Registered Nurse. The resident experienced no
F 33@dverse effects. The MD was notified on
4/24/13 by the Director of Nursing. RN #1 was
educated on 4/24/13 by the Staff Development
Coordinator, on G-tube medication
administration.

2. All other residents receiving medications
through a PEG tube or Dobhoff tube were
determined to be at risk. A review of these 11
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Handbook, it was determined the facility failed to

- ensure the medication pass was completed with

an error rate of less than five (5) percent, There

“were five (5) medication errors out of forty~two

(42) opportunities observed for a medication error .

rate of 11.9%

The findings include:

- Review of the facility's policy regarding

: Medication Administration-Naso-Gastric Tubes,
~ Gastrostomy and Jejunostomy Tubes, Effective
- 1212010, revealed when administering

medications through a gastrostomy tube
(G-tube), liquid medications were to be
administered first, followed by those medications

_that needed to be diluted.

Observation, on 04/24/13 during the 8:00 AM

. medication pass, revealed Registered Nurse

(RN) #1 prepared and administered medications
to Resident#7, RN #1 placed each crushed
medication and the opened Nexium capsule in

“individual medication cups. One at a time she put.

the medications into the syringe attached to the
gastrostomy tube. None of the medications had
been diluted with water. After each crushed

- medication was put in the syringe, it was followed

by water. The same occurred with the Nexium.

' The medications were noted to stick to the inside ,
- of the syringe. RN #1 moved the syringe back

' and forth to assist the medication in going down.

- When the medication administration was

: completed, there was a marked amount of

. medication stuck to the inside of the syringe.

Review of the Medication Administration Record
(MAR) dated April 2013 for Resident #7 revealed -

F 33Director of Nursing, Assistant Director of

charts was completed by 5731713 by the

Nursing, Staff Development Coordinator, Unit
Manager or Restorative Nurse Manager to
ensure that the resident has not been
experiencing any adverse affects for the last
menth. No adverse affects were identified,

The Director of Nursing and Assistant Directors
of Nursing identified other residents receiving
medication through enteral feeding devices.,
These residents are receiving medications per
p}hysician order and per policy for residents with
G tubes.

The Staff Development Coordinator had all
licensed staff re-educated by 5/31/13 on
édministering medications through enteral
feeding devices. The Staff Development
Coordinator will complete a Medication :
Administration Competency with all licensed
staff except for prn staff that have not worked
in over one pay period by 6/06/13 to ensure
proper technique.

The Staff Development Coordinator, Directqr of
Nursing, Assistant Director of Nursing, Unit
Manager or Restorative Nurse Manager will
complete a medication pass observation with
one nurse per week times four weeks for
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Physician's Orders for the following medications
to be given via the G-tube during the 8:00 AM
medication pass: Lopressor 50 mg; Multivitamin .
Tablet One (1) tablet; Nexium 40 mg; Cltrus

- Calcium with Vitamin D Tablet 200/250 mg. give
- two (2); and Tylenol 325 mg, two (2) tablets,

Review of PharMerica's 2013 Specialized
Long-term Care Nursing Drug Handbook
revealed Nexium could be given by gastric tube,
- The instructions specified to open the capsule
. and place the intact granules into a 60 mi
- catheter-tip syringe and mix with 50 m! of water.
The instructions then stated to replace the
plunger and shake vigorously for 15 seconds,
* The medication was to be administered
immediately after preparation and the tube |
flushed with additional water. ‘

" Interview, on 04/24/13 at 3:15 PM, with RN #1

. revealed she was "flustered” and did not put
water in with the medications which had been

- placed in the medication cups. She stated she
usually puts the water in with the medications to

_dissolve the pills. She stated the fagility policy
was to give each medication separately and to

- dissolve the medication in water. However, she
stated she did not do this five (5) times in a row

+ during the medication administration for Resident

#7.

Interview, on 04/25/13 at 9:15 AM, with Licensed
Practical Nurse (LPN) #4 revealed to administer
medications down a G-tube, they would be
crushed first and then water added to dissolve the
medication, He stated after the medication was
. administered, the tube would then be flushed with

water. LPN #4 revealed if rnedication was not

residents with G tubes, then two nurses per

F 332month times five months. The results of these
gbservations will be forwarded to the Quality
Assurance Committee for further review and
recommendations.

5. June7,2013
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F 332 Continued From page 17 ;
diluted with the water, the tube could clog and the '
medication not go down resulting in the resident
not receiving their medication.

“interview, on 04/24/13 at 9:50 AM, with the
Signature Nurse Consultant revealed the

- standard nursing practice to administer
medications down a G-tube was to dilute the :

" medicatlon in water before administration,

Interview, on 04/24/13 at 9:52 AM, with the

* Director of Nursing (DON) revealed staff who
administered medications should be familiar with

. those medications. She revealed mixing water |

- with G-tube medications was a standard practice.

“ Continued interview revealed the medication pass
was monitored by audits and competencies. She

. stated Staff Development did the check offs for
the nurse competency on medication

- administration,

Interview, on 04/24/13 at 2:35 PM, with Statf
. Development revealed there was an In-service on
- 03/15/13 which covered medication
 administration through a G-tube and RN #1 had
attended. However, the medication
administration by RN #1 via G-tube that was
observed during the med pass was inappropriate.
Staff Development revealed the skills check list
for the nurses did not include administering
' medications via G-tube, She revealed she did

not know who monitored the medication
" administration because she was new to her
position. ,
483.35(f) FREQUENCY OF MEALS/SNACKS AT
BEDTIME

F 368
88=F .

Each resident receives and the facility provides at !

B (
PREFIX {EACH CORRECTIVE ACTION SHOULD BE " COMPLETION
TAG CROSS.REFERENCED TO THE APPROPRIATE DAtE
DEFICIENCY)
F 332/
!
F 368

F 368 On 4-23-13 dietary staff and nursing staff (4&'7/13
present were educated by the Director of
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F 368 | Continued From page 18

least three meals daily, at regular times
comparable to normal mealtimes in the

" community,

There must be no more than 14 hours between a
+ substantial evening meal and breakfast the
following day, except as provided below,

The facility must offer snacks at bedtime daily.

NUTSINg, Dhetary Mianager, ASSStant DITector 6F

F 368Nursing, Restorative Nurse Manager and/or
Staff Development Coordinator on offering HS
snacks to all residents. On 4-23-13 resident#1
and un-sampled residents C and D were offered
an HS snack at bedtime by the nursing

department.

On 4/23/13 dietary staff and nursing staff

present were educated by the Director of

When a nourishing snack is provided at bedtime,

" up to 16 hours may elapse between a substantial
evening meal and breakfast the following day if a
resident group agrees to this meal span, and a
nourishing snack is served.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and review of
the facility's policy, it was determined the facility
failed to offer all residents on four (4) of four (4)
nursing units (who did not receive labeled house
supplements) with snacks at bedtime daily.

- The findings include:

Review of the facility's policy regarding
. Nourishments, dated 12-2010, revealed all
residents received nourishments and snacks,
House supplements/snacks would be offered to
'residents at 10:00 AM, 2:00 PM, and HS
(bedtime).

Interview with Resident #1, Unsampled Resident :

C and Unsampled Resident D during the Quality
of Life Assessment Group Interview, on 04/23/13

Nursing, Dietary Manager, Assistant Director of
Nursing and/or Staff Development Coordinator

on offering HS snacks to all residents. On 4-23-
13 HS snacks were offered to ali residents by
the nursing department.

