THE JAMES B. HAGGIN MEMORIAL HOSPITAL
EXTENDED CARE FACILITY
SURVEY COMPLETION PATE October 19, 2012

PLAN OF CORRECTION

CFR 483.13(a) Right to be Free from Physical Restraints — The facility failed to ensure
resident attained or maintained their highest practicable well-being in an environment that
prohibited the use of physical restraints, failed to ensure the medical diagnosis for the
restraint was on the physician order, failed to obtain the resident/responsible party’s
consent prior to the use of a restraint and failed to complete Least Restraint Assessment
prior to the use of a lap buddy for one of ten sampled residents.

F 221 Right to be Free from Physical Restraints Completion Date: 12/10/12
S/8=D

Corrective Action For Residents Found To Have Been Affected By The Deficient Practice:
The resident (#4) had a Least Restrictive Restraint Assessment and physician order completed
on 10/19/712. Consent for use with risks vs. benefits was discussed with POA and obtained

verbally. Forms were ordered and will be completed (signed) at POA convenience after arrival.

The Facility Will Identify Other Residents Having The Potential To Be Affected By The
Same Practice:

An audit of all residents was completed to review use of any enablers and/or positioning devices
by the interdisciplinary team and no others found to be affected.

Measures To Be Put In Place Or Systemic Changes Made To Ensure The Deficient Practice
Will Not Recur:

The Physical Restraint Policy will be revised and implemented. The new policy includes the use
of a Pre-Restraining Assessment form, a consent form and a quarterly Physical Restraint
Elimination Assessment form. It also provides for monthly review of all residents utifizing a
restraint. Education on the new policy and forms will be provided to ECF nursing and care plan
team members by the DON of ECF and/or the ECF Charge Nurse.

How The Facility Plans Te Monitor Its Performance To Ensure Solutions Are Sustained:

Monthly reporting on restraint use, assessment(s) completion and to policy adherence will be
made to the ECF QA Commitiee.




THE JAMES B. HAGGIN MEMORIAL HOSPITAL
EXTENDED CARE FACILITY

SURVEY COMPLETION DATE Qctober 19, 2012

PLAN OF CORRECTION

CFR 483.15(h) Housekeeping and maintenance services ~ The facility failed to provide
effective housekeeping and maintenance services to ensure a sanitary and orderly
environment,

F 253 Housekeeping and Maintenance Services Completlon Date: 11/08/12
S/S$=E

Corrective Action For Residents Found To Have Been Affected By The Deficient Practice:
All resident rooms were visually inspected for dust balls and dirty heating/air conditioning,
Those found were cleaned and re-inspected.

The Facility Will Identify Other Residents Having The Potential To Be Affected By The
Same Practice:

All residents had the potential to be affected but no other areas found to be affected.

Measures To Be Put In Place Or Systemic Changes Made To Ensure The Deficient Practice

Will Not Recur:
The Environmental Services team members were re-educated to the daily cleaning procedures by

the Environmental Services Coordinator and each team member given a copy of the cleaning
policy and procedure.

The Physical Plant team members were educated on the proper cleaning and inspection of air
conditioning and heating units.

The Environmental Services Coordinator will increase her quality inspection rounds which
include a visual inspection of the resident room floors for procedural tleaning as well as the
heating/air conditioning units for dust build-up. The Coordinator will also document the
inspection results on the existing quality inspection form. The form results will trigger any
further needed cleaning.

When the scheduled preventive maintenance, every 59 days, 1s performed on the units the
completed visual condition will be documented on the computer sofiware generated work order
by the preventive maintenance provider and then followed up on by the Physical Plant Director.
How The Facility Plans To Monitor Its Performance To Ensure Solutions Are Sustained:

The cleaning quality round results as well as the preventive maintenance results are reported to
the hospital Performance Improvement Committee and the ECF QA Committee quarterly.



THE JAMES B. HAGGIN MEMORIAL HOSPITAL
EXTENDED CARE FACILITY

SURVEY COMPLETION DATE October 19, 2012

PLAN OF COGRRECTION

CFR 483.20(b)(2)(if) Comprehensive Assess after Significant Change — The facility failed to
ensure a comprehensive assessment of a resident was conducted within fourteen (14) days
after the facillty determined or should have determined, that there has been a significant
change In the resident’s physical or mental condition for one (1) of twelve (12) sampled

residents.

F 274 Comprehensive Assessment after Significant Change Completion Date: 12/10/12
S/S=D

Corrective Action For Residents Found To Have Been Affected By The Deficlent Practice:
The resident (#1) will have a Significant Change Assessment completed with an ARD date of
11/14/12 including review of the comprehensive care plan,

The Facility Will Identify Other Residents Having The Potential To Be Affected By The
Same Practice:

All residents had potential to be affected but no others found to be affected.

Measures To Be Put In Place Or Systemic Changes Made To Ensure The Deficient Practice

Will Not Recur:

The Interdisciplinary team will be re-educated on criteria for determining a significant change. A
formal review will occur during Standards of Care meeting held weekly with interdisciplinary
team. The meeting time will be modified to accommodate attendance by Dietary Director.

How The Facillty Plans To Monitor Its Performance To Ensure Solutions Are Sustained:

Reporting on the number of significant change assessments to ECF QA Committee will be done
monthly for three months then quarterly on an ongoing basis.



THE JAMES B. HAGGIN MEMORIAL HOSPITAL
EXTENDED CARE FACILITY

SURVEY COMPLETION DATE October 19, 2012

PLLAN OF CORRECTION

CFR 483.20(d)(3)Right to Participate in Care Planning and Revision of Care — The facility
failed to ensure the residents Comtprehensive Plan of Care was reviewed and revise for one

(1) of twelve (12) sampled residents.

F 280 Comprehensive Assessment after Significant Change Completion Date: 12/10/12
S/S=D

Corrective Action For Residents Found To Have Been Affected By The Deficient Practice:
The resident (#1) will have a Care Plan Revision on 11/21/12 based on the significant change
assessment completed with an ARD date of 11/14/12.

The Facility Wil Identify Other Residents Having The Potential To Be Affected By The
Same Practice:

All residents had potential to be affected but no others found to be affected.

Measures To Be Put In Place Or Systemic Changes Made To Ensure The Deficlent Practice

Wl Not Recur:
The Interdisciplinary team will be re-educated on criteria for determining a significant change

and the need for revision of the care plan. A formal review will occur during Standards of Care
meeting held weekly with interdisciplinary team. The meeting time will be modified to
accommodate attendance by Dietary Director.

How The Facility Plans To Monitor Its Performance To Ensure Solutions Are Sustalned:

Reporting on the number of significant change assessments and care plan revisions to ECF QA
Committee will be done monthly for three months then quarterly on an ongoing basis.



THE JAMES B. HAGGIN MEMORIAL HOSPITAL
EXTENDED CARE FACILITY

SURVEY COMPLETION DATE October 19, 2012

PLAN OF CORRECTION

CFR 483.25(c) Treatment/Services to Prevent/Heal Pressure Sores — The facility failed to
ensure residents did not develop pressure sores unless It was clinically unavoidable for one

(1) of twelve (12) sampled residents.

F 314 Treatment/Services to Prevent/Heal Pressure Sores Completion Date: 12/10/12
S/S=D

Corrective Action For Residents Found To Have Been Affected By The Deficient Practice:
The resident (#1) received a new physician order for treatment to affected area on R lateral heel.
Daily inspections of site implemented until healed. ECF Charge Nurse will also check arca

weekly until healed.

The Facility Will Identify Other Residents Having The Potential To Be Affected By The
Same Practice:

All residents will receive thorough skin assessments by LPN and verified by the ECF Charge
Nurse. The weekly skin assessments had been identified as a potential weak area and a new audit
tool/process had just been implemented with the item added as new area to the September ECF
QA agenda. The Charge Nurse checks each weekday morning the assessments scheduled for the
prior day (on Monday, the weekend assessments are done) for completion and accuracy.

Measures To Be Put In Place Or Systemic Changes Made To Ensure The Deficient Practice
Will Not Recur:

Weekly audits of the Treatment Administration Records for completion and accuracy will be
completed by the ECF Unit Clerk and/or Charge Nurse. Findings will be reported to the
mterdisciplinary team weekly at Standards of Care meeting. Education will be provided to the
ECF team members on policy, accurate assessments, documentation and follow up by the DON
of ECF and ECF Charge Nurse.

How The Facility Plans To Monltor Its Performance To Ensure Solutions Are Sustained:

The results of audits, education and assessments will be reported to the ECF QA Committee
monthly for three months and then quarterly ongoing, We will continue to report all wound(s)
status quarterly,



THE JAMES B. HAGGIN MEMORIAL HOSPITAL
EXTENDED CARE FACILITY
SURVEY COMPLETION DATE October 19, 2012

PLAN OF CORRECTION

CFR 483.25(h) Free of Accident Hazards/Supervision/Devices — The facility failed to
ensure the environment remained as free from accidental hazards as possible as evidenced
by two (2) medication carts observed to be unlocked and a cabinet with hazardous
chemicals was observed to be unlocked.

F 323 Free of Accident Hazards/Supervision/Devices Completion Date: 12/15/12
S/S=E

Correctlve Action For Residents Found To Have Been Affected By The Deficlent Practice:
The medication carts were serviced and plans made to keep behind locked door or nurses’
station if lock malfunctions again until service personnel can repair. All cabinets were cleaned of

all hazardous chemical items.

The Facility Will Identify Other Residents Having The Potential To Be Affected By The
Same Practice:

All residents had potential to be affected but no others found to be affected.

Measures To Be Put In Place Or Systemlc Changes Made To Ensure The Deficient Practice
Will Not Recur:

The Medication carts will be replaced with the purchase of new carts — purchase order to be
placed within 30 days after adequate quotes obtained and approval process completed. The
cabinets will be inspected by the Environmental Services Coordinator during routine quality
control rounds. The DON of ECF will also do spot checks on a weekly basis for hazardous
chemicals. Pharmacy personnel, DON of ECF and ECF Charge Nurse will do spot checks daily
on the locking of the med carts.

How The Facility Plans To Monitor Its Performance To Ensure Solutions Are Sustained:
The results of the audits will be reported to the ECF QA Committee monthly for three months

and then quarterly.



THE JAMES B. HAGGIN MEMORIAL HOSPITAL
EXTENDED CARE FACILITY

SURVEY COMPLETION DATE October 19, 2012

PLAN OF CORRECTION

CFR 483.35(1) Food Procure, Store/Prepare/Serve - Sanitary — The facility falled to store,
prepare, distribute and serve food under sanitary conditlons.

F 371 Food Procure, Store/Prepare/Serve - Sanitary Completion Date: 12/10/12
5/8=F

Corrective Action For Residents Found To Have Been Affected By The Deficlent Practice:
All dishes were washed and sanitized in the dish machine and allowed to air dry before being
placed back into use or on shelf for storage on 10/17/12. Cross contamination education provided
to the dietary team member by Dietary Director on 10/17/12.

The Facility Will Identify Other Residents Having The Potential To Be Affected By The
Same Practice:

Although all residents had potential to be affected, none were adversely affected.

Measures To Be Put In Place Or Systemic Changes Made To Ensure The Deficient Practice
Will Not Recur:

A policy addressing dish washing, sanitizing and drying will be developed and implemented by
the Dietary Director. Dietary team members will receive education on the new policy by the
Dietary Director. Education will be provided to dictary team members on hand washing and
cross contamination by the Infection Control Coordinator. The Dietary Director will review the
Kentucky Food Service Code Booklet and will attend in-service, “Operating a Safe/Sanitary
Dietary Department on 11/15/12.

How The Facility Plans To Monitor Its Performance To Ensure Solutions Are Sustained:

The dishwashing and sanitizing process will be monitored weekly for four weeks and then
monthly on an ongoing basis by Dietary Director and/or Infection Control Coordinator, The
results will be reported to the ECF QA Committee monthly for three months and then quarterly
by the Dietary Director. The environmental rounds infection control checklist will be uiilized to
monitor the dietary department practices by the Dietary Director and/or Infection Control
Coordinator weekly for four weeks and then monthly ongoing. This will be reported to the ECF
QA Committee monthly for three months and then quarterly ongoing.



THE JAMES B. HAGGIN MEMORIAL HOSPITAL
EXTENDED CARE FACILITY

SURVEY COMPLETION DATE October 19, 2012

PLAN OF CORRECTION

CFR 483.35(i) Dispose Garbage & Refuse properly ~ The facility failed to ensure garbage
and refuse containers were contained in dumpsters or compactors with lids to prevent the

harberage and feeding of pests.

F 372 Dispose Garbage & Refuse Properly Completion Date: 11/14/12
S/8=F

Corrective Action For Residents Found To Have Been Affected By The Deficient Practice:

The uncovered trash dumpster was permanently removed.

The Facility Will Identify Other Residents Having The Potentizl To Be Affected By The
Same Practice:

All residents had the potential to be affected but none were found to be affected.

Measures To Be Put In Place Or Systemic Changes Made To Ensure The Deficient Practice
Will Not Recur:

The Physical Plant Director is responsible for ordering any trash dumpsters to be delivered to
hospital property. The Physical Plant Director will ensure any trash dumpster ordered and
delivered on hospital property will have a lid for the trash dumpster,

How The Facllity Plans To Monitor Its Performance To Ensure Solutions Are Sustained:
The Physical Plant Director will monitor and any trash dumpster ordered and delivered on

hospital property will be for renovations and the trash dumpster will have a lIid and only stay on
hospital property during the renovation and then promptly removed.



THE JAMES B. HAGGIN MEMORIAL HOSPITAL
EXTENDED CARE FACILITY
SURVEY COMPLETION DATE October 19, 2012

PLAN OF CORRECTION

CFR 483.60(b),(d), (¢) Drug Records, L.abel/Store Drugs & Biologicals — The facility failed
to ensure drugs and biologicals were stored in locked compartments as evidenced by two
(2) medication carts observed to be unlocked.

F 431 Drug Records, Label/Store Drugs & Biologicals Completion Date: 12/10/12
S/8=E

Corrective Action For Residents Found To Have Been Affected By The Deficient Practice:
The medication carts were serviced and plans made to keep behind locked door or nurses’
station if lock malfunctions again until service personnel can repair. All nurses were instructed to
keep possession of keys at all times.

The Facility Will Identify Other Residents Having The Potential To Be Affected By The
Same Practice:

All residents had potential to be affected but no others found to be affected.

Measures To Be Put In Place Or Systemic Changes Made To Ensure The Deficlent Practice

Will Not Recur:
The Medication carts will be replaced with the purchase of new carts — purchase order to be

placed within 30 days after adequate quotes obtained and approval process completed.
Pharmacy personnel, DON of ECF and ECF Charge Nurse will do spot checks daily on the
locking of the med carts and location of the keys.

How The Facility Plans To Monitor Its Performance To Ensure Solutions Are Sustained:
The results of the audits will be reported to the ECF QA Committee monthly for three months
and then quarterty.

10



THE JAMES B. HAGGIN MEMORIAL HOSPITAL
EXTENDED CARE FACILITY
SURVEY COMPLETION DATE October 19, 2012

PLAN OF CORRECTION

CFR 483.65 Infection Control, Prevent Spread, Linens — The facility failed to develop,
implement, and malntain an Infection Control Program in order to prevent and control, to
the extent possible, the onset and spread of infection within the facility. The facility failed to
properly launder resident clothing to minlmize contamination. Additionally, on initial tour
bedpans were observed to be stored on the floor unlabeled and unbagged in the resident
bathrooms. Tour of the beauty shop revealed used hair curlers and combs were dusty with

hair n them,

F 441 Infection Control, Prevent Spread, Linens Completion Date: 12/10/12
S/8=F

Corrective Action For Residents Found To Have Been Affected By The Deficient Practice:

Area#1 the process/procedure was changed to involve hanging the clean laundry to the opposite
wall and in the corner located five fect from the washer and dryer and out of the path of any
transportation of any clean or dirty laundry. Area #2 the washer and dryer were switched places.
The clean linen is hung three fect across from the washer/drver while waiting to taken to resident
rooms. All resident bedpans have been labeled, cleaned, covered, and stored in resident
bathrooms. Combs and curlers in beauty shop have been cleaned and disinfected in accordance
with The Kentucky State Board of Hairdressers and Cosmetologists statute KRS 317A.130.

The Facility Will Identify Other Residents Having The Potential To Be Affected By The
Same Practice:

All residents had the potential to be affected but none found to be affected.

Measures To Be Put In Place Or Systemic Changes Made To Ensure The Deficient Practice
Will Not Recur:

The DON of ECF and the Environmental Services Coordinator will educate ECF and
Environmental Services team members on the proper procedure for preventing cross
contamination of resident linen. The Infection Control Coordinator will educate ECF team
members on the proper procedure for labeling, cleaning, and storing resident bedpans. Periodic
surveys of the ECF beauty shop will be performed by the Infection Control Coordinator to
ensure proper practices are in place. The Beautictan was educated on the proper procedure for
¢leaning and disinfection of combs and curlers as required by The Kentucky State Board of
Hairdressers and Cosmetologists by the Infection Control Coordinator,

It



How The Facility Plans To Monitor Its Performance To Ensure Solutions Are Sustained:

The DON of ECF and the Environmental Services Coordinator will monitor and report quarterly
to the ECF QA Commititee, The Infection Control Coordinator will monitor bedpan storage and
report quarterly to the ECF QA Committee. Education on bedpan cleaning and storage will be
provided to all ECF team members upon hire and annually. The Infection Control Coordinator

will monitor and report quarterly to the ECF QA Committee

12
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- method was to be utillized to enable resldents to
. safely function within their environment,
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; solution and nevar a planned long term option. A |
' restralnt would only be used when: 1, There was |
| a real or potential threat to the safety of the
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! were no other solutions. The policy further i
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_ could voluntarily remove the device successfully |
; three times when asked. The definition of a
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. been deemed Ineffective. The interdisciplinary !
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. their device removed every two {2) hours to be
“repositioned and as needed. A least restralnt

; assessment record would be obtained prior to
_restraint use, The assessment would be

| repeated if the rationale or contributing factors
; changed.

. Recard review revealed the facility admitted i
" Resident #4 on 03/28/11 with diagnoses which
; included Dementia, Advancad Alzheimers, i
* Anxiety, Depression and Insomnia. f
l
Record review revealed no documented ewdence
| a Least Restraint Assessment had been [
. performed prior to the lap buddy's use on
' Resident #4. Further review revealed no
. documented evidence the resident/responsible |
' party was informed of the risks versus benetits of
i the: lap buddy prior to lts use, nor was there
" evidence the resident/responsible party signed a
: consent form prior to the use of the lap buddy.

; Review of the Physician's Orders revealed an
" order, dated 03/29/11, as follows: Lap buddy ,
: while up in wheelchair for safety and positioning.
“ Checi every thirty (30) minutes, release every |
: two (2) hours for ten (10) minutes. Review of the |
Readmission Orders, dated 03/19/12, revealed |
i an order as follows: Lap buddy while resident up
in wheelchair, resident could remove so this was
' not a restraint. The Physician's Order did not ,
. $tate the medical Dlagnos:s tor the use of the !ap
' buddy.Further review of the October 2012
Physlcaan s Orders revealed orders as follows:
! Resident was to have lap buddy placed while up !
~In chair related to fall risk; Check weekly to make

! sure resident coutd remove lap buddy on demand |

. every Thursday, ,
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' Review of the 03/06/12 Annual Minimum Data |
Sat (MDS) Assessment revealed Physical

: Restraints, in regards to Rasident #4, was listed

| as zero.

Review of the Comprehensive Care Plan
(03/19/12) revealed Resident #4 required a lap
buddy ralated to decreased safety awareness/fall
' risk. The lap buddy was not considered a '
- restraint 25 the resident could ramove it.

; Review of the October 2012 Nurse Aide Care

i Plan revealed lap buddy placed when in ; . &
wheelchair, resident could remove it hisherself, | : ;
lap buddy to be removed during meals. :

: Review of the October 2012 Treatment :

| Administration Record (TAR) revealed the ‘f ’

- resident was to have a lap buddy placed, while up
in a wheelchalr, related to fall risk and was 1o be |

; checked every Thursday to make sure the ! i

: resident could remove It upon demand. The TAR | :

| was marked that it was checked on 10/04/12 and f ‘
1011712, 3 ;

Observation, on 10/18/12 at 12:00 PM, revealed !
: Licensed Practical Nurse (LPN) # 3 asked

§ Resident #4, repeatedly, to remove the lap buddy; .

- however, the resident did not remova It.

- Revlew of the October 2012 TAR, on 10/18/12 at ! i :
, 5:00 PM, revealed the TAR had initials thatthe - f
| resident was able to remove the lap buddy. : ; !

“Interview, on 10M8/12 at 12:00 PM, with LPN #3
revealed the resldent was able to remove the lap |
buddy shé had sean the resident remave it, ‘

i
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maybe two (2) or three (3) weeks ago. She
. further stated the resident removed it a lot,
! Further interview revealed she would ask the
_resldent to remove the lap buddy and i the
| resident removed the lap buddy once she would
: not ask the resldent to remove It again. She did
; not know it was the facility's policy to have Ihe

I resident remove the lap buddy three (3) times on

command.

i Interview, on 10/19/12 at 3:30 PM. with
" Registered Nurse (RN) #1 revealed she wasn't
i aware, untif a couple of hours prior to the

! interview, that Resident #4 was unable to remove -

the lap buddy. She stated the resident had
; always taken it off for her. She further stated no
' one had told hker the resident was unable to
remowe the lap buddy.

!nterv!ews with four (4) State Reglstered Nurse

. Aides (SRNA) #2, 3, 4 and 5, on 10/19/12 at 2:00
| PM, 2:08 PM, 2:18 PM and 2:25 PM, revealed

" they did not chack the resident every thirty (30)

i

minutes and did not take the lap buddy off, for wn

{ 10) minutes, avery two (2} hours,

_ Imerview. on 10/19/12 at 4:05 PM, with the

I Director of Nursing (DON) revealad she was
; Unaware Resident #4 was unable to remove the
_lap buddy untll this week. She stated every

| - Thursday the nurses were supposed 10 ensure
 the resident was able to remove the lap buddy

_and they should have nolified her as soon as the
{ resident was unable to do so. She further stated ;

“ the family had not signed the consent for the

" restraint prior 1o the restraint use and she could
i not say the family knew the risks of restralnls.

. Further intervlew revealed the Least Restraint

F221

if continuation sheet Pages 5of 37

“ORM CMS-2567(02-99) Pravious Viersions Obsolels

Evenl [D: FXWE 11

Facity 0 106762



T

PRINTED: 11/05/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 09380391
STATEMENT OF DEFICIENCIES iX1) PROVIDER/SUPPLIER/CLIA £X2) MULTIPLE CONSTRUCTION |X3) DATE SURVEY
ANE PLAN OF CORREGTION IDENTFICATION NUMBE f: COMPLETED
A. BUILOING
B. WING
185210 10/19/2012
NAME OF PROVIGER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CDDE
464 LINDEN AVENUE
s R
THE JAMES B. HAGGIN MEMORIAL HOSPITAL HARRODSBURG, KY 40330
{Xs}1D SUMMARY STATEMENT OF DEFICIENCIES ; D ! PROVIDERS PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX | IEACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMAT (ON) ’ TAG CROSS-REFERENCED TO THE APPROPRIATE ' DATE
i ! DEFIGIENCY) i
% _ -'
F 221 ; Continued From page 5  F221

Assessment Record was also not comgleted prior ;
'fo the restraint use. She stated the medical g
i diagnosis for the restraint should have been on
_the Physiclan's Orders. Further interview
| revealed the Nurse Aide Care Plan should have
inslructed the aides to check the resident every |
"thirty (30) minutes, to reposition Ihe resident
. every two (2) hours and remove the lap buddy for
~ten (10) minutes. :
F 253 483.15(h)(2) HOUSEKEEPING & : F 253
§5=E ; MAINTENANCE SERVICES ? ,

- The facility must provide housekeeping and
malntenance services necessary to maintaina |
- sanitary, orderly, and comfortable interior. i

This REQUIREMENT is not met as evidenced ;
by: )
Based on observatlon, interview and review of :
the facllity's pollcy, it was determined the facility i
falled to provide effective housekeepling and

. maintenance services to ensure a sanitary and
' orderly environment. Observation during the |
. survey revealed large dust balls under a :
' resident's bed and a build up of dust on the

: heating/air conditioning units in the resident n
_rooms and in the parlor, '

: The Findings Include:

. Revigw of the facllity's policy, titled "Cleaning

- Patient Rooms" dated 02/01/11, revealed all :
i patient rooms should be cleaned on a dally basis.
- Further review of the facility's policy, under :
Section 9 titled “Clean Floor* revealed the
, resident floors are to be dust mopped and wet
mopped daily starting with the farthest corner to

ORM CMS-2567{02-98] Previpus Verskans Obsalets Evenl [Tk TKWE 11 Facifity I 100782
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" prevent build up. i’

' Revlew of the facilty's cleaning schedule titted
- "Schedule #4 ECF West" (long term care
' resident rooms and common area), dated
. 03/23/12, revealed environmeantal services should .
! start cleaning resldent rooms at 7:00 AM and ’
, continue unlil breakfast was served at 8:00 AM.
‘ The cleaning schadule further revealed cleaning
. continued from 9:15 AM through 11:30 AM and |
“again from 1:00 PM until 2:00 PM with notatlon on |
the schedule to "Pick up wet floor signs”, I

; Observatnon, on 10/17/12 at 4:20 PM, revealed
" large {ranglng from marble to jackball size) dust
é balls under the head of the bed in Resident #4's
" room, room #259. Continued cbservation :
; revealed Resident #4 was In the room sitling in a
- wheel char. i

Imerview. on 10/17/12 at 4:20 PM, with Resident | ;
. #4's spouse revealed he/she had observed the .
" dust under the bed for several days and revealed ! i
; a previous incident when staff completed work on | :
“the sink in Residant #4's room. The family stated i
. the room was left with debris on the floor and : :
- someone cleaned it up afler Resldent #4's famlly !

. called the House Keeping Supearvisor to

! complain,

Observadion on 10/18/12 at 4:30 PM, revealed ! i

the large dust balls remained under the head of :
 the bed, Continued observation revealed dust or ' i
" grime in the heating and air conditloning vent in ?
i Resldent #4's room.

- Continued interview, on 10/18/12 at 4:30 PM, with |
- Resident #4's family revealed they had previously i ;

OFM CMS-2567(02-99) Pravious Versigns Obsolets Evenl [D:7TKWE|| Facifity I, 100762

if continualion sheet Page 7 of 37



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MED|CARE & MED|CAID SERVICES

PRINTED: 11/05/2012
FORM APPROVED
OMB_NQ, 09380391

STATEMENT OF DEFICIENCIES {X1} PROVICERSUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

188214

X2) MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

1X3) DATE SURVEY

GCOMPLETED

10/19/2012

HAME OF PROVIDER OR SUPPLIER
THE JAMES B. HAGGIN MEMORIAL HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODE
484 LINDEN AVENUE
HARRODSBURG, KY 40330

(X4) I SUMMARY STATEMENT OF DEEICIENCIES
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG | REGULATORY OR LSC IDENTIFYING INFORMATIDN)

D PROVIDER'S PLAN OF CORRECTION e

PREFIX | {EACH CORRECTIVE ACTION SHOLLD BE COMPLETION

TAG ! CROSS-REFERENGED TO THE APPROPRIATE

DEFICIENCY)

DATE

F 253 : Continued From page 7
. asked for the vent to be cleaned and stated “if
they cleaned it, N's dirty again”,

, Observation, on 16/18/12 at 9:50 AM, revealed a

- dust bulld up in the vents of the air conditioning
" and heating unit In Resident #4's room and the
. resident Parlor area,

g Revlew of the facllity's Preventlve Maintenance

- Schedule for the HVAC unit in resident room
#2859, revealed the last completed malntenance

; » was done on 09/03/12 and scheduled again on

L 10/25/12.

. Interview, on 10/18/12 at 10:15 AM, with House
Keepmg Staff #3 revealed she was one of the

! staff responsibie for sweeping and dusting the

- resident rooms. House Keeping Staff #3 further

. revealed the resldent rooms should be swept and |

mopped dally per the facility's policy. Intervlew

further revealed Hous e Keeplng Staff #3 had

- verifled observing dust under the beds in the
_resident rooms after they were cleaned.

! Interview, on 10/18/12 at 10:00 AM, wlth the
! Physlcal Plant Director, with tha responsibility of
environmaenital services, revealed the resident
. rooms should be cleaned dally per the facility's
| policy. Interview further revealed no documented
' evidence that the rooms were cleaned per policy
on a daily basis.

. Interview, on 10/19/12 at 1:30 PM, with the

{ Physical Plant Dlrector revealed the air
: condltloning and heating units in the rasident
Parlor and resident rooms were cleaned every

P

ifty-nine (59) days. Interview further revealed the

' Physical Plant Director stated that the suctlon

P
f

F 253
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F 253 Continued From page 8

i fans pick up air with dust and dirt particies from
the floor at the bottom of the unit, the air flows

: through the unit, then the air blows out the top of |

" the unit leaving the dust. The Physical Plarnt :

; Dlrector observed the build up in the vents of the |

* Parlor area and Resident #4's room, statinghe
wils more concerned about spores and mold than

i dust

! Interview with the Director of Nursing, on
- 10/18/12 at 5:55 PM, revealed there should not
! be a build up of dust In the vents of the resident
_areas.
F 274 ' 483.20(b)}2)(ii) COMPREHENSIVE ASSESS
56=0D AFTER SIGNIFICANT CHANGE i

' A faclity must conduct a comprehensive
assessment of a resident within 14 days after the

t facllity determines, or should have determined,

" that there has been a signiflcant change in the

: resident's physical or mental condliion. (For

! purpose of this sectlon, a significant change

“means a major decline or Improvement in the

i regldent's status that will not normally resolve

"itself without further Interventlon by staff or by

- Implementing standard disease-related cfinical -

i interventions, that has an impact on more than |

‘ pne area of the resident's heatth status, and '

| requires interdisciplinary review or revision of the

i care plan, or both.}

: This REQUIREMENT is not met as evidenced

. by,

! Based on observation, Interview, record review,
_and review of facility pollcy, # was determined the

, fac#ny failed to ensure a comprehensive .

F 253
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, assassment of a resident was conducted within

" should have determined, that there has heen a

. mental condition for cne (1) of twelve {12)
; sampled residents (Resident #1),

A Quarterly Minimum Data Set (MDS) was

completed for Resident #1 on 08/12/12; however,
. the faciilty fajled to recognize the resident had
- declined since the Admission MDS which was
“completed on 05/29/12, Resident #1 sustained
weight loss from 188.5 pounds on 05/20/12 to |
f 180.70 pounds on 8/06/12 which was a severe
' welght loss of 8.98 % in three (3) months. There
' was no documented avidence the facillty had
“recognized the need for a significant change

. MDS, atthough on comparing lhe two (2) MDS's, !

! the resident had also declined from 05/29/12 untll

| 08/12112, In the areas of ambulation, dressing,

" and hyglene,

fi Continued review revealed the resident further

: declined since the Quarterly MOS which was

‘ completed on 08/12. The rasident continued to
have weight loss and sustained a weight loss :
- from 210.5 pounds on 04/25/12 1o 189.8, pounds |
an 10/07/12 which was a severe welgh! loss of
I 14.45 percent in 180 days. In addition, the

: : resident had a further decline in the abllity to ‘

 ambulate. Also, the resident was having i
. increased eplsodes of crying and tearfulness, :
There was no documented evidence the facility
had completed a significant MDS afier the 08/12
'MDS, although the resident had dectined in areas |
of welght loss and ambulallon, and had a change |
. in mood and behaviors. :

|

| fourteen (14) days after the facility determined, or

significant change In the resident's physical or f

F 274

i
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l The findings include:

! Review of the facility "Resident Assessmertt
Insirument (RA!) and Minimum Data Set (MDS), |
. undated, revealed within fourteen (14) days of the
| resident's admission and after a significant ‘
! change in the resident's physicat, mental, or
; psychosocial well being, a comprehensive 4
assessment of the resident’'s needs will be made :
" by the Interdisciplinary Team. The purpose of the

| assessment was to describe the resident’s
capabillty to perform daily life functions and to :
: describe the resident's capability to perform dazfy
life functions and to identify significant

limpairments in funclionsl capacily.

' Review of the facility "Care Planning and Care

i Cards" policy, dated 08/11, revealed when a ;
' resident experienced a "change in status”, a new -
. MDS 3.0, CAAS (Care Area Assessment
- Summary) will be completed and the care plan
' will be revised to reflect current status. I

i Rewaw of Hesident #1' s medical record revealed
: diagnoses which included Dementla with :
' Psychosls Behavior, Diabetes Mellitus,
¢ Dapression, Anxlety, Agitation. Review of the
' Admission Minlmum Data Set (MDS})
| Assessment dated 05/29/12, revealed the faclnty
~assessed the resident as having severe i
“Impairment In cognitive status, as requiring '
limlted asslstance with ambulation, extensive )
- assistance with dressing, and exterisive ;
; asslstance with hygiene. :

i Review of the Quarierly (MDS) dated 08/12/12,
, revealed the facillty assessed tha resldent as

F274°
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F 274- Continued From page 11

havmg severe impairment in cognitive status, as

| requlring extensive assistance with ambulation,
. total asslstance with dressing, and total
| asslstance with hygiene. Further review revealed
; the facility assessed the resident as independent _'
' with locomotion, and as having a significant :

. weight |oss.

i Review of the Weight Flow Sheet revealed the
“resldent’s weight on 05/20/12 was 198.5 and the
‘ resident's weight on 08/06/12 was 180.7 which

. was a severe weight loss of 8.96 % in three (3)

! months.

! : There was no documented evidence the facility
i had recognized the neead for a significant change
MDS although the resident had a decline from
. 05/28/12 unti 08/12/12, in the areas of
. ambulation, dressing, and hygiene, and had
! sustained severe weight loss.

Obsewatlon of the resident ort 10/17/12 at 11:05
; AM, 12:00 PM, 12:30 PM, 2:00 PM, 3:00 PM, and |
4 00 PM revealed the resident was sitiing in a

+ wheelchair in herhis reom or in the haltway.

. There was no observation of the resident

r ambulating or wandering. The resident did not
attempt to maneuver the wheelchalr or to wheel

; seif. i

' Further review of the Weight Flow Sheet,
. revealed the residents weight on 04/25/12 was |
- 210.5 and the resident's welght on 10/07/12 was :
- ' 169.8. This Is a 14.45 parcent severe weight Ioss

m 180 days.

: Rewew of the Physiclan's Orders dated 08/02/12
| revealed orders to give an exira Celexa i

F274
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: (antidepressant medication) ten milligrams (10 - :
; mg's} and nursing staff to watch for improvement ;
in mood and less crying in the next 10-14 days.

_ Review of the Nurse's Note dated 08/07/12 at
' 2:10 PM revealed the resldent was walking up
. and down the half with episodes of tearfