07/21/2011 THU 10:33 FAX [Alooz/031

Covond SUbD . PRINTED: 07/18/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES _ FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO. 0838-0351
STATEMENT OF DEFIGIENGIES (%} PROVIBER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION .
AND PLAN OF CORRECTION " IDENTIFICATION NUMBER: ORALERED
: A BUILDING ~ =1 E @ o ﬂ: W
‘ C B win b '
185144 G h{ 06/16/20 ﬂ

, 1608 VERSAILLES R
OMESTEAD NU EN i
HOMEST NURSING C TER. LEXINGTON, KY 40504

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, gﬂ! IECRBE 9 Zﬁﬁ U

(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDERES PLAN DiVISWtEQTtlealth Care o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECBAINREOY Enfirediment Bl 0|

TAG REGULLATORY OR LSC IDENTIFYING INFORMATION} . TAG CROSS-REFEREMOT

L/ L]
; DEFICIENCY)

F COC | INITIAL COMMENTS ' S F 000

A standard health survey was conducted on June
14-18, 2011, Deficient practice was identified
with the highest scope and severity at "E" level.

An abbreviated standard survey (KY 15948,

1 KY15960, KY15961, KY16137, KY16301) was

aiso conducted at this time. KY15948, KY15981,

and KY 18301 were unsubstantiatad with no

related deficient practice. KY15960 and KY16137

were sUbstantiated with deficient practice

identified. _

F 174 483.10(k) RIGHT TO TELEPHONE ACCESS F 174
85=F | WITH PRIVACY

The resldent has the right to have reasonable
access to the use of a telephone where calis can
be made without being overheard.

This REQUIREMENT is not met as evidenced

by: ‘ S :
Based on observation and interview, the facility !
failed to ensure residents had reascnable access i
to the use of a telephone to make private ;
telephone calls. Telephone calls could not be
piaced/received by residents without being
overheard by staff and other residents.” The
residents were reéquired to use a telephone in the
dining reom and at the nurses' station where
other residents and staff were present. In
addition, the facility's bedfast residents had rio
‘access to lalephone use, other than the staff's
cell phone.

The findings include:

/re‘facsiiity policies Include a Privacy policy and a

T, S L
7 :
. LABORATORY%‘OR PRI ISUPPLIER REP%T!VE‘S SUGNATURE TITLE . / / (X&) DATE
_ : . I 7/ 20 S/

Any dgﬁcienMement ending with an astarisk (%) denotes a deficiency which the institution may be excused from correc&iég proﬁding It )& determined that -
other safeguards provide sufficient protection ta the patients, {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plap of correction s provided. For nursing homes, the above findings and ptans of correction are disclosable 14
days foliowing the date these documents are made avallable to the facitity. |f deficiencies are cited, an approved pian of correction is requisite o continued
progeam paricipation, ‘ -
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Reslident Telephone policy (no date noted). The
Privacy poficy stated the faciiity will 2nsurs the
residents have the right to personal privacy and
confidentiality of personal and medical records,
Personal privacy includas but is not limited to
accommodations, medical treatment, written and
telephone communications, personal care, visits,
-and meetings of family and resident groups. The
" Telephone policy states the facility will provide the
resident with reasonable access fo the use of a
telephone where calls can be made without being
overheard. In this facility, there are two :
telephones in the dining room, a telephone at
each nurses' station, and offices located
throughout the facility. Staff cell phones may be
used to assist residents who are bedbound with
telephone calls.

Ar: observation of an unsampled resigent during
the.initial tour on June 14,2011, at 1;15 p.m.,
revealed the resident was using the telephone at .
the D Hali nursing station. The nursing station
was full of staff working and talking and the
resident was having difficulty hearing on the

| phone. The resident was observed covering the
other ear in'order o hear the conversation over
the phane.

An interview with the unsampled resident from
the D Hall on June 14, 2011, at 2:00 p.m,,
revealed the resident used the ielephone- at the
nursing station to rmake telephone calls as the
telephone had been removed from the dining
room for several weeks. The resident stated
there was no place to talk in private on the

: teiephone in the facility. The resident stated that
when the telephone was in the dining room there
was still no privacy.

XA D | SUMMARY STATEMENT OF BEFGIENCIES [ - PROVIDER'S PLAN OF CORRECTION x5y .
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F 174 | Continued From page 1 F174; 1. We were not aware of any issugs

with the existing telephone

arrangement until the day of the

survey exit, Therefore, we wer

, unable to-correct the deficiency| at

I thattime.

i 2. Resident’s were interviewed

by Activities and Social

Services staff on 7/18/ 2011 to

ensure all resident’s felt they)

- had privacy when talking on

i the telephone. The

 facility identified some

" resident’s who said they would
like more privacy with their | -

. lelephone conversations.