The Staff Development Coordinator, Director of
Nursing, Dietary Manager, Assistant Director of
Nursing and/or Restorative Nurse Manager
completed education by 5/31/13 to all nursing
staff and dietary staff on offering snacks to
residents in the evening when the dietary staff
deliver a nourishment cart to each. The Dietary
Manager re-educated all dietary staff on ,
5/31/13 on providing nourishment carts, with a
variety of snacks, to each nurses station every
evening at 8pm. Effective 5/31/13, the
nourishment cart will be offered 3 times a day
to all residents. All residents with g physicians
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' . order for a fortified snack will continue come
F 368 Continued From page 18 . F 368out on the nourishment cart individually
at 2:00 PM, revealed they did not get snacks in labeled,

the afternoon or at bedtime at this facility.

Observation of the two (2) nursing units on the 4. The Dietary Manager will audit the nourishment

first floor of the facility at 3:00 PM and 3:10 PM cart five days a week times eight weeks, then
TQSPECﬁVG’Y| on 04/24/13 r:vealed labeled dietary weekly timesa4. weeks to ensure that a variety
house supplements (snacks) were deliverad to of snacks are offered to all residents,

- those identified residents by Certified Nursing
Assistant (CNA) #11. Observation of the two (2)

nursing units on the second floor of the facility at - The Director of Nursing, Assistant Director of

. 3:35 PM on 04/24/13 rgvealgd CNA#12 delivered Nursing, Administrator, Staff Development
tsl;rwea::::cks to those resident's with labeled : Coordinator, Restorative Nurse Manager or

: Manager on Duty will audit the snack pass once

- Interview with CNA#11, at 4:30 PM on 04/24/13, - daily, Monday through Friday for 4 weeks and

revealed she passed the 3:00 PM labeled snacks |
: to those residents identified and she did not offer

then monthly for # months to ensure snacks are

- @ snack at that time or at bedtime to any of the being offered to all residents,
' residents who did not have a labeled snack., She !
stated she had an orientation at the facility, but The Social Services Director, Chaplain,
she did not remember having been told to pass .. , )
' snacks to all of the residents at 3:00 PM or at Administrator, Dietary Manager or Director of
- bedtime. , Nursing will interview 10 residents per month

for months to ensure snacks are being offered

Interview with CNA#12, at 440 PM on 04724113,
and accommodate their wants and needs.

revealed she passed the 3:00 PM labeled snacks
to those residents identified and she did not offer

a snack at that time orhat bedtingz to any oL thgh The results of these audits will be forwarded to
residents who did not have a labeled snack. She : . .

also stated she had an orientation at the facility, the Quality Assurance Committee for further

- but she did not remember having been told to

pass snacks to all of the residents at 3:00 PM or
at bedtime. 5. June 7, 2013

review and recommendations. :

Interview with Licensed Practical Nurse (LPN) #5,
"on 04/24/13 at 5:00 PM, revealed the labeled
' snacks were usually delivered to the nursing
station at 3:00 PM each day and it was the CNAs' :
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responsibility to deliver those snacks to the
residents, She stated the residents without
labeled snacks were not offered snacks to her
knowledge and the CNAs did not document
regarding snacks delivered to any of the
residents,
- Interview with the first floor Assistant Director of
- Nursing (ADON), on 04/24/13 at 5:15 PM,
revealed it was her understanding the CNA's ‘
+ should offer all of the residents a bedtime snack
and they should have been trained by the facility
to do 50. She stated she was unaware all of the
' residents did not receive a bedtime snack,
. Interview with the Director of Nursing, on ‘
- 04/24/13 at 5:30 PM, revealed all of the residents Faal

in the facility should be offered snacks by the
CNA's and they were trained in orientation to do
s0 per the facility policy. She stated she was

unaware the residents were not offered snacks

but it was her responsibillty to monitor all of the

residents' care.

F 441 483.65 INFECTION CONTROL, PREVENT

§5=0 1 SPREAD, LINENS

' The facility must establish and maintain an

. Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(@) Infection Control Program
The facility must establish an Infection Control
i Program under which it -
(1) Investigates, controls, and prevents infections

- in the facility,

. (2) Decides what procedures, such as isolation,

1. On4/23/13a sign was placed on resident #9’s d/ﬂ 7%5
door to alert the residents that this resident is
on droplet precautions. The gowns and mask
on top of the cart were discarded on 4/23/13 by
F 44%he Director of Nursing and a new supply was
placed in the residents’ infection control cart
outside of the residents’ room.

Residents #9 and #10 and un-sampled residents
#A,B,C.D,E F,GandH had a nursing
assessment completed by 5/28/13 :
and are exhibiting no signs or symptoms of
infection. '
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F 441 Continued From page 21
should be applied to an individual resident: and

(3) Maintains a record of incidents and corrective

actions related to infections.

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

: isolate the resident.

- (2) The facility must prohibit empioyees with a

- communicable disease or infected skin lesions

i from direct contact with residents or their food, if
direct contact will transmit the disease,
(3) The facility must require staff to wash their

hands after each direct resident contact for which

hand washing is indicated by accepted
professional practice.

(¢) Linens
- Personnel must handle, store, process and
transport linens so as to prevent the spread of
- infection,

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review,
and review of the facility's policy, it was
. determined the facility failed to maintain an
Infection Control Program to provide a safe and
. sanitary environment for two (2) of twenty-four
(24) sampled residents (Residents #9 and 10)
- and eight (8) of eight (8) unsampled residents,

(Unsampled Residents A B CDEF GandH)."

Housekeeper's did not follow isolation
" precautions when cleaning these resident's
| rooms,

Housekeepers # 3 and #4 were re-educated on

F 4414-25-13 on infection control policies and
procedures regarding isolation and personal
protective equipment by the staff development
Eoordinator.

2. All residents have the potential to be affected.
Housekeepers working in isolation rooms will
be observed the week of 5/20/13, by the
l;fousekeeping Director, Director of Nursing,
Assistant Director of Nursing or Staff
Development Coordinator for following
infection control policies while caring for
residents on cleaning resident rooms. Any
issued identified will be addressed immediately
and the Administrator will be notified.

3. The Staff Development Coordinator and
Environmental Services Director re-educated all
housekeeping staff on 5/14/13 and 5/17/13 on
following infection control policies when
cleaning the rooms of any residents with any
isolation precautions, A post test was given.to
ensure understanding. '

The Housekeeping Director was re-educated on
5/14/13by the Staff Development Coordinator
on infection control policies and procedures
including isolation policy and procedures aqd
personal protective equipment,
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The findings include:

Review of the facility's Infection Control Policy
titled Isolation- Categories of Transmission-Based
' Precautions, revised August 2012, section Gloves
. and Handwashing revealed that in addition to

wearing gloves as outlined under Standard

precautions, the staff was to wear gloves when
- entering the room; while caring for a resident, the
staff was to change gloves after having contact
“ with infective material (for example, fecal material |
~and wound drainage); the staff was to remove
gloves before leaving the room and perform hand |
hygiene; and after rémoving gloves and washing |
hands, the staff was to not touch potentially :
contaminated environmental surfaces or iterns in
the resident's room, Section Signs revealed the !
- facility would implement a system to alert staff to
the type of precaution residents required. The
facility would post the appropriate notice on the
room entrance door and on the front of the
resident's chart so all personnel would be aware
- of the precautions, or be aware that they must
- first see a nurse 1o obtain additional information
about the situation before entering the room.

