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A standard healh sutvey was conducted on Oct
5-7, 2010. Deficient practice was identified with
the highest scope and severity at an 'E' level.

F 281 483.20(k){3)((y SERVICES PROVIDED MEET F 281
388D | PROFESSIONAL STANDARDS : '

The services provided or arranged by the facility
must meet professional sfandards of guality.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, and resord ‘ _ _ %
review, the facility failed ic provide services to

meet professional standards of quality for two (2) See Attachment 1/21/1
of twenty-one (21) sampled residents. Resident
#3 had a physiciah's order for a magic cup to be
provided three (3) imes a day between meals;
howaver, chservations on October 5-6, 2010,
revesaled the resident did not receive the magic
cup, Resident #10 had a physician's ordar 1o
apply TED (thrombo embolic deferrent) hese in
the morning and to remove the TED hose at
night. However, observations made on October
5-6, 2010, revealed resident #10 was not weating
the TED hose. '

1. Review of the medical record revealad
resident #10 was admitied to the facility on
October 6, 2007, with diagnoses of Alzhsimear's
Disease, Parkinson's, Psychosis, and Deprassive
Discider. Review of the Quartetly Mintmum Datd
Set (MDS) dated July 14, 2010, revealed the
faciiity assessad resident #10 as being severely
impaired in daily decision-making. Review of the
Resident Assessment Protoco! {RAP) dated
October 14, 2008, revealed resident #10 was

dependent on staff for all activities of daily living.

FORY DIRECTOR'S PROVIRER/ HTATIVE'S SIGNATURE TITLE (%8) DATE
? 10/ 39 /70

Aay deﬂcnancy siate*nent andmg smth n k (*} denotes a deficiency which the instiittion may be axcused from correcting providing it ls determingd that

other safaguards provide sufTicient profiction to the pafients, (See instructions.) Except for nursing homss, the findings stated above are disclosabie 90 days

following the date of survey whethsr or not a plan of correclion is provided. Fof nursing homes, fhe above findings and plans of cosrection are disciosabla 14

days foliowing the date these dacumants are made available to the facifly. If deficiencies are sited, an approved plan of coirection is requisite to confinued
program participation.
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was to remove the TED hose in the evening.

Raview of the Cetober 2010 monthly Physician's -
Orders revealed an order for TED (thrombe
embolic deterrent) hose to be applisd fo resident
#10's lower extremities each morning and staff

Observation on Oclober 5, 2010, at 9:25 a.m.,
14:50 a.m., 2:00 p.m., and 3:00 p.m,, and on
October 6, 2010, at 845 am. and 355a.m;,
revealed resident #10 was not wearing the TED
hose.

interview on Qctober 6, 2010, at 2:10 p.m., with
Licensed Practical Nurse (LPN) #1, who was
respornsible for resident #10's care from 7:00 a.m.
to 7:00 p.m. on October 5 and 6, revealed some
of the treaiments on the TAR {Treatment
Administration Record) are performed by the
Certified Nurse Aides (CNAs), however, LPN #1
stated it was the respensibility of the nurses to
check and make sure the treatments were
provided as ordered. LPN #1 staied the nurse
should inifial the TAR to indicate the freatment
had baen provided for the resident. LPN #1
stated the LPN checked resident #10 at
approximately 4:0C p.m. on October 5, 2010, and
the TED hose had been applied. LPN #1 stated
LPN #2 was responsible for resident #10's
treatments for October 8, 2010.

Review of the TAR revealed staff had initialed the
TAR on QOctober £ and Octoher 8, 2010,
indisating the TED hosa had been applied and
removed as ordered by the physician.

Interview on Qcfober 8, 2010, at 3:10 p.m., with
LPN #2 revealed LPN #2 had initialed the
treatment for October 8, 2010, but had not
thoroughily checked resident #10 to ensure the
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TED hose were applied by the CNA. |LPN #2
stated the LPN remembered seeing somathing
white on the resident's ankle area but had
mistaken the resident's sock for the TED hose,

inferview aon Qctober 6, 2019, at 1:40 p.m., with
CNA #5 revealed CNA#5 was assigned to
provide care to resident #10 on the day shift on
October 6, 2010. CNA#5 stated the CNAs
received a care plan sheet sach day that detailed
aach resident's care needs. CNA #5 had the care
plan in the CNA's pocket. Review of the care
plan directed CNA ¥5 to apply TED hoseto
resident #10,. CNA #5 stated the TED hose were
in the resident’s drawer, however, the CNA had
iust failed io apply the TED hose.

Interview on October 6, 2010, at 2:10 p.m., with
CNA #2, who was responsible for resident #10's
eare on Ocfober § and October 6, 2010, from
3:00 p.m. o 11:00 p.m., revealed the TED hose
had not been applied by the day shift on October
Horé, 2010, .

2. Resident #3 was admitted {0 the faciiity on
June 20, 2003, with diagneses of Pneumonia,
Hypertension, Osteoporosts, Coniusion,
Deprassion, and B Gomplex Deficiency. Resident
#3, according to the MDS dated September 14,
2010, had a weight loss, left 25 percent or more
of food uneaten, and was providsed a
mechanically altered, therapeutic diet and distary
supplements hetween meals. Resident #3's RAP
dated Sepiember 7, 2010, revealed the resident
had a weight lcss due fo insufficient infake
amaunts. Tha RAPs stated the weight loss was
probably due to the resident's acute illness and
severeg damentia. According to the RAP, resident
#3 had a mechanically aliered and therapeutic
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«+ dietary recommendation dated Saptember 10,

Continued From page 3

diet, snacks were offered, and dist and
supplements were provided as ordered.

Review of resident #3's medical record revealed 2

2010, for a magic cup three times a day between
meale {0 be provided fo the resident. A
physician's order dated September 15, 2010,
revealed an order for & magic cup to be provided
ihree times a day between meals to the resident.

Obssrvations made of resident #3 on Oclober 5,
2010, from 8:30 a.m. uni 4:15 pan,, and again
on Cctober 6, 2010, from 9:05 2.m. uniil 4:30
p.m., revealed no magic cup was provided fo the
rasicent when the shack fray was passed to
residents.

Interview on October 8, 2010, at 10:05 a.m., with
CNAs #3 and #4, revealed resident #3 received a
hezith shake most of the time in the afternoon.

interview on October 6, 2010, at 11:00 a.m., with
the LPN #3 revealed the LPN was unaware
resident #3 received a magic cup, and was
unaware of any weight loss resident #3 had
experienced. '

Interview on October 8, 2010, at 12:55 p.m., with
the Dietary Manager (DM) revealed the Dictary’
Department was unaware of an order for resident
#3 to receive a magic cup three times a day. The
DI stated that the nurse on the ficor received the
orger from the physician and was required to fil
out a diet order form. The diet order form was
then nlaced in the diefary box, which was located
at each nursing station, and a dietary staff
member made rounds throughout the day and

collected the diet order forms from {he floors.

Fom
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1 daily living receives the necessary services o

sampled residents. Obsetvation on October 5,

Continued From page 4

The dietary orders were then placed into the
computer so that dietary staff would know to send
a gnack for residents who required a snack at
snack time. The DM was unabie to provide a
record of resident #3's distary order form for a
magic cup fhree times a day befween meals.

Reaview of resident #3's resident detail report
provided by the Dietary Department which
showed residant #3's daily food requirements
revealed resident #3 did nof receive a magic cup
three times a day.

inferview on October 6, 2070, at 4:45 p.m., with
the Assistant Director of Nursing (ADON)
revealed the ADON was unaiware resident #3 did
not receive the magic cup three Emes a day as
par physician's order. ‘
483.25(a)(3) ADL. CARE PROVIDED FO
DEPENDENT RESIDENTS

A resident who is unable fo carry out activities of

maintain good nutrition, grooming, and personal
and oral hyglene. ‘

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to ensure residents
received the necessary care and services related
to incontinence care for two (2) of twenty-one (21)

2010, revealed staff failad to provide resident #4
and #40 with proper incontinence care.

The findings include:

F 281

F312

See Attachment

11/21/10
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1. Review of the medical record revealed
resident #10 was admitted fo the fasility on
Qctober 6, 2007, with diagnoses of Alzheimer's
Digease, Parkinsan's, Psychosis, and Depressive
Disorder, Review of the Quarterly Minimum Data
Set (MD3) dated July 14, 2010, revealed the
facility assessed resident #10 as being severely
impaired in daily decision-making. Review of the
Resident Assessment Protocol (RAP) dated
Ociober 14, 2009, reveaied resident #10 was
dependent on staff for all activities of daily living -
and utilized briefs due to urinary Incontinence.

Review of the comprehensive care plan with a
review date of July 20, 2010, revealed resident
#10 was incontinent of bowel and bladder and
was not a candidate for bowelbladder retraining
or scheduled toileting. Review of the intervention
far incontinence revealed staff was {c cheek the
residernit for incontinence every twn hours and
perform peri-care and change clothes as needed.

Observation on Qctober 5§, 2019, at 4:10 p.m,
revealod CNA #1 and CNA #2 enterad resident
#10's room to provide incontinence care,
Resident #10's pants were wet from urine leaking
from the resident's brief. CNA#1 and CNA #2
ramoved the resident's wet panis and wet brief
and then applied a dry brief and clean pants. The
.| CNAs failed to cleanse the resident's skin after

the incontinence episode. No redness or irritation
of the skin was present. :

2. Revigw of the medical racord revealed
resident #4 was admitted to the facility on July 29,
2010, with diagnoses of Dementia with behaviors,
Decubitus Ulcer and Dysphagia. Review of the
admission MDS dated August 11, 2010, revealsd
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‘ resident #4 required the use of a diuretic.

Confinued From page 6

the facility assessed resident #4 as bsing
moderately impaired in daily decision-making and
resident #4 was frequently incontinent of urine.

Review of the RAF dated July 30, 2010, revealed
resident #4 was frequently incontinent of bladder
and required the uss of briefs. Addifionally,

Observation on October 5, 2016, at 2:30 p.m.,
revealed CNA #1 and CNA #2 were to provide
incontinence care for resident #4. Observation
revealed CNA#1 and CNA #2 removed a wel
brief from resident #4 and then applied the dry
brief. The CNAs failed to cleanse resident #4's
skin before a clean brief was applied.

tnterview on Ociobar 8, 2010, at 3:30 p.m., with
CNA #1, who was responsible for providing care
fo resident #4 and resident #10, revealed CNA #1
was knowledgeable of the reguirement fo cleanse
the resident's skin during the provision of _
incontinence care. CNA#1 siated the CNA was
nervous and should have used maisiened wipes
o cleanse the residents.

Review of the facility policy (not dated) regarding
incontinence Care revealed staff was directed to
cleanse residents after gach incontinence
spisode with msontinence care wipes or soap and
water.

4B3.28(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The faciiity must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supsrvision and assistance dévices to
prevent accldents.

F 312

F 323
See Attachment

11/21/10

FORM CMS-2587(02-59) Provicls Versions Obsulete Event 1:L7SP 13

Faciliy 1D: 100688 I§ continuation sheet Page Tofi2



PRINTED: 10/20/2C10

DERPARTMENT OF MEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : ' OMB NO. 0938-0391
STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AL LA U AR TRON TR RS TTONY NUMEEN. - A_ BU]LD|NG VQM
185414 B. WG 10/07/2610
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1025 EUCLID AVENUE
FAINTSVILLE, KY 41240

WMOUNTAIN MANOR OF PAINTSVILLE

ayo | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREEIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG " CROSS-REFERENCED TO THE APPROPRIATE RATE
PEFICIENGY)
F 323 | Confinued From page 7 Fz23| )

This REQUIREMENT is not met as evidenced
by:

Based on chservation, interview, and record
review, the facility failed o ensure that the
resident environment remained as free of
accident hazards as is possible. The facility falled
o ensure cleaning products were not accessible
o residents.

The ﬁndingé include:

Observation on Ostober 6, 2010, at 11:30 am.,
during the snvironmental tour of the faciiity
revealed a gallon container of Total Plus
Disinfectant sitting on-the floor in the second ficor
women's shower room unzsttended. A clear
plasfic bag was cbserved to cover the container.
Further observation revealed the disinfectant
container did not have a lid and the container was
three-fourths full of salufion, A lid was observed
floating in the solution of disinfectant.

Further observation revealed a gallon container of
Total Plus Disinfectant sitting on the floor in the
rmen's shower room on the second floor
unattended. The disinfectant did not have a lid.

Interview on Oclober 8, 2010, at 5:15 p.m., with
the Director of Nursing {DON) revealed chemicals
should not be accessible o residents. The DON
stated the disinfectant could be dangercus toa
resident if ingested. The DON siated the
housekeeping staff should have stored the
disinfectant in a locked area. The DON provided
a list dafed September 27, 2010, of 16 residents
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in the facility that had bsen assessed as
exhiblfing wandaring/elopement behavior.

Inferview on October 7, 2010, at 9220 am., with
the Housekeeping Supervisor (HS) revealed the
Maintenance Department staff was responsible
for changing the disinfectant to the whiripools.
The HS stated the facility had recently had new
whirlpools nstalled. The HS stated the
housekeeping staff was aware of the reguirement
te store alt the cleaning supplies in a
locked/secured area.

interview on October 7, 2010, at 1,40 p.m., with
the second floor housekeeper (housekesper #1)
revealed the housekeeper was aware the
container of disinfectant was in the men's and
women's shower rooms unsecured, The
housekeeper stated the disinfectant had been
sitting on the fioor in the women's shower raam
for approximately one week; however, he
container of disinfectant in the men's shower
room had been there much longer.

interview on Oclober 7, 2010, at 1:45 p.m., with
housekaeper #2 rovedled the housekespear was
aware of the disinfectant sitiing on the fioor in the
wopen's bathroom, Housekseper #2 siated the
housekeeper attempted fo put a lid on the
container; however, the lid did not fit and fell into
the solution. - Housekeeper #2 stated the
Huousekeeping Department was nof responsible

for the whirlpoo! disinfectant chemicals.

Interview on October 7, 2010, at 2:00 p.m., with
the Maintenance Supetvisor (MS) revealed a new
whirlpeol was instalied in the men's shower room
on August 23, 2010, and the women's naw
whirlpool wag installed on September 20, 2040,
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The MS stated the Tolal Plus Disinfectant was
used in the oid whirlpools and should have been
discarded when the old whiripools were removed.
Review of the Malerial Safety Data Shest (MSDS)
for Total Plus Disinfectant revealed the
disinfectant could be harmful if swallowed or if a
spray mist is inhaled. The MSDS also revealed
prolonged sxposure could cause eye and skin
initation.
Review of the facility policy (not datexl) that
addressed Environmental Supplies revealed
environmental supplies {fguids and solids) are to
be stored in locked areas. -
F 485 | 483,70{h) F 485
88=F | SAFEFUNCTIONAL/SANITARY/COMFORTABL
EENVIRON -
The facility must provide a safe, functicnal, See Attachment 11/21/10

sanitary, and comforiable environment for
residents, staff and the puklic.

3

This REQUIREMENT is not met as evidenced
hy: -

Based on observation and interview, the facility
failed fo provide a safe, functional, sanitary, and
comfortable environment. Scraped and chippad
drywall was observed in wo (2) resident rooms,
two (2) commaodes ran continuously, exposed
screws were protruding from the commode base,
floor files were cracked, and tissue paper bars
were rmissing.

The findings include:

During the snvironmental tour of the facilly on
October B, 2010, at 11:15 a.m,, the following

FORAM CMS-2587{02-98) Pravious Versions Obsolets Evant ID:L7SP11 Faciiity 1T 00888 : If confinuation shest Page 10 of 12
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items were in need of repair.

1. The drywall was observed to be
scrapedfchipoed in resident rooms 203 and 247.
2. A night light covering was loose in the
bathroom of resident room 243 and a screw was
pratruding from the night light in the bathroom of
resident room 220.

3. Mineral deposits were observed on the
hot/cold knobs on the sink in resident rooms 109
and 243, ) 7

4. The commode was runhing contintiously in -
resident rooms 205 and 246, ' i
5. The ftissue paper bar was missing in the :
hathroom of resident rooms 143 and 246.

8. A rust stain was observed on the wall and floor
in the bathroom of resident room 238 and a rust.
stain was an the wall in the bathroom of resident
room 146. .

7. Beige masking tape was observed fo be
covering the reset bution on one of the two
emergency call belis in the resident bathroom of
room 248,

8. The floor tile was cracked across the room
from the enlry door io the wikdow in resident
room 236 and a portion of a floor tile was missing
in resident room 205, ;

9. Screws were observed fo be protruding
upward from the commode base in residant
rooms 111, 120, 139, 143, and 148.

10. The rolling overbed table in resident recom
141 was observed {o have rough edges. !

Interview on October 7, 2010, at 2:00 p.m., with
the Maintenance Supervisor {(MS} revealed staff
was required to fill out a work order forany items
in need of repair. The MS stated the MS made
rounds of all resident rooms once a month fo
detect iterns in need of repair but had falled to

FOFN CMS-2567(02-88) Pravious Varsions Ghsolste Evant [D:L7SP11 Facility 10z 100698 . I continuation sheet Page 11 of 12
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sg=D | SECURED HAMDRAILS

The facility must equip corridors with firmly
-sacured handralls on each side,

See Attachment 11/21/10

This REQUIREMENT is not met as evidenced
by

Based on observation and interview, the facmty
falled to equip corrdors with firmly secured
handrails. On October 8, 201G, the handrails
between resident rooms 136 and 137 were . -~
observed to be locse and not firmly aftached to
the wall,

The findings include:

Obsarvations during the environmental tour on
Qctober 6, 2010, at 1:00 p.i, revealed the
handrails hetween rooms 136 and 137 were. lonse
and not firmly atiached to the wall.

An interview with the Maintenance Supervisor
(MS) conducted on Octaber 7, 2010, at 2:00 p.m.,
revealed the handrails were checked monihly,
and {he MS was not aware the handrails were

| loose.
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483.20(K){3){i) SERVICES PROVIDED MEET PROFESSIONAL STANDARDS

It is the policy of this facility that the services provided or arrangad by the facility meet
professional standards of quality. This is evidenced by the following:

Resident #10

1. Achart and care plan review was completed for resident #10 related to treatment orders. An
incident report was completed related io failure to apply TED hose during the survey. The
family was notified and the physician was notified. The physician discontinued the order for the
TED hase. '

2. The treatment mars of all residents will be reviewed. Aninternal investigation will be

completed by the DON . ADON , Assistant Administrator
~and to determine if other treatments are being completed timely as
ordered. :

3. All nursing staff will be inserviced concerning administration and documentaticn of treatments.
Nurse aides will be inserviced specifically concerning thorough utilization of their care plan
sheet. Licensed staff will be inserviced specifically concerning their responsibility to insure that
treatments are being administered even if they are not administering them and to confirm prior
to documenting. The inservice will be given by DON and ADCN,.

4, Six (5) TARS per nursing unit {12 total ) will be audited monthly for & monihs to determine and
ensure compliance. Assurance that the audits are completed will be the responsibility of Robyn
Akers. She will designate various licensed staff to complete the audits at the time the audits are
due. This will serve as a training tool for nurses.

The results of the audits will be reported quarterly through CQI by
5. Completion date is 11/21/10

Resident #3

1. Al dietary orders for resident #3 were reviewed. A dietary change order was completed and
sent to dietary notifying dietary of the magic cup order.

2. Dietary orders for all residents will be reviewed and the dietary department will be notified of
any additional changes. This will be compieted by the Food Service Director,

3. In addition to filling out the change order sheet for dietary, nursing will be required to contact
dietary by phone as well during dietary hours and notify them of diet changes. Dietary will pick
up change orders at 6am, 10am, 2pm and 8pm. The snack list was revised to ensure that
nursing staff will be able to identify the individual snacks along with the snack being labeled.



Staffwill nowe be recuired to document whether.the snack was accepted or nat and the. st will

be returned to dietary for monitoring. . Food Service Director and

Kitchan Manager will monitor intake of snacks and will notify nursing of any intake
results that may need further investigation. Random audits of one daily snack pass per nursing
unit will be completed monthly for 6 menths to ensure compliance Laurie Morgan/Amanda
Sparks. Residants will be monitored weekly for weight changes. Continued weight ioss for
these residents will be reported to nursing, physician, families and the dietitian.

Nursing and dietary staff will be inserviced on the changes relatad to snack lists and reporting
diet changes to dietary,

All diet orders will be reviewed monthly for accuracy by Laurie Morgan. This will be reported

4.
~ quarterty through CQI by . Weight review for these residents will continue to be
completed weekly.
5. Completion Date is 11/21/10
F312

483,25(a}(3) ADL CARE PROVIDED FOR DEPENDENT RESIDENTS

It is the policy of this facility that a resident whao is unable to carry out activities of daily living
receives the necessary services to maintain good nutrition, grooming and personal and oral hygiene.
This is evidenced by the foliowing:

1.

4,

All nursing staff providing care for resident #10 and #4 will be inserviced on proper
incontinence care for these residents.

Other incontinent residents will be identified through a care plan review. and
will audit each resident’s plan of care.

All nursing staff will be inserviced on proper incontinence care using the DVD incontinence
training video. Each staff member will complete a post test after viewing the video.
This incontinence video will be included as part of the orientation process for all pursing staff.

incontinence care will be randomely audited monthly by and/or designee,
Prevalence of UT! will be monitored for increasa as well as any increase in skin alterations
potentially related to improper incontinence care. _ will monitor.

The results will be reported quarterly through CQI by

11/21/10



£333

483.25 (h) FREE OF ACCIDENT HAZARDS/SUPERVISION/DEVICES

It is the policy of this facility that the resident environment remains as free of accident hazards as is
possible; and each resident receives adequate supervision and assistance devices tc prevent accidents.
This is evidenced by the following: '

1. The disinfectant ohserved by the surveyor was removed from the whirlpool rooms..

2. All shower rooms were examined and no other disinfectant was found to be out of a locked
cabinet. The newly installed whirlpool tubs have locked cabinets to store disinfectant utilized in
the cleaning of the whirlpool tubs. Disinfectant not being utilized is stared in a locked supply
room. ‘

3. All staff will be inserviced on proper storage of chemicals as well as their individual
responsibility to remove chemicals found to be improperly stored. The inservices will be
completed by Assistant Administrator and/or designee.

4. A tracking sheet is kept by maintenance tc record the date the disinfectant container is
changed. An additional column will be added to indicate proper disposal of the old disinfectant
container.

Housekeeping personnel will observe the shower rooms daily for improperly stored chemicals
and recard. This will be dene for a three (3) month period.

Results will be monitored and reported guarterly through CQl by the Maintenance Supervisor.
5. 11/21/10

FAG5 \
483 70(h) SAFE/FUNCTIONAL/SANITARY/COMFORTABLE ENVIRONMENT

It is the policy of this facility to provide safe, functional, sanitary, and comfortabie environment
for residents, staff and the public. This is evidenced by the following:

1. The drywall in rooms 203 and 247 will be repaired. The night lights were repaired in 243
and 220. A different mineral deposit remover has been ordered to clean the faucet knobs.
Housekeeping will begin cleaning faucets. The commodes in 205 and 246 have been
repaired. Tissue paper bar in 143 and 246 have been replaced. Rust stains were removed
from rooms 738 and 146. The masking tape was removed from the reset button on the
resident bathroom call light. The light is functional. The floor tile has been repaired in 236
and 205. The commode bolts were shortened and caps applied to 111, 120, 139, 143, and
146. The overbed table in resident room #141 has been repaired (rough edges retnoved].

5. A review of all resident rooms will be completed to include all the items listed above. The
maintenance department will complete the audit,



3' ;l[ l Fg -” l . . n B ’- - [ - ) " i] ~ l

orders. A different cleaner has been ordered to clean chemical deposits from faucets.
4. S {B) rooms per month wili be audited for items needing repair or extra cleaning. Any

item needing repair or cleaning will be reported to the appropriate department. Results will
be reported quarterly through CGl by Housekeeping Supervisor.

5. 11/21/10
F468

483.70(h}(3) CORRIDORS HAVE FIRMLY SECURED HANDRANS

It is the policy of this facility that corridors are equipped with firmly secured handrails on each
_side. This is evidenced by the following:

1. The hand rafi between the resident rooms 136 and 137 were secured.
2. All handrails will be checked to ensure that they are secure. All staff will be inserviced on.

resident safety refated to hand rails.

3. Housekeeping will check handrails daily while cleaning and record. If the rails are not secure
they will notify maintenance. Maintenance will increase their rail checks 1o bi-weekly. All
staff will be inserivced on safety regarding hand rails. Maintenance
Supervisor.

4. Random audits will be done weekly by the housekeeping supervisor and reported quarterly
through CQ. :
5. 11/21/1D

K062
NFPA 101 LIFE SAFETY CODE STANDARD

It is the policy of this facility that requiréd automatic sprinkier systerns are continuously maintzined in
reliable operating condition and are inspected and tested periodically. This is evidenced by the
following: :

1. The six (8) sprinkler heads in the laundry room were cleanad.

2. Maintenance staff will inspect all sprinkler heads in the facility.

3. Al staff will be inserviced on the importance of cleaning and maintaining sprinkler heads.
The will inspect all sprinkler heads monthly and clean if necessary. Laundry will inspect
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A Life Safsty Code survey was initiated and
concluded an October 8, 2010, . The facility was
found not o meet the minimal requirements with
42 Code of the Federal Regulations, Part 483,70.
The highest scope and severity deficiency
identified was at "F" level.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD Kosz
88=F . _
Required automatic sprinkier systems are
continuously maintained in reliable operating
condifion and are inspected and tested
pericdically. 19.76, 45,12 NFPA 13, NFPA
25,875 ' ]
. ’ See Attachment 11/21/10

This STANDARD is not mat as evidenced by:
Based on observation and staff interview, the
facility failed to ensure sprinkler heads were
maintained according to NFPA standards. This
-teficient practice could affect all siaff located in
the laundry room if the sprinkler system failed to
activate due to dirty sprinkler heads.

The findings include:

Observation on October 6, 2010, at 11:10 AM,
revealed that six sprinkler heads located in the
faundry room were dirty with a buildup of lint and
dust. The observation was confirmed with the
Maintenance Director, :

Interview on October 6, 2010, at 11:10 AM, with
the Maintenance Director reveaied that he cleans
the sprinkier heads approximately every two
months, .

Reference; NFPA 25 (19898 Edition). 2

(XE) DATE

4 .ﬁ‘ " =SENTATIVES 816G URE N ) TITLE ‘ , ,
ST LN it YA

A ‘@:~ terisk (Wdenotes a deﬂci;ncy wvhich the inatitution may be excused from corracting providing i is eétermi d that
other safeguards provi fersht profeciion to the pafients. (Ses instruetions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whather or not a plan of corection is provided. For nursing homse, the above findings and plans of comection are disclosa_xme 14
days foliowing the date these documents are made available to the facility. If deficlencies are citad, an approved pian of correction is requisite fo continued
program perticipation. .
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 concealed spaces such as above suspended

Continued From page 1

2-2,1.4* Sprinklers shalt be inspected from fhe
fioor level annually. Sprinkiers shall bs free of
carrosian, foreign materials,

paint, and physical damage and shall bg Instafled
in the proper arientation {e.g., upright, pendant, or
sidewall). Any ' .

sprinkder shalt be replaced that is painted,
corroded, damaged, loaded, or in the improper
orientation.

Exceplion No. 1:* Sprinkiers instalied in

ceifings shall not require inspection.

Exception No. 2: Sprinkiers instalied in areas that
are inaccessible for safely considerations due to
process operetions shali be inspected during
each scheduled shutdown. .
NFPA 101 LIFE SAFETY CODE STANDAR

Where a required fire alam system is out of
service for more than 4 hours in & 24-hour pariod,
the autherity having jurlsdiction is notified, and the
building is evasuated or an approved fire watch is
provided for all parfies left unprotected by the
shutdown unfil the fire alarm system has been
returned to sarvice. 9.6.1.8

This STANDARD is not met as evidenced by
Based on record review and staff interview, it was
detsrmined the faciity failed to ensure a fire
watch was performed when parts of the fire alarm
were not working. This deficient practice could
affect all staff and. residants if a fire was to go
unnaticed due o the fire alarm not working.

The findings include:

K 082

K155

See Attachment

11/21/10
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K 158 | Continued From page 2 K 1565
Record review on October 8, 2010, at 2:45 PM,
revealed that during a fire alarm inspection cn
May 11, 2010, the company that does the firs
alarm inspection found that four smoke detectors
were turned off. This was confirmed with the
Mainienance Director, ‘
interview on Qciober 8, 2010, at 2:45 PM, with
fhe Maintenance Director revesled that the faclity
could not produce any documentation of a fire
waich at the time the four smoke detectors were
turned off.
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4.

5.

F468

orders. A different cleaner has been ordered to clean chemical deposits from faucets.
Six {6) rooms per month will be audited for items needing repair or extra cleaning. Any

iter needing repair or cleaning will be reported to the apprapriate department. Results will
be reported quarterly through CQj by Kitty Harmon, Housekeeping Supervisor,

11/21/10

483.70(h}{3) CORRIDORS HAVE FIRMLY SECURED HANDRAILS

It is the policy of this facility that corridors are equipped with firmly secured handrails on each
_side. This is evidenced by the following:

1,

K062

The hand rait between the resident rooms 136 and 137 were secured.

All handrails will be checked to ensure that they are secure. All staff will be ingerviced on.
rasident safety refated to hand rails. ‘

Housekeeping will check handrails daily while cleaning and record. If the rails are not secure
they will notify maintenance. Maintenance will increase their rail checks to bi-weekly. All
staff will be inserivced on safety regarding hand rails. William Endicott, Mainfenance
Supervisor. '

‘Random audits will be done weekly by the housekeeping supervisor and reported quarterly

through CQl.

. 11/21/10

NFPA 101 LIFE SAFETY CODE STANDARD

It is the policy of this facility that requiréd automatic sprinkler systems are continuously maintained in
reliable operating condition and are inspected and tested periedically. This is evidenced by the

following:

1. The six (6} sprinkier heads in the laundry room were deaned.

2. Maintenance staff will Tnspect all sprinkier heads in the faciiity.

3. All staff will be inserviced on the importance of cleaning and maintaining sprinkler heads.

The will inspect all sprinkler heads monthly and clean if necessary. Laundry will inspect



sprinkler heads daily and record. Laundry personnel should notify maintenance if sprinkier
heads are dirty. ' ‘

4, Three (3) sprinkier heads in each unit or department wiii be audited rﬁonth!y for 6 manths
by the Housekeeping Supervisor. The results will be reported quarterly through CQl

5. 11/21/10

K155
NFPA 101 LIFE SAFETY CODE STANDARD

tt is the policy of this facility that if a fire alarm system is out of service for more than 4 hours in a 24-
hour period, the authority having jurisdiction is notified, and the building is evacuated or an approved
fire watch is provided for 2|l parties left unprotected by the shutdown until the fire alarm has been
returned to service.

1. The smoke heads were placed back in service. _

2. The fire alarm company was netified and it was confirmed that all smcke detectors were
operational.

3. All staff and department managers will be inserviced on fire watch proceduras.
Smake detector operation is monitored by Simplex Grinnell. Appropriate fire procedures will be
followed if a smoke detector is down for more than 4 hours in a 24 hour period. Maintenance

- will be responsibie to,initiate a fire watch. Robyn Akers will insevice staff.

4. Smoke detector problems will be monitored quarterly by Maintenance (Supervisor) and
reported quarterly through CQJ.

5. 11/21/10