3. A telephone was installed in
the facility conference room on
July 11, 2011 for resident’s
usage only. Thase resident’s
unable to go to the confereng
room by themselves for
making of receiving telephone
calls will be taken by the
nursing staff. Resident’s will
be able to use the telephone in

‘private. ‘The staff was in
serviced by the staff
development and quality

! assurance nurses on July 11,

z 2011 to'educate the staff on the

! new telephone nmcedure L

T

@
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. " adequate privacy while using
F 174 | Continued From page 2 F174 the telephone will be done
. ) : lity Assurance
Anr observation of the dining room on June 14, throg_gh.Quab yth ! 1.(_:
2011, at the evening meal service at 5:30 p.m., monitoring, by the Quality
revealed no telephone in the main dining room. - Assurance Nurse or designeg,
A ey ducted with 26 alert and monthly for three months thén
group interview conducted wi alertand ; . :
oriented residents on June 15, 2611, 10:00 a.m., quarterly ‘fhe?‘?aﬂc?-
revealed the only telephone for resident use was 4. The admmxstrator W{“ be
located in the dining area and each nursing responsible for ensuring _
station, Observation of the telephone on June compliance with this regulation]
15, 2011, at 5:00 p,m., revealed the telephore 5. Completion Date: 7/1811
was on a wall located across from the resident .
dining tables. Residents attending the meeting
further stated the telephone calls were not private
if residents/staff members were using the
| resident dining area. The residents stated
bedfast residenis did not have access fo a
telephone if the residents were to receive
telephone calis.
An interview with the Assistant Director of :
Nursing (ADON} was conducted on June 18, -
2011, at .15 p.m. The ADON stated, “There is a !
phone in the dining room, but [ realize it is not.
private and the bedbound residents are unable to
use this phope.”
During an interview with the Licensed Practical
Nurse (LPN) on the B Unit on Juhe 16, 2041, at
5:30 p.m., the LPN stated, "They use the nurses’
staticn to place and receive telephone calis and it
i is not private for them.” ' -
During an interview with the Director of Nursing
{DON} on June 16, 2011, at 5;40 p.m,, the DON
stated, "Well sometimes we let the bedbound
residents use our cell phones." .
F 225 | 483.13(c)(1){i-(ill), (c)(2) - (4} F225
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ALLEGATIONSANDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
regisiry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property:
and report any knowliedge it has of actions by a
colrt of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the Stats nurse aide registry
or licensing authorities.

The facility must ensure hal all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facllity must have evidence that all alieged
violations are thoroughty investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

taken for Resident # 12 as the
incident occurred in January
2011. The perpetrator was
suspended and later terminated
for the incident without ever
encountering Resident # 12 or

2, The perpetrator in this incident
was immediately suspended an
- terminatéed and had no further
contact with any residents. All
allegations of abuse and negled
reported to the administrator w
audited to ensure the allegatior
 wa$ reported to the appropriate
agencies immediately.
3. Any allegation of abuse will b
. reported immediately to the
" appropriate authorities. The

Inspector General (O1G) on
reporting suspected abuse or
neglect has been implemented
the facility. The staff will f1ll ¢
the form immediately after
reporting the incident to the
administrator and fax it to the
appropriate authorities. Factlit
staff will be serviced on Abusa
and reporting abuse by the Sog
Services and the staff

any other facility resident again.

suggested form from the Office
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F 225 | Continued From page 3 F 225 1. No corrective action could be
85=D | INVESTIGATE/REPORT

(=9

t
Ere

of

in
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ial

development purse on July 11,
i 2011, The quality assurance
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This REQUIREMENT s not met as evidenced
by. . ‘
Based on record review and interview, the facility

-| failed to report an allegation of abuse to the

appropriate state agency fimely. Resident #12
was involved in an alleged verbal abuse
aftercation on January 28, 2011; however, the
facility failed to report ene of three allegations of
abuse to the State Survey and Certification
Agency immediately.

The findings include; -

A review of the Abuse policy dated October 1,
2010, ravealed the facflity was {o notify the
appropnate state agencies 1mmedlate1y of any -
allegation of abuse.

A review of the mveslngahon regarding a staff

member verbally abusing resident #12 on
January 28, 2011, reveaied the incident was not
reported to Adult Protective Services (APS) or the
Office of Inspector General {OIG} unti January
31, 2011, two days after the incident occurred.

According fo the investigation report, on January
28, 2011, two staff members overheard the
incident with resident #12 and the perpetrator,
and an investigation was initiated. The alleged
perpetrator was suspended pending the
investigation. The perpetrator was terminated on
January 31, 2011, and the incident was then
reported to the state agencies. The facility

determined through their anvestlgat jon that verbal

abuse did ocacur.

AN interview with the Administrator'on June 18,
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| for three months, then monthl /
F 225 F 225: thereafter to ensure the

allegations were reported to thg
" appropriate authorities in a timely

Manner.

The administrator or designee
will ensure compliance with th

regulation.

Completion Date: July 14, 20%
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The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by, :
Based on record review and interview, it was
determined the facility failed to implement a
screaning procedure related to ahuse, neglect,
mistreatment, and misappropriation of property
for newly hired staff. Ths facility failed fo provide
evidence that the facility conducted or attempted
to obtain work reference screening for one of five
employee files reviewed.

The fmdmgs mclude

The facility's policy (dated 2000} stafes the facmty
will net knowingly hire an individual who has a
history of abusing other persons. This facility will
conduct employment reference investigation
checks on individuats making appilcatlon for
employment with this faciiity.

A record review of five newly hired employees
was conducted on June 16, 2011, An employee
record review revealed no.evidence of a work

" reference screening for one of five newly hired

conld be taken;
2: All current employee files were -
~ audited by the Payroll clerk to

ensure that pre-employment
reference checks were conducipd
before the employee was hired]
3. The Administrator or designee
- will audit the employee reference
checks before the employee is
‘able to enter orientation. Any

" employee without reference
checks will not be hired by the‘
facility. ;

4. The administrator or demguee
i will be responsible for ensuring
compliance with this regulation.
5. Completion Date: July 14,2011
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F 225, Continued From page 5 F 225
2011, at 3:00 p.m., revealed any aliegation of :
1 abuse was to be reported immediately fo the F226
appropriate state' agencies. The Administrator 1. The emplovee involved in the
did not know why the incident had not been mpioy o .
reported timely. deficient practice is no [onger
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 employed by the facility;
§5=D | ABUSE/NEGLECT, ETC POLICIES therefore, no corrective action
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employees {a sociaf worker).

An Interview conducted on June 16, 2011, at 2:50
p.m., with the Director of Nursing {JON) revealed
he/she is responsible to perform work reference
checks for all newtly hired licensed staff. The
" { DON added it is the responsibility of the
Administrator to perform work reference
screening for the newly hired social services staff
{social workers}.

An interview conducted on June 16, 2011, at 4:40
p.m., with the Administrator revealed the faciity's
abuse policy states all newly hired employees are
.I scresnad for work references, The Administrater
further revealed he/she is responsibie for
performing work reference screening on newly
-hired social workers. The Administrator revealed
he/she was unable to provide evidence of a work
reference screenlng for the social worker.
Further interview revealed he/she was not the
Administrator at the time this employee was
hired. The Administrator revealed this Fi23 ‘ :
employee's father was a resjdent at this facility "’“’""‘1 The medication that was left dn
and was known by the former Administrator, In o he bedside table f sident #9
addition the Administrator stated amployse the bedside tabie ror residen

reference screéning is the facility's policy for was destroyed and circled on fthe
‘protecting residents from abuse. - : MAR as not taken by the
F'323 | 483.25(h) FREE OF ACCIDENT . F 323 resident. The
85=0 | HAZARDS/SUPERVISION/DEVICES ' ' fingernail polish and removal
: T - : " wereremoved from Resident
The facility must ensure that the resident , #16's bedside and placed in th

environment remains as free of accident hazards ) e
as is possible; and each resident receives _ locked medication room on th
adequate supervision and assistance devices to day of the survey.
prevent accidents. b 2. An audit of medication passes ]

. ' x was done for three days after the
medication of resident #9 was

%]
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: , ‘ - 1 by the residents. Resident’s
F 323 | Continuéd From page 7 F 323 personal belongings were checked
to ensure there was no fingernail -
polish or polish remover at the
l’hls REQUIREMENT is not met as evidenced bedside, Other poténtially
E):ased on observation, m[erwew, and record
review, it was determined the: facility failed to

harmful items were looked foras
well and removed from the

ensure residents' environment remained as free - bedside to the medication rooiy

| as possible of accident hazards. A medicine cup for safe storage.

: that contained liquid medication was |eft on ' 3. Quality.Assurance conducted in-
resident #9 s bedglde table, in additicn, nine ‘ services for all licensed nurseés
bottles of nail polish and one bottle of nall polish . dKMA’s ] 15. 201
remover were observed on rasident #16's ' an e 5 UH? ,5’ . 1on
bedside tabla. . ‘ medication administration and|

' : ' not ever léaving medication at the -
The findings inciude: residents bedside. A quality

assurance audit of resident’s
‘rooms was done after the
medication adminisirations daijy

During the initial tour on June 14, 2011, at 1:30
p.m., a medication cup with 20 cubic centimeters
(cc) of green liquid was observed on resident #o's

bedside table, , : ~ for three days then one room

‘ daily every day for thirty days.
Interview with resident #8 on June 14,2011, at | - - This audit was done by the
1:30 p.m., reveated the cup was filled with Quality Assurance Nurse.

Enulose, and the resident's medication was left
vihere overnight Resldent #9 stated, "l did not
want to take the medication-sc | left it on the

‘Resident’s rooms were checked to
ensure thaf nail polish and polish

i table." ‘ remover were not at the resident’s
| o ) S bedside. Audits of resident roons
Fnterview with Certified Medication Alde (CMA) #1 will be dene menthly forthree

at 1:40 p.m. on June 14, 2011, revealed no
medications had been left on the bedside table on-
1 Jdune 14, 2011, and stated resident #9 had taken

- months then quarterly for three
months. The audits for medicin

€]

all medications as prescribed. CMA #1 was C at the bedside and fingernail
unaware the medication had been left there from : " polish and remover at the bedside
the night before, until the resident nofified him/her will be discussed in monthly
at that Gme. Quality Assurance meetings.

"4, The administrator or designee
will be responsible for ensuring

FORM CMS-2567(02-08) Previows Varsions Chsolete Event ID: 498571 Fanility ID: 100106COMPIIANCE Wlthf‘é&ﬁgﬁ@ﬁi&%@& Page B of. 1o
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-thelr personal possessions, The policy further

. nait polish remover was ingested.

i at 8:50 a.m., revealed residents were not

Confinued From page & .

June 14, 2011, at 1:45 p.m_, revealad
medications shotld not be left unattended in any
resident's room. The Supervisor did not know
why the medication was left in resident #9's room.

2. Areview of the facility's policy fitied "Personal
ltemms at the Bedside” (not dated) revealed the
facility encouraged residents to retain and use

revealed these items may be kept at the
resident's hedside, in the resident's bedside table
drawer, resident's bath pan, or other areas
deemed necessary fo mee! the resident's needs.

During the initiat tour on June 14, 2011, at 1:45
p.m., cne full bottle of 100% Acetone Nail Polish
Remover was observed on resident #16's
bedslide table. The bottle contained a warning
which read, "Keep away from children.” Further
observation reveaijed nine bollles of fingemail
polish.were abserved sitting on ths bedside table.

A review of Medline Plus Medical Encyclopedia
Online revealed a person should seek emergency
medical care immediately if fingernail polish or

A review of the wanderer resident list provided by
the facility and dated June 8, 2011, revealed
there were two wandering residents on the C
Station and four wandering residenis on.the D
Station of the faciiity. All six residents' rooms
were within a short distance from resident #16's
room,

An interview conducied with State Registered
Nursing Assistant (SRNA) #6 on June 18, 2011,

F 323
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permitted to have nall polish remover in-their
rooms. The SRNA further stated if he/she finds
nail polish remover or fingernail polish, he/she
would take it to the nurse to be iocked up!

| An interview conducted with the‘_Director of

Nursing {DON) on June 18, 2091, at 8:55 a.m.,
revealed the DON stated the facility tried to kesp

. the environment homelike and states chemicals

should be kept in the resident's bedside table,

Observation of the hallway outside resident #1 6’57
room on June 16, 2011, at 8:00 a,m,, revealed
four resldents walking in the hallway.
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483,12(b)(1)4(2) NOTICE OF BED-HOLD POLICY BEFORE/IPON TRANSFR

Before a nursing facility transfers 2 resident to a hospital or allows & resident to go on therapentic leave, the
nursing facility must provide written information to the resident and a family member or legal representative
that specifies the duration of the bed-hold policy under the State plan, if any, during which the resident is
penmitted to retum and resume residence in the nursing facility, and the nursing facility's policies regarding
bed-hold periods, which must be consistent with paragraph (b)(3) of this section, permitting a resident to
retwn. .

At the time of transfer af'a resident for hospitalimtion or therapeutic Jeave, a nursing facility must prdvide_ to
the resident and a family member or Jegal representative written notice which specifies the duration of the

bed-hold policy described in paragraph (b)(1) of this section,

This REQUIREMENT is not met as evidenced by : .

Based on interview and record review, the facility fajled to provide written information to one of twenty-four
sampled residents (resident #22) that specified the duration of the bed-hold policy under the State plan. -
Resident #22 was ransferred to the hospital on March 11, 2011, however, the facility failed to provide the
resident with information concerning the duration of the bed-hold policy before tansfer,

The findings include:

A review of the facility's policy titled "Bed-Hold Policy," which contained no date, revealed upon fransfer fo.

{ the hospital, if the resident is out of bed-hold days, a resident may choose to hold the bed by paying the

self-pay room rate. . .

A review of the medical record for resident 122 revealed the resident was admitted the facility on Awgust 16,

2010, with diagnosés of Cerebral Vascniar Accident (Stroke), Dementia, Agitation, and Confusion.

A review of the nersing notes for resident #22 revealed the resident was tansferred to St. Joseph East
Hospital for-evaluation on March 11, 2011, and wes subsequently admitted fo the hospital. A review of the
transfer sheet dated March 11, 2011, revealed the resident was being sent to the hospital due to the resident
being diagnosed with a venous thrombosis (blood clot} of the left iower extremity.

An interview conducted with the responsible party (RP) for resident #22 on June 16, 2011, at 9:30 a.m.,
revealed he/she had not been notified af the time the resident was sent to the hospital, the resident was out of
bed-hold diys, and therefore the resident would lose his/her bed at the facility. The RP further revealed no
one at the facility had discussed the bed-hold days with the family member prior to the resident being
transferred to the hospital. The RP stated he/she bad not been offered the chance to pay to hold the bed for
the resident, :

Interview with the Adnzinistrator on June 16, 201 1,‘at 10:00 a.m., revealed the facility was unable to provide
documentation that resident #22 was provided information concerning the regident being out of bed-hold

Any deficiency sttement endig with au asterisk (¥} denotes 2 deficiency which the institution may be exoused from correctiug providing & is determined that other safepuards provide sufficient

protection 10 the patients, (See instmctions.) Except for musing bomes, the findings stated above are disclosabe 90 dayz following the dgte of survey whether or not 2 plan of edrrestion is provided.
Fer pursing homes, Ihe sbove findings and plans of cormection are disclossble 14 dayw foliowing fhe date these documents sre made avoilable to the facility, If deficlencies are cited, an approved plan of

The nbove isoluted deficiencies pose no actual hara to the residents
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days, before the resident's transfer to the hospital on March 11, 2011, The Administrator further revealed the
facility does not send a notice to'the resident or the family when a resident is out of bed-held days. The
Administrator revealed it is the responsibility of the Admissions Coordinater to call the family to inform them
of the resident being out of bediold days. . o

An interview conducted with the Admissions Coordinator {AC) on June 16, 2011, at 4:15 pan,, revealed the
AC was respensible to call residents or the family if a resident was out of bed-hold days and to allow the
resident or the family to hold the bed by paying the self-pay room rate. The AC further stajed he/she could
not recall ifhe/she had spoken with the family of resident #22. The AC revealed resident #22 was out of
bed-hold days. ’ : o :

| 483.12(b)(3) POLICY TO PERMIT READMISSION BEYOND BED-HOLD

A nursing facility must establish and follow a written palicy under which a resident whose hospitalization or

therapeutic leave exceeds the bed-hold perod under the State plan, is readmitted to the facility immediately
upon the first availabiiity of a bed in a semi-private room if the resident reguires the services provided by the
facility; and is eligible for Medicaid nursing facility services. . :

This REQUIREMENT is not met as evidenced by:

Baged on interviews and record review, the facility Tailed to ensure one resident (resident #22) of twenty-four

sampled residents was afforded the right to a bed-hold, and the opportunity to-be readmitted o the. facility
immediately upon the first avaitability of a bed in a semi-private room when the bed-hold expired.

The findings include:

A review of the facility's policy (no date) revealed upon transfer to the hospital, if the resident is out of
bed-hold days a resident may choose to bold the bed by paying the self-pay room rate, The policy further
revealed if a resident whose hospitalization or therapeutic leave exceeds the bed-hald period under the State
Plan, the resident will be readmitted 1o the facility immedjately upon the first availability of a bed, if the
resident chooses fo be readmitted, requires the services of the facility, and is eligible for Medicaid facility
services. . :

Record review revealed resident #22 was admitted the facility on Augnst 16, 2010, with diagnoses of
Cerebral Vascular Accident (Stroke), Dementia, Agitation, and Confusion. .

| A review of the medical record for resident #22 revealed the resident was transferred to Saint J'oseph East

Hospital for evaluatior. on March 11,2011, Areview of the transfer sheet dated March 11, 2011, revealed
the resident was being sent to the hospital due to the resident being diagnosed with a venors fhrombosis
(blood clot) of the left lower extremity. ‘ '
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An interview conducted with the famﬂy member of resident #22 on June 16, 20]1 at 9:30 am., revealed
he/she had not been notified at the time the resident was sent to the hospital that f:he resident was out of
bed-hold days and as a result would not be readmitted to the nursing home. The family member further
revealed no one at the facility had discussed the bed-hold days with the family member prior to the resident
being wansferred (o the hospital. The family member stated he/she had not been offered the chance to pay to
hold the bed for the resident, The family member forther stated he/she had requested a meeting with the
facility to discuss resident #22 being readinitted to the facility and was told by the Director of Nursing (DON)
there was no need for a meeting, it was a moot point, The fanily member further stated the DON told
himv/her the facility could not meet the resident's needs but, when asked why, the DON failed to give the
‘ fanily member & specific reason.

Axr interview conducted with the Social Worker (SW) at Saint Joseph East Hospital on June 16, 2011, at 9:25°
am, revealed the' SW had contacfed the facility on March 14, 2011, to inguire zbout the resident’s bed-hold
days remaining, and was told by the Admissions Coordinator that the facility' would not be readmitting the
resident. The SW further stated the resident's family member appeared shocked when told of the news by the
SW. The SW further stated he/she had also spoken with the facility Administrator to {ry to resolve the issue
and was informed the resident's family member had obtained an attorney and the facility would not be taking
the resident back to the facility because the facility could not mmeet the resident's needs. The SW stated he/she
had inquired from the Administrator as to what needs the facifity could not meet and none were given,

Interview with the Administrator on June 16, 2011, at 10:00 a.m., revealed the facility was unable to provide
documentation that resident #22 was provided inforznation concermng the resident being out of bed-hold days
before the resident's transfer to the hospital on March 11, 2011, The Administrator further revealed the
facility does not send a notice 1o the resident or the family when a resident is out of bed-bold days. The
Administrator revealed it is the responsibility of the Admissions Coordinator to call the family to inform them
of the resident being out of bed-hold days. The Administrator fiirther revealed the resident was out of
bed-hold dzys and the family member had not paid to hold the bed for the resident. The Administrator stated
the facility does not send a written notice, the Admissions Coordinator just calls the family. The
Administrater further stated the family member of resident #22 had obtained the services of an a.ttomey and
was poing to sue the facility; therefore the resident was not-taken back to the facility, .

An interview conducted with the Admissions Coordinator (AC) on June. 16, 2013, at 4:15 pan., revealed the
AC was responsible to call residents or the family if a resident was out of bed-hold days and to allow the
resident or the family to hold the bed by peying the self-pay room rate. The. AC further stated he/she couid

| oot recall if he/she had spoken with the farmily of resident #22. The AC revealed resident #22 was out of
bed-hold days and the family bad not paid to hold the bed for the resident. The AC further revealed the
faczhty did have available beds on the day the resident was discharged from the hospital on March 21, 2011,
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K6 Plan Approval: 1871 S . K018 . ’
" , 1. Trashcans were removed from in
i Survey under: 2000 existing _ front of resident room doors,
K8SNF - ’ oo _ 2, An audit of all resident rooms
: ‘ : ' was done July 8, 2011 by the

Type of structura: one story Skilled Nursing _ . Quality Assurance nurse to ensyire
Faciity Type V unprotected. there were no other trashcans ir

. , - front of resident room doors.
A Life Safaty Code survey was initiated and : 3. The Quality As cranoe ot o
concluded on June 6, 2011, for compliance with ’ . d A
Title 42, Code of Federal Regulations, 483.70, | designee will monitor the fesldin‘
and found the facility not in compliance with T+ roomdoors weekly for one month
NFPA 101 Life Safety Code, 2000 Edition, - ' then monthly thereafter to ensure

. . _ trashcans are not in frorit of
i The following findings demonstrate . " resident room doors. The

i noncompliance with the highest scopeisev?nty at administrator or designee will i

[

T level, dmt T
K 018 NFPA'101 LIFE SAFETY CODE STANDARD - K018 servico the facility staff on July|
88=E ’ 11, 2011 to ensure staff knows
Doors protecting corridor openings in other than ' the reason for this regulation,
requlred enclosures of vertical openings, exits, or 4. The administrator or designee
hazardous areas are substantiai doors, such as ‘ will be responsible for ensuring

" | those constructed of 1% inch solid-bonded core . . . .
wood,-or capable of roglsting fire for at least 20 comp lzav}ce with this regulauop.
minutes. Doors In sprinklered buildings are only . 3. Completion Date: July 15, 201§
required {o resist the passage of smoke. There is: ’
no impediment to the closing of the doors. Doors
are provided with a means suitable for keeping

the door closed. Duteh doors meating 19.3.6.3.6
are parmitted.  19,3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilifies. L

LABORATRRY DIRECTOR'S QF. PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE - TTE M (X8) DATE -
e , i ’ o D~ B/

Any deficlEncy siatement ending with an asterisk () danctes a daficiancy which the Instiution may be axcused from corracting providing It is dslerminad thet

other safepuards provide sufficlent protection to the patlents. (See instructions.,) Excepl for nursing harmes, the findinge stated above ars disciosabla 90 days
teillowing (ho date of survey whether or not a plan of correction Is provided. Faor nursing homee, the above fintings and plans of correction are disclosable 14
jdsys following the dale these documents are made available to the faciity. H deficlencles are ciled, an approved plan of eorrection is raquisiic to continued

..~ pragram participation.
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This STANDARD is not me as evidenced by:”

Based on observation and Interview, it was
‘determined the facility falled to ensure doors
located in.the corridor did not have any
Impeadiments to thelr closing, according to
National Fire Prolection Association (NFPA)
standards. The deficiancy had the potential to
affect three of six smoke corpartments, 68
resldents, staff, and visitors.

/I-\ .

The findings Includa;

| Observation on June 16, 2011, at 11:09 a.m.,
with the Maintenance Director, revealed resident
foom door 205 had a trash can placed in front of
It, Impeding the door from closing: Further
observation revealed resident room doors 308,
405, and 406 had trash cans in front of them,
preventing easy closure of the door, Resident
room doors located in the corridor must be kept
clear of impediments to their ciosing In case the
door needs to be closed quickly io isolate a fire.

Interview on Juhe 18, 2011, at 11:09 a.m., with
the Maintenance Director, revealed staff had
been repaatedly warned not to place ltems In

| front of resident room doors. Further Interview
revealed the Malntenance Direclor believed staff
piaced the trash cans in front of the resident room .
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doors to make discarding of exam gloves easler.
| The facility did not have a written policy related to
) impeding the closing of resident deors. :
, K061 | NFPA 101 LIFE SAFETY CODE STANDARD K 081
58=F ' K061

Required automatic sprinkier systems have
valves supervised so that at |sast a local alarm
will sound when the valves are closed. NFPA
72,8721 :

This STANDARD is'not met as evidenced by:
Based on pbservatich and interview, it was
determined the facility failed to ensure the fire
sprinkler systermn was installed according to
National Fire Pratection Standards {NFPA). The
deficiency had the potential to'affecl six of six
smoke compartments, 134 residents, staff, and
"visitors.

The fi ndings include:

Obssrvatlon on June 16 2011, at 9: 34 a.m., with
the Maintenance Diractor, revealed the Fost
Indicator Valve (PIV) located next to Versaillas
Road did not have an elecironic tampsr switch,
The electrontc tamper switch sends a signal to
the facility to alfow the facility to know if the water
| Sli:.lfppiy fothe fsre sprinkler system has been shut

i Intemaw on June 16, 2011, at £:34 am., with the .

o i Maintenance Direstor, revealed he had never

known of the PIV having an electronic tamper
‘switch 'since he started working at the faciiity in

.

The PIV valve will have an
clectronic tamper switch installed
by Brown Sprinkler. Duefoa
heavy workiload, Brown Sprink|er
cannot instail the switch until

“August 2011, The work order

number for the project is LX-
1109243 Aug.

2. All other valves have tamper :
switches,

3. The PIV valve will have an
electronic.tamper switch instal l-td
to alert the facility that the wate:
supply to the sprinider compnny

. has been shut off,

4, The administrator or designee

will be responsible for ensuring
~ compliance with this regulation|
5. Completion Date: July 8, 2011
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‘valves. Supervisory signals shall sound and shall

Continued From page 3
1995, ’

Reference:. NFPA 101 (2000 Edition).

B.7.2.1* Supervisory Signals. Where supervised
automatic sprinkler systermns are tequired by
another section of this Code, supervisory
attachments shall be installed apd monitored for
integrity In accordance with NFPA 72, Natianal
Fire Alarm Cods, and a distinclive supervisory
signal shall be provided to Indicate a condition
thal would impair the satisfactory operation of the
sprinkler system, Monitoring shall include, but
shall not ba {imited to, monitoring of contral
valves, fire pump power supplies and runping
conditions, water tank levels and temperatures,
tenk pressure, and alr pressure on dry-pipe

be dispiayed aither at a location within the
protected building that is constantly aftended by
qualified personnel orat an appmved remotely
iocated recelving facility. - -

NFPA 101 LIFE SAFETY CODE STANDARD

Required autornatic sprinkler systems are
continuously maintained In raliable operating
condition and are Inspected and tested
periodically.  18.7.6, 4.6,12, NFPA 13, NFPA
25,9786

This STANDARD is nat met as evidenced by:
Based on record review, observation, and
interview, it was determined the facility failed to
inspect and maintain the fire sprinkler system
according lo'NFPA standards. The deficlency
had the potential ta affect six of six smoke
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1 Interview on Juna 16, 2011, at 8:69 a.m,, with the

recaflbraled every five years as required.

' supervlsed with an electionic tamper switch.

*| monthly fo ensure they function properly. Review

-|'because he felt like he had not been properly
trained,

oorhpartmenls, 134 residents, staff, and visliors,
Tha f indings include

Observation on June 16 2011, a{ 9:60 a.m,, with
the Maintenance DRirector, revealed the aprlnklet
systam riser had a total of four gauges. Gauges
located in the fire sprinkler system musl be
recaiibrated or replaced every five years,

Mainienance Director, revealed two of the four
gaugee had been replaced within the ast five
years, but he was unsura of when ths other
gauges were replaced or recalibraled. Review of
the Sprinkler inspection repotts revealed no
ovidenca the gauges had been replaced or *

Ohsearvation on June 16; 2011, at 10:00 a.m.,
with the Maintenance Director, revealed the fire
sprinkler system had one conlrol valve locafed on
the fire sprinkier riser, The gontrol valve was

Control valves that are suparvised with an
electronic tamper switch must be Inspected

of the Sprinkier Inspection reports revealed no
evidence the monthly inspections had been
completed,

Interview on June 16, 2011, at 10:00 a.m., with

the Maintenance Director, revealed he did not
parform a monthly inspaction on the control valve

Record review of the fire sprinklar system

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D ] 1 X6}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
, DEFICIENGY}
K062 | Continued From page 4 K 062

1. Brown Sprinkler replaced all th
gauges of the sprinkler system
tiser.

2. "No other areas were affected by,
this practice.

"3, Brown Sprinkler replaced the
gauges in the sprinkler system
riser and the contrpl valves will
be-inspected monthly as well.

4, The administrator or designse

. will be responsible for ensuring
this regulation is met, 4

5. Completion Date: July 1, 201!
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.| an inspection shall ba made by the owner to

i locked, or elscirically supervised,

Continued From page &

inspection documents.on June 18, 2011, at 11:30
a.m., with the Maintenance Direclor, revealad the
facility last had an internat pipe inspection for the
fire sprinkier system performed on June 23, 2003.
Fire sprinkler systams must have an intetnal pipe
inspection performed every five years o ensure
the reltability of the fire sprinkler system.

!ntervlew on.une 18, 2011 at 11:30 a.m., with the
Maintenance Direclor, confirmed the facility last
had an internat pipe inspection on the fire
sprinkier systam performad on June 23, 2003,

Reference: NFPA 25 (1988 Edition).

2-3.2% Gauges Gauges shall be replaced every
5 years or lested every 5 years by cumparlson
with a calibrated gaugs.

Gauges not accurate to within 3 percent of the full
scale shall be recalibrated or replaced,

$.3.3.1 All valves shall be inspacted weekdy.

Exreption No. 1: Valves secured with locks or
supervised In accordance with applicable NFPA
siandards shall ba parmitted to ba inspacted
monthly. :

Exception No. 2; After any alterations or ‘repalrs,

ensure that the system is in service and ail valves
are in the normal poslition and properly sealed

8-3.3.2* The valve inspection shall verify that the
valves are in the foliowlng condition;

(&) In the normal open or closed position

(b) “Properiy sealed, locked, o superv!sed

() Accessible

K 052
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(d) Provided with appropriate wrenches
(e) Free from external leaks .
{f Provided with appropriate Idenification

10-2,2* Obstruction Prevention.  Systems shall be
examined Internally for obstiuctions where
conditions exist that could cguse obstructed
piping. If the'condlion has not been corrected or
the condition is one that could result In
obstruction of piping despite any previous flushing
procadures thet have been performed, the
sysltem shall be examined inlernally for
obstructions svery 5 years. .This investigation
shall be Accomplished by examining the interior
of a dry valve pr preaction valve and by removing
two cross main fiushing connections.
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