- 1. Observation during tour of the facility, on

: 04/23/13 at 9:30 AM, revealed Resident #9's daoor

to be open with an isolation cart with gowns,

gloves, and masks lying on top of the cart.

" Interview with the Medical Records Director,
touring with the surveyor, revealed the resident
was in Droplet Isolation, due to a Methicillin
Resistant Staphylococcus Aureus {(MRSA)
infection in the sputum. Additional observations,
at 11:06 AM, 1:05 PM, and 2:30 PM, revealed no

- evidence of signage on the door alerting staff or

4. The Environmental Services Director will

F 441complete audits once a week times four weeks,
then twice monthly times five months to ensure
appropriate infection control procedures are
being followed. The resuits of these audits will
be forwarded to the Quality Assurance
Committee for further review and
recommendations.

5. June7,2013
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, visitors to the resident's infection,

Review of Resident #9's ciinical record revealed ;
an admission date of 04/10/13, with diagnoses of
- Chronic Airway Obstruction with Acute
Respiratory Failure, Methicillin Resistant
" Staphylococeus Aureus (MRSA) in Sputum, and '
Pneumonia. The resident was placed on
respiratory isolation (droplet) precautions and was
in a private room, '

- However, observation of Housekeeper #3, on
- 04/25/13 at 1:30 PM, revealed a clean gown was
. draped over the dirty housekeeping cart outside
i the resident's room, the housekeeper tied the
neck and slipped it over their head and enter the
room, Gloves and mask were observed to be
worn; however, the housekeeper picked up the
trash in the resident's room, and came outside
the room, wearing the same gloves, mask, and
gown. Housekeeper #3 did not wash her hands.
Observation revealed the housekeeper to push
the garbage down with her gloved hands, deep
into the housekeeping cart trash to make more ;
room for the trash. The housekeeper was also
' observed to attach a small bag of soiled towels to

the side of the linen cart. The Housekeeper went .
- back into the room and proceeded to clean the
- overbed table, while picking up two drinking .
- glasses and a water pitcher, and moved them to
. the other side of the overbed table, wearing the

sarme dirty gloves. The housekeeper picked up
: the resident’s urinal and carried it to the bathroom
*to empty, then returned the urinal to the bedside

table. Atthis time, the housekeeper was
' observed to use sani-wipes to ¢lean the resident's

sink, and walk to the resident's overbed table. _
+ Housekeeper #3 picked up the resident's drinking
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- glass again, and moved it to the other side of the

overbed table without washing her hands or
changing her gloves.

Interview with Housekeeper #3, on 04/25/13 at
2:30 PM, revealed she should have removed her
gown and changed her gloves before coming out
of the room, and should have washed her hands
. before going back into the room. Housekeeper
#3 stated she had received training on infection

control and how to properly clean the rooms:
- however, admitted she did not complete the

cleaning procedure correctly. The Housekeeper

could not give a reason why.

Interview with the Housekeeping Manager, on
- 04/25/13 at 10:00 AM, revealed airborne

precautions are taught on hire, and how far it can

be contagious across the room. The

Housekeeping Manager stated she knew staff

should always put on gown, glove, and mask

- when going into a room to prevent the spread of

infection.

Interview with the Staff Development Coordinator

. (8DC), on 04/25/13 at 2:30 PM, revealed all

newly hired staff gets OSHA training regarding

blood borne pathogens, infection contral, and

standard precautions. The SDC also stated all

housekeepers were inserviced yesterday on

. cleaning procedures for airborne infections, The

SDC stated the housekeeper should not have

pushed the trash into the outside garbage, and
. should have removed her gloves and washed her .
hands before coming out of the room, The SDC

stated the housekeeper should also have
changed her gloves and washed her hands
- before handling the resident's drinking glass.

F 441
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Interview with the Director of Nursing, on

. 04/26/13 at 2:30 PM, revealed staff should always
change gloves and wash hands after transporting
anything outside the room. The DON stated she |
did not like gloves in the haliway. ‘

' Interview the Administrator, on 04/25/13 at 3:30

PM, revealed housekeepers are to be trained on

. the proper procedure for cleaning with droplet
precautions. The administrator stated she
ensures training is being completed by monitoring |
staff development by sitting in on some of the .
trainings, as well as receiving a checklist after
each new hire to ensure that all training has been
completed.

Review of Housekeeper #3's training record
revealed she had received training from the SDC,

» on 04/24/13, one day prior to the surveyor
observations made with Resident #9, on
04/25113.

2. Review of the clinical racord for Resident #10
- revealed the facility admitted the resident on
03/19/13 with diagnosis of Tachycardia, Chronic
Ischemic Heart Disease, Chronic Kidney Disease, \
Hypertension, and Bladder Infection. Resident
#10 was diagnosed with Clostridium Difficile
: (G-Diff) on 04/20/13. Review of Resident #10's
- admission assessment dated 03/28/13, revealed
the facility assessed Resident #10 as a leve! 2 for
bowel, which meant frequently incontinent.

Observation of Resident #10's room, on 04/23/13
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8:30 AM, revealed Personal Protective

Equipment (PPE) on Residents #10's door and a
sign that stated for staff and visitors to see the
nurse,

Observation of Housekeeper #4, on 04/23/13
8:30 AM, revealed Housekeeper #4 was wearing '

. only gloves while ¢leaning the bathroom, mopping
. Resident #10's floors and throwing out Resident
' #10's trash, Continued observation of

Housekeeper #4, on 04/24/13 10:00 AM,

- revealed Housekeeper #4, was wearing only
- gloves while cleaning the bathroom, mopping the

floor and emptying the garbage.

Review of the training, in which Housekeeper #4 |
received, on Standard Precautions for Contact

" Transmission, revealed touching certain germs

could cause the spread of disease and
sometimes touching an infected person or having
direct contact with the germ, Sometimes touching
an object that has been handled by an infected

- person or having indirect contact with the

infection.

Interview with Housekeeper #4, on 04/24/13

" 10:00 AM, revealed when she cleaned a room,

she emptied the garbage can, dusted the bedside
table and shelves, and ¢leaned the toilets and

- sinks, Housekeeper #4 stated she did not place a -

gown on when she cleaned Resident #10's sink
and toilet. Housekeeper #4 stated she did not
know what type of isolation Resident#10 was in
and that she should have asked the nurse what
type of precautions Resident #10 was in,
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. Housekeeper #4 stated she did not know what
C-Diff was. She thought if she did not come in
contact with the resident, she would not need a
+ gown. Further interview with Housekeeper #4
revealed she was not trained on Contact
Precautions.

Interview with the Housekeeping Manager, on
1 04/24/13 10:19 AM, revealed the housekeeping
" staff needed to read the sign on the residents
, door and then put on what was on the residents
" door. The Housekeeping Manager stated that she
taught on air borne precautions and how far to go |
across the room. The Housekeeper stated she
taught her staff about Vancomycin Resistant
Enterococcus (VRE) and Methicillin Resistant
Staph Aureus (MRSA). The Housekeeping ‘
: Manager stated she did not know about C-Diff,
“but she knew it was in the feces. Staff know to
- gown up when a resident has C-Diff. The
- Housekeeping Manager stated the housekeeping
staff clean the sinks, showers, shower chairs,
potty chairs, wheelchairs and toilets. She stated
+ she talks to her staff about how highly contagious
VRE, MRSA and C.Diff were, The Housekeeping |
. Manager further stated they put gowns on to
' prevent the spread of germs to others or
themselves,

| Interview with Staff Development, on 04/24/13

" 11:16 AM, revealed she trained the housekeeping
staff about blocod borne pathogens, standard

| precautions, HIV and hepatitis. They talked about

' what precautions to take. The Staff Development |
Coordinator stated they educated the staff to ask
the nurse about what precautions the resident
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may be on. They teach about air borne, blood
borne, contract transmisgion and droplet
precautions. The Staff Development Coordinator |
stated they do not teach the housekeeping staff if 5
they do not come in contact with the resident they

' do not need to wear PPE, If the staff do notwear |

- PPE they can become infected with the organism

t and Infect others. The Staff Development {
Coordinator stated that when a staff member was

. oriented to the facility they were to complete an

' exam on Standard Precautions.

Record review revealed Housekeeper #4 did not
take an exam on Standard Precautions,
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CFR: 42 CFR 483‘70(3)

BUILDING: 01

PLAN APPROVAL: 2009
SURVEY UNDER: 2000 New
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: Two (2) stories, Type Il
(000)

- SMOKE COMPARTMENTS; Six (6) smoke
_ Compartments.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors,

SPRINKLER SYSTEM: Complete automatic. wet
- sprinkler system, '

GENERATOR: Type Il generator, fue sourge is
diesel,

A standard Life Safety Code survey was
conducted on 04/23/13. Sunrise Manor was found
not to be in compliance with the requirements for
participation in Medicare and Medicaid. The '
facility is certified for one hundred thirty seven
- (137) beds with a census of one hundred twenty
five (125) on the day of the survey. ,

The findings that follow demonstrate
- honcompliance with Title 42, Code of Federal
, Regulations, 483.70(a) et seq. (Life Safety from

'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGRATORE TITLE %5 DATE
LUN n 5 Tz
i ng It is detbrmindd that

ds, provide sufficient protection to the patients, (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
ig thé-dafe of Survey whether or not a plan of correction is provided. For nursing hamaes, the above findings and planS‘,d(Cbrlﬁectiap"are dlsctasabfg 14
flowing the date these documants are made available to the facility. 1t deficiencies are cited, an approved plan of correction s requisite to cogtinu@d

f participation.
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Deficiencies were cited with the highest
deficiency identified at "F" level,
K029 NFPA 101 LIFE SAFETY CODE STANDARD

S&=D
Hazardous areas are protected in accordance

with 8.4. The areas are enclosed with a one hour

fire-rated barrier, with a 3/4 hour fire-rated door,

without windows (in accordance with 8.4), Doors

are self-closing or automatic closing in
accordance with 7,2,1.8.  18.3.2.1

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
“determined the facility failed to meet the
requirements of Protection of Hazards in
accordance with NFPA Standards. The

. deficiency had the potential to affect one (1) of six

' (6) smoke compartments, residents, staff and
visitors. The facility is certified for one hundred
thirty seven (137) beds with a census of one
hundred twenty five (125) on the day of the

survey. The facility failed to maintain the i ntegrity

of a separation wall between two identified
hazardous areas.

The findings include:

Observation, on 04/23/13 between 10:30 AM and

3:00 PM, with the Director of Maintenance

revealed the hazard room protecting the fuel fired

- natural gas water heaters had louvered vents in
the wall to another hazardous storage room
which paint and other maintenance items were
being stored.

1. Paint is not being stored in the water heater

K gJ&°m or outer room surrounding the water
heater. Hazardous areas are protected in
accordance with 8.4. The facility is maintaining
the integrity of a separation wall between two
identified hazardous areas.

2. Paint and other family materials are being
stored in appropriate locations per Life Safety
Code. Hazardous areas are protected in
accordance with 8.4. The facility is maintaining
the integrity of a separation wall between two
identified hazardous areas.

3. The Administrator reeducated facility plant
operations staff on 5/21/13 on appropriate
storage of paint and other flammable materials
and maintaining the integrity of separation
walls between two identified hazardous areas.

4. The Administrator or Regional Plant Operations
Director will complete monthly audits times six
months to ensure paint and other flammable
materials are not being stored in the hot water
heater areas. The results of these audits will be
forwarded to the Quality Assurance Committee
for further review and recommendations.

Gtz
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Interview, on 04/23/13 between 10:30 AM and

+ 3:00 PM, with the Director of Maintenance
revealed he was not aware the hazardous room
for fuel fired natural gas water heaters could not

. be open to another hazard room with combustible -
storage.

Reference:
'NFPA 101 (2000 Edition).

18.3.2 Protection from Hazards.

18.3.2.1* Hazardous Areas,

Any hazardous area shall be protected in

accordance with Section 8.4. The areas

described in Table 18.3.2.1 shall be protected as
" indicated,

Table 18,3.2,1 Hazardous Area Protection

Hazardous Area Description
Separation/Protection

" Boiler and fuel-fired heater rooms 1 hour
Central/bulk laundries larger than 100 ft2 (9.3

. m2)1 hour
Laboratories empiloying flammable or
combustible materials in quantities less than
those that would be considered a severe
hazard See 18.3.6.3.4

' Laboratories that use hazardous materials that
would be classified as a severe hazard in
accordance with NFPA 99, Standard for Health
Care Facilities 1 hour

- Paint shops employing hazardous substances
and materials in quantities less than those that

- would be classified as a severe hazard 1 hour
Physical plant maintenance shops 1 hour
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' Soiled linen rooms 1 hour
Storage rooms larger than 50 ft2 (4.6 m2) but not
exceeding -
100 12 (9.3 m2) storing
combustible material  See 18.23.6.3.4 K 45
Storage rooms larger than 100 ft2 (3.3 m2)
storing combustible N , (4/(;7 ’
material 1 hour 1. Additional lighting has been installed at 15
Trash collection rooms 1 hour stairwells C and D to provide the required
i;gfg NFPA 101 LIFE SAFETY CODE STANDARD K Q4B umination outside an exit for discharge,

HNlumination of means of egress, including exit
discharge, is arranged so that failure of any single
lighting fixture (bulb) will not leave the area in
darkness. (This does not refer to emergency

lighting in accordance with section 7.8.)  18.2.8

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure exits were

- equipped with lighting in accordance with NFPA

standards. The deficiency had the potential to
affect two (2) of six (8) smoke compartments,
residents, staff and visitors. The facility is certified

. for one hundred thirty seven (137) beds with a

census of one hundred twenty five (125) on the
day of the survey. The facility failed to provide
required ilumination outside an exit for discharge,

The findings include:

- Observation, on 04/23/13 between 10:30 AM and

3:00 PM, with the Director of Maintenance
revealed the exits located in stairwell ¢, and D did
not have a light installed outside to provide the

requlred illumination for exit discharge. The exits

Hlumination of means of egress, including exit
discharge, is arranged so that failure of any
single lighting fixture {bulb) will not leave the
area in darkness,

2. lighting is appropriate at all stairwells to
provide the required illumination outside an
exit for discharge. Illumination of means of
egress, including exit discharge, is arranged so
that failure of any single lighting fixture (bulb)
will not leave the area in darkness.

3. The Administrator has reeducated the facility
plant operations staff on 5/21/13 on utilizing
appropriate lighting in stairwell areas to ensure
the illlumination of means of egress, including
exit discharge, is arranged so that failure of any
single lighting fixture (bulb) will not leave the
area in darkness.
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were equipped with a light fixture with ohly one
bulb installed.

Interview, on 04/23/13 between 10:30 AM and
' 3:00 PM, with the Director of Maintenance '
. revealed he was not aware the exits did not have
the required ilumination for egress lighting.
' Reference NFPA 101 (2000 edition)
18.2.7 Discharge from Exits.

be arranged in
7.

Discharge from exits shall
- accordance with Section 7

18.2.8 Mumination of Means of Egress,

Means of egress shall be ituminated in
accordance with Section 7.8,

' 7.7 DISCHARGE FROM EXITS
7.7.1*

Exits shall terminate directly at a pubiic way or at
an exterior exit discharge, Yards, courts, open

- Spaces, or other portions of the exit discharge
shall be of required width and size to provide all
Occupants with a safe access to a public way.

- Exception No. 1. This requirement shall not apply
to interior exit discharge as otherwise provided in
7.7.2.

Exception No. 2: This re
to rooftop exit discharge
7

quirement shall not apply

as otherwise provided in

Exception No, 3: Means of egress shall be

- permitted to terminate in an exterior area of
refuge as provided in Chapters 22 and 23.

T

4. The Plant Operations Director will audit the ’

K 04 hting in the facility stairwells monthly times
six months to ensure emergency lighting is in
accordance with section 7.8 and functional, The
results of these audits will be forwarded to the
Quality Assurance Committee for further review

and recommendations.

5. June7 2013
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Not more than 50 percent of the required number

. of exits, and not more than 50 percent of the
required egress capacity, shall be permitted to
discharge through areas on the level of exit
discharge, provided that the criteria of 7.7.2(1)
through (3} are met;

. (1) Such discharge shall lead to a free and
unobstructed way to the exterior of the building,
and such way is readily visible and identifiable

~from the point of discharge from the exit,

(2) The level of discharge shall be protected
 throughout by an approved, automatic sprinkler

i System In accordance with Section 9.7, or the
portion of the level of discharge used for this
purpose shall be protected by an approved,
automatic sprinkler system in accordance with
Section 9.7 and shall be separated from the
nonsprinklered portion of the floor by a fire
resistance rating meeting the requirements for

_the enclosure of exits (see 7.1 3.2.1),

' Exception: The requirement of 7.7.2(2) shall not
apply where the discharge area is a vestibule or
foyer meeting all of the following:

(a) The depth from the exterior of the building
shall not be more than 10 ft (3 m) and the length
shall not be more than 30 ft (9.1 ).

(b) The foyer shall be separated from the
remainder of the level of discharge by
construction providing protection not less than the

+ @quivalent of wired glass in steel frames, '
(c) The foyer shall serve only as means of
egress and shall include an exit directly to the
outside,

(3) The entire area on the level of discharge shall !

' be separated from areas below by construction
having a fire resistance rating not less than that
required for the exit enclosure,

Exception No. 1: Levels below the level of
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discharge shall be permitted to be open to the
level of discharge in an atrium in accordance with
. 8.2.5.6,
Exception No. 2: One hundred percent of the
exits shall be permitted to discharge through
areas on the level of exit discharge as provided in
. Chapters 22 and 23,
Exception No. 3: In existing buildings, the 50
percent limit on egress capacity shall not apply if
the 50 percent limit on the required number of
exits is met,
7.7.3
The exit discharge shall be arranged and marked
to make clear the direction of egress to a public
way. Stairs shall be arranged so as to make clear
the direction of egress to a public way, Stairs that
continue more than one-half story beyond the
level of exit discharge shall be interrupted at the
“level of exit discharge by partitions, doors, or
other effective means.
" 7.7.4
. Doors, stairs, ramps, corridors. exit
passageways, bridges, balconies, escalators,
moving walks, and other components of an exit
discharge shall comply with the detailed
. requirements of this chapter for such
components.
7.7.5 Signs.
(See 7.2.2.5.4 and 7.2.255)
7.7.8
Where approved by the autherity having \
- jurisdiction, exits shall be permitted to discharge
" to roofs or other sections of the building or an
adjoining building where the following criteria are
met;
(1) The roof construction has a fire resistance
rating not less than that required for the exit

enclosure.

[
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(2) Thereis a continuous ang safe means of
egress from the roof,

7.8 ILLUMINATION OF MEANS OF EGRESS

1 7.8.1 General,
7.8.1.1*

- llumination of means of egress shall be provided
in accordance with Section 7.8 for every building
and structure where required in Chapters 11
through 42, For the purposes of this requirement,
exit access shall include only designated stairs,
aisles, corridors, ramps, escalators, and

- passageways leading to an exit, For the purposes
of this requirement, exit discharge shall include
only designated stairs, aisles, corridors, ramps,
escalators, walkways, and exit passageways

* leading to a public way.

7.81.2
Humination of means of egress shall be
continuous during the time that the conditions of
occupancy require that the means of egress be
available for use. Artificial lighting shall be
employed at such locations and for such periods
of time as required to maintain the illumination to
the minimum criteria values herein specifieq,
Exception: Automatic, motion sensor-type
lighting switches shall be permitted within the
means of egress, provided that the switch
controllers are equippad for fail-safe operation,
the illumination timers are set for a minimum

*15-minute duration, and the motion Sensor is
activated by any occupant movement in the area
served by the lighting units,
7.8.1.3*

The floors and other walking surfaces within an
exit and within the portions of the exit access and -
exit discharge designated in 7.8.1,1 shall be
iluminated to values of at least 1 fi-candle (10
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lux) measured at the fioor.
Exception No. 1: In assembly occupancies, the ‘
illumination of the floors of exit access shall be gt |
least 0.2 ft-candle (2 lux) during periods of
performances or projections involving directed
light.
Exception No, 2% This requirement shall not
apply where operations or processes require low
, lighting levels,
7.8.1.4 K47
Required illumination shall be arranged so that ' / 7
 the failure of any single lighting unit does not 1. Stairwells A & B have exit signs leading people éxﬁ‘” -
result in an itumination level of less than 0.2 ~ . T :
- ft-candie (2 lux) in any designated area, to the Outr:!de and. lndv.catmg‘whuch floc?r they
K 047 . NFPA 101 LIFE SAFETY CODE STANDARD K 047re on. bExit and directional signs are displayed
8S8=E g with cantinuous illumination also served by the
Exit and directional signs are displayed with ——
continuous illumination also served by the emergency lighting system.
emergency lighting system in accordance with ] . .
section 7.10.  18.2.10.1. 2. All stairwells have appropriate signage to
indicate which floor they are on and which way
to the outside exit. Exit and directional signs
This STANDARD is not met as evidenced by: are displayed with continuous Mumination also
' Based.on observa.ti'on and interview, it was slerved by the emergency lighting system.
" determined the facility failed to ensure exit signs
were maintained in accordance with NFPA - "
- , a
standards, The deficiency had the potential to 3. The Adlmlmstratm reeducated fa"_",’t?’ plant
affect four (4) of six (6) smoke compartments, operations staff on 5/21/13 on utilizing
residents, staff and visitors, The facility is certified appropriate signage for exits and that exit and
for one hundred thirty seven (137) beds with a — , . . .
census of one hundred twenty five (125) on the directional signs are displayed with continuous
day of the survey. The facility failed to ensure illumination also served by the emergency
exits in stairwells were clearly recognizable with lighting system.
proper exit signage. '
 The findings include: 4. The Plant Operations Director will audit the
' stairwells monthly times six months to ensyre
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signage is available and visible. The results of

K047 Continued From page 9 K 04hese audits will be forwarded to the Quality
- Observation, on 04/23/13 between 10;30 AM and ittee for i r revie
3:00 PM, with the Director of Maintenance Assurance Committee for further review and
revealed the interior of stairwells A, and B did not
have an exit sign making the path of egress
clearly recoghizable. 5. lune?,2013

recommendations.

Interview, on 04/23/13 between 11:00 AM and
- 3:00 PM, with the Director of Maintenance
revealed he was not aware the interior of the
. stairwells did not have proper exit signage.

Reference: NFPA 101 (2000 edition)

18.2 MEANS OF EGRESS REQUIREMENTS
18.2.1 General,

Every aisle, passageway, corridor, exit discharge,
exit location, and access shall be in accordance
with Chapter 7.

Exception: As modified by 18.2.2 through

18.2.11,

18.2.10 Marking of Means of Egress.

118.2.10.1
Means of egress shall have $igns in accordance
with Section 7.10.

7.10 MARKING OF MEANS OF EGRESS
+7.10.1 General.
7.10.1.1 Where Required,

' Means of egress shall be marked in accordance
with Section 7.10 where required in Chapters 11
through 42
7.10.1,2" Exits.

Exits, other than main exterior axit doors that
obviously and clearly are ldentifiable as exits,
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shall be marked by an approved sign readily

- visible from any direction of exit access.

7.10.1.3 Exit Stair Door Tactile Signage,
Tactile signage shall be located at each door into

. an exit stair enclosure, and such signage shall

read as foliows:
EXIT

- Signage shall comply with CABO/ANSI A117.1,

American National Standard for Accessible and

- Usable Buildings and Facilities, and shall be

installed adjacent to the latch side of the door 60
in. (152 cm) above the finished floor to the
centerline of the sign,

- Exception: This requirement shall not apply to

existing buildings, provided that the occupancy
Classification does not change,

7.10.1.4" Exit Access,

Access to exits shall be marked by approved,
readily visible signs in all cases where the exit or

" way to reach the exit is not readily apparent to the

cccupants. Sign placement shall be such that no
point in an exit access corridor is in excess of 100 .
ft (30 m) from the nearest externally iluminated
sign and is not in excess of the marked rating for
internally illuminated signs.

Exception: Signs in exit access corridors in
existing buildings shall not be required to meet
the placement distance requirerments.

- 7.10.1.5* Floor Proximity Exit Signs.

Where fioor proximity exit signs are required in

: Chapters 11 through 42, signs shali be placed
" near the floor level in addition to those signs

required for doors or corridors. These signs shall

* be iluminated in accordance with 7.10.5.

Externally illuminated signs shall be sized in
accordance with 7,10.6.1. The bottom of the sign
shall be not less than 6 in. (15,2 cm) but not more

- than 8 in, (20.3 cm) above the floor. For exit
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doors, the sign shall be mounted on the door or
adjacent to the door with the nearest edge of the
sign within 4 in. (10.2 cm) of the door frame.
7.10.1.8" Floor Proximity Egress Path Marking.

- Where floor proximity egress path marking is
required in Chapters 11 through 42, a listed and
approved floor proximity egress path marking
system that is internaily illuminated shall be

" installed within 8 in. (20,3 cm) of the floor. The
system shall provide a visible delineation of the
path of travel along the designated exit access
and shall be essentially continuous, except as

- interrupted by doorways, hallways, corridors, or

" other such architectural features. The system
shall operate continuously or at any time the
building fire alarm system is activated. The
activation, duration, and continuity of operation of

" the system shall be in accordance with 7.9.2.
7.10.1.7* Visibility,

Every sign required in Section 7,10 shall be

- located and of such size, distinctive color, and
design that it is readily visible and shall provide
contrast with decorations, interior finish, or other

- signs. No decoratlons, furnishings, or equipment
that impairs visibility of a slgn shall be permitted.

- No brightly illuminated sign (for other than exit
purposes), display, or object in or near the line of
vision of the required exit sign that could detract

 attention from the exit sign shali be permitted.
7.10.2* Directional Signs.

' A sign complying with 7,10,3 with a directional
indicator showing the direction of travel shall be
placed in every location where the direction of
travel to reach the nearest exit is not apparent.

. 7.10.3* Sign Legend.

* Bigns required by 7.10.1 and 7.10.2 shall have
the word EXIT or other appropriate wording in
plainly legible letters.
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7.10.4* Power Source,
Where emergency lighting facilities are required
by the applicable provisions of Chapters 11
through 42 for individual cccupancies, the signs,
other than approved self-luminous signs, shall be
" llluminated by the emergency lighting facilities.
The level of illumination of the signs shall be in
accordance with 7,10.6,3 or 7.10.7 for the
" required emergency lighting duration as specified
in 7.9.2.1. However, the level of illumination shall

be permitted to decline to 80 percent at the end of

the emergency lighting duration.
7.10.5 litlumination of Signs.
7.10.5,1* General.
Every sign required by 7.10.1.2 or 7.10.1.4, other
than where operations or processes require low
lighting levels, shall be suitably illuminated by a
reliable light source, Externally and internally
iluminated signs shall be legible in both the
normal and emergency lighting mode.
7.10.5.2* Continuous lllumination.
Every sign required to be illuminated by 7.10.6.3
- and 7.10.7 shall be continuously illuminated as
required under the provisions of Section 7.8,
Exception™; lilumination for signs shall be
+ permitted to flash on and off upon activation of
the fire alarm system,
~7.10.6 Externally lluminated Signs.
7.10.6.1* 8ize of Signs.
Externally illuminated signs required by 7.10.1
and 7.10.2, other than approved existing signs,
shall have the word EXIT or other appropriate

wording in plainly legible letters not less than 6 in.

(156.2 em) high with the principal strokes of letters
not less than 3/4 in. (1.9 cm) wide. The word
EXIT shall have letters of a width not less than 2
<in. (5 cm), except the letter |, and the minimum
spacing between letters shall be not less than 3/8
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i, (1 cmy). Signs larger than the minimum

- established in this paragraph shall have lettar

widths, strokes, and spacing in propartion to their
height.

Exception No. 1: This requirement shall not apply
to existing signs having the required wording in
plainly legible letters not less than 4 in. (10.2 cm)
high. '
Exception No. 2: This requirement shall not app!y

' to marking required by 7.10.1.3 and 7.10.1.5,

7.10.6.2* Size and Location of Directional

Indicator.
The directional indicator shall be located outside

of the EXIT legend, not less than 3/8 in, (1 ¢cm)

. from any letter. The directional indicator shall be

of a chevron type, as shown in Figure 7.10.6.2,
The directional indicator shall be identifiable as a
directional indicator at a distance of 40 ft (12,2

m). A directional indicator larger than the
minimum established in this paragraph shall be

- proportionately increased in height, width and

stroke. The directional indicator shall be located
at the end of the sign for the direction indicated.

- Exception: This requirement shall not apply to
“approved existing signs,

Figure 7.10.6.2 Chevron-type indicator,

7.10.58.3" Level of lumination,

Externally iluminated signs shall be illuminated
by not less than 5 fi-candles (54 lux) at the
illuminated surface and shall have a contrast ratio
of not less than 0.5.

7.10.7 Internally llluminated Signs.

7.10.7.1 Listing.

Internally illuminated signs, other than approved
existing signs, or existing signs having the

' required wording in legible letters not less than 4

in. (10.2 ¢m) high, shall be listed in accordance
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with UL 924, Standard for Safety Emergency

Lighting and Power Equipment,

Exception: This requirement shalt not apply to

signs that are in accordance with 7.10.1.3 and

7.10.1.5,

7.10.7.2" Photoluminescent Signs.

. The face of a photoluminescent sign shall be
continually illuminated while the building is
occupied. The illumination levels on the face of

" the photoluminescent sign shall be in accordance
with its listing. The charging illumination shall be a
refiable light source as determined by the
authority having jurisdiction. The charging light

- gource shall be of a type specified in the product
markings,

7.10.8 Special Signs.

7.10.8.1* No Exit.

Any door, passage, of stairway thatis neither an
_exit nor a way of exit access and that is located or,
arranged so that it is likely to be mistaken for an
exit shall be identified by a sign that reads as
follows:

NO

EXIT

Such sign shall have the word NO in letters 2 in,

+ {5 ¢m) high with a stroke width of 3/8 in. (1 cm)
and the word EXIT in letters 1 in. (2.5 ¢m) high,
with the word EXIT below the word NO.
Exception: This requirement shall not apply to

_approved existing signs.
7.10.8.2 Elevator Signs.

Elevators that are a part of a means of egress

(see 7.2.13.1) shall have the following signs, with

minimum letter height of 5/8 in. (1.6 cm), in every

elevator lobby:

(1) * Signs that indicate that the elevator ¢an be

used for egress, including any restrictions on use

(2) * Signs that indicate the operational status of
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elevators
7.10.9 Testing and Maintenance.
7.10.8.1 Inspection,
Exit signs shall be visually inspected for operation
of the illumination sources at intervals not to
exceed 30 days.
7.10.9.2 Testing.
Exit signs connected to or provided with a
battery-operated emergency illumination source,
where required in 7.10.4, shall be tested and
maintained in accordance with 7.9.3.
K 050 NFPA 101 LIFE SAFETY CODE STANDARD
$8=F
Fire drills are held at unexpected times under

“varying conditions, at least quarterly on each shift.
The staff is familiar with procedures and s aware
that drilis are part of established routine.

. Responsibility for planning and conducting drills is
assigned only to competent persons who are
qualified to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
antouncement may be used instead of audible
alarms, 187.1.2

This STANDARD is not met as evidenced by:
Based on interview and fire drill record review, it

was determined the facility failed to ensure fire
- drills were conducted quarterly on each shift at
unexpected times, in accordance with NFPA
standards, The deficiency had the potential to
affect six (6) of six (6) smoke compartments,
residents, staff and visitors, The facility is certified
for one hundred thirly seven (137) beds with a
census of one hundred twenty five (125) on the
day of the survey, The facility failed to ensure the
. fire drills were conducted quarterly on third (3rd)

K047

K 50

K. OF0re drills are being completed quarterly on

o7l
each shift. Fire drills are held at unexpected

times under varying conditions, at least
guarterly on each shift.

Fire drills are being completed quarterly on
@ach shift. Fire drills are held at unexpected
times under varying conditions, at least
qdarterlv on each shift.

The Administrator reeducated facility plant
operations staff on 5/21/13 completion of fire
d::ills and that they are held at unexpected
times under varying conditions, at least
quarterty on each shift.

The Administrator will audit fire drill
documentation monthly times six months to
ensure drills were completed at unexpected
times under varying conditions, at least
quarterly on each shift,
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Facitity 1D 100277 If continuation shaet Page 16 of 23




2013-05-24 17:24 main office

DEPARTMENT OF HEALTH AND HUMAN SERVICES

5025954540 P 48/83
PRINTED: 04/25/2013
FORM APPROVED

OMB NO. 0938-0391

2703588412 »>

CENTERS FOR MEDICARE & MEDICAID SERVICES

TATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 02 - SUNRISE MANOR NURSING HOME COMPLETED
185057 B. WING 04/23/2013
{AME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
717 NORTH LINCOLN BLVD
NRISE MANOR NURSING HOME
SUNR HODGENVILLE, KY 42748
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X5)
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 OATE
DEFICIENCY)

K 050 Continued From page 16
shift.

The findings include:

Fire Drill review, on 04/23/13 at 1:00 PM, with the
Director of Maintenance revealed the facility failed .
to conduct a fire drill in the second (2nd) quarter

of 2012 on third (3rd) shift.
" Interview, on 04/23/13 at 1:00 PM, with the

Director of Maintenance revealed he was hired in
the second (2nd) quarter of 2012, and the fire drill
schedule started over upon him taking over the
position and the second (2nd) quarter fire drill on

third (3rd) shift was just overiooked,

18.7.1 Evacuation and Relocation Plan and Fire

Drills.
18.7.1.1
The administration of every health care

occupangy shall have, in effect and available to
all supervisory personnel, written copies of a plan
for the protection of all persons in the event of

. fire, for their evacuation to areas of refuge, and

for their evacuation from the building when

" necessary. All employees shall be periodically
- instructed and kept informed with respect to their
duties under the plan. Acopy of the plan shall be

" readily available at all times in the telephone
- operator ' § position or at the security center.

The provisions of 18.7.1.2 through 18.7.2.3 shall

apply.
18.7.1.2*

" Fire drills in health care occupancies shall include

the transmission of a fire alarm signal and
simulation of emergency fire conditions, Drills
shall be conducted quarterly on each shift to
familiarize facility personnel (nurses, interns,

The audits will be forwarded to the Quality
K 05surance Committee for further review and
recommendations.

5. Juﬁe 7,2013
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maintenance engineers, and administrative staff) K56

with the signals and emergency action required
under varied conditions., When drills are
conducted between 8:00 p.m. (2100 hours) and
6:00 a.m, (0600 hours), a coded anhouncement
shall be permitted to be used instead of audible
~alarms,
Exception: Infirm or bedridden patients shall not
be required to be moved during drills to safe
areas or to the exterior of the building.

K056 ° NFPA 101 LIFE SAFETY CODE STANDARD

88=F

. There is an automatic sprinkler system, installed
in accordance with NFPA 13, Standard for the
Installation of Sprinkler Systems, with approved
components, devices, and equipment, to provide

. complete coverage of all portions of the facility.
The system is maintained in accordance with
NFPA 25, Standard for the Inspection, Testing,
and Maintenance of Water-Based Fire Protection
Systerns, Thete is arellable, adequate water
supply for the system. The system is equipped
with waterflow and tamper switches which are
connected to the fire alarm system.  18.3.5,

This STANDARD is not met as evidenced by:
Based on observation and interview it was
determined the facility failed to ensure the
building had a complete sprinkler system,
installed in accordance with NFPA Standards.

The deficiency had the potential to affect six (6) of

8ix (6) smoke compartments, residents, staff and

1

K 05@ye facility. Upon approval of plans, the work

On 5/15/13, Century Fire Protectionyas

contacted by the Regional Plan Operations
Director to obtain a plan and quote and begin ¢
work to update the sprinkler systems with ’
approved components, devices, and equipment,
to provide complete coverage of all portions of

,w

will begin with an estimated completion date of
no later than 7/24/13

On 5/15/13, Century FireProtectionwas

contacted by the Regional Plan Operations

Director to obtain a plan and quote and begin

work to update the sprinkler systems with

approved components, devices, and equipment,

to provide complete coverage of all portions 6f

the facility. Upon receipt of sprinkler heads, the work
will begin with an estimated completion date of

no later than 7/21/13. See attached work plan by
Century Fire Protection
The Regional Plant Operations Director will

reeducate facility Plant Operations staff on
utilization of appropriate sprinkler systems by
6/01/13.

The Quality Assurance Committee
(Administrator,DON, ADON’s, SSD, Dietary
Manager, Plant Qperations Director, Medical

CMS.2587(02-68) Frovious Varsions Obsolete
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K 056 - Continued From page 18
visitors. The facility Is certified for one hundred
thirty seven (137) beds with a census of one
hundred twenty five (125) on the day of the
survey. The facility failed to ensure sprinkler
- heads installed were of the same temperature
rating in the same compartment.

The findings include:

' Observations, on 04/23/13 between 10:30 AM
and 3:00 PM, with the Director of Maintenance
revealed sprinkler heads instalied in all resident
rooms were rated for 155 degrees Fahrenheit,
and 175 degrees Fahrenheit. Sprinkler heads

“installed in corridors and use areas were 155

- degrees Fahrenheit, and 200 degrees Fahrenheit,

. The facility did have heat pump units instalied in
the celling; however the units did not have an
emergency heat strip installed to necessitate any
special circumstance,

Interview, on 04/23/13 between 10:30 AM and
3:00 PM, with the Director of Maintenance
revealed he was not aware of the mixed
temperature rating sprinkler heads. Further
interview revealed the heat pumps located on the
ceiling did not have a heat strip installed and
Could not understand why the sprinkler heads had

" been installed with different temperature ratings
when there was not a special circumstance to
necessitate the need for some sprinkier heads to
have a higher temperature rating.

Reference: NFPA 13 (1999 Edition)

2-2.1.1* Sprinklers shall be inspected from the
floor level annually. Sprinklers shall be free of

Director and Staff Develop Coordinator) will

K 05@view maintenance reports related to
replacement of appropriate sprinkler heads to
assure that the work was completed and any
areas of concern identified are addressed
immediately.

s. 275 ¢)i2]1>
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corrosion, foreign materials, paint, and physical
damage and shall be installed in the proper
orientation (e.g., upright, pendant, or sidewall).

- Any sprinkler shall be replaced that is painted,
corroded, damaged, loaded, or in the improper

~orientation.
hydraulic design basis, the system area of
operation shall be
permitted to be reduced without revising the
density as indicated
in Figure 7-2.3.2.4 when all of the following

- gonditions

are satisfied.

(1) Wet pipe system

*{2) Light hazard or ordinary hazard occupancy
(3) 20-ft (6.1-rn) maximum ceiling height
The number of sprinkiers in the design area shall
never be

. less than five. Where quick-response sprinklars
are used on a
sloped ceifing, the maximum ceiling height shall
be used for
determining the percent reduction in design area,

- Where
quick-response sprinklers are installed, all
sprinklers within a

- compartment shall be of the quick response type.
Exception: Where circumstances require the use
of other than ordinary
temperature-rated sprinklers, standard response
sprinklers shali be

. permitted to be used,

. Reference: NFPA 13 (1999 Edition)

' 7-2.3.2.4 Where listed quick-response sprinklers
are used

K 056
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throughout a system or portion of a system
having the same

_ hydraulic design basis, the system area of
operation shall be

- permitted to be reduced without revising the
density as indicated
in Figure 7-2.3.2.4 when all of the following

. conditions
are satisfied:

(1) Wet pipe system

- (2) Light hazard or ordinary hazard occupancy

. {3) 20-ft (6.1-m) maximum ceiling height

The number of sprinklers in the design area shall .

never be
less than five. Where quick-response sprinklers

are usedona
' sloped ceiling, the maximum ceiling height shall
be used for

determining the percent reduction in design area.

Where
quick-response sprinklers are installed, all
sprinklers within a

compartment shall be of the quick response type.

. Exception; Where circumstances require the use
of other than ordinary
' temperature-rated sprinklers, standard response
. sprinkiers shall be
permitted to be used,
+ 064 NFPA 101 LIFE SAFETY CODE STANDARD
38=D
Portable fire extinguishers are provided in all
health care occupancies in accordance with
9.7.4.1, NFPA10. 18.3.56

K 066

K &4

1. A fire extinguisher has been placed in the U/W//:?
employee smoking area. Portable fire
extinguishers are provided in all health care
K 064 .
occupancies,
2. Fire extinguishers are placed in all appropriate
areas. Portable fire extinguishers are provided in all

health care occupancies.
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This STANDARD is not met as evidenced by:
Based on observation and interview it was

determined the facility failed to ensure that fire

extinguishers were maintained in accordance with

. NFPA standards, The deficiency had the

potential to affect smokers, staff, and visitors,
The facility is certified for one hundred thirty

- seven (137) beds with a census of one hundred

twenty five (125) on the day of the survey. The

- facility failed to ensure the designated smoking

areas had a fire extinguisher.
The findings include;

Observation, on 04/23/13 at 3:04 PM, with the
Director of Maintenance revealed the facility's
designated smoking area was not equipped with
a fire extinguisher.

interview, on 04/23/13 at 3:04 PM, with the
Director of Maintenance revealed he was not
aware a fire extinguisher was required to be
located in the smoking areas.

Referance: NFPA 10 1999

4-3.2" Procedures,

Periodic inspection of fire extinguishers shall
inciude a check of at least the following items:
(8) Location in designated place

(b) No obstruction to access or visibility

(c) Operating instructions on nameplate legible
and facing outward

' (d)* Safety seals and tamper indicators not

broken or missing
(e) Fuliness determined by weighing or "hefting"

(f) Examination for obvious physical damage,

K 08dperations staff on 5/21/13 the placement of

portable fire extinguishers in appropriate areas.

The Plant Operations Director will audit the
facility monthly times six months to ensure fire
extinguishers are located in appropriate areas,
The results of these audits will be forwarded to
the Quality Assurance Committee for further
review and recommendations.

June 7, 2013
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corrosion, leakage, or clogged nozzle
(9) Pressure gauge reading or indicator in the
operable range or position

(h) Condition of tires, wheels, carriage, hose, and |

nozzle checked (for wheeled units)
(i) HMIS label in place
. 4-3.3 Corrective Action,
When an inspection of any fire extinguisher
reveals a deficiency in any of the conditions listed
'in 4-3.2 (&), (b), (h), and (i), immediate corrective
action shall be taken,

K064
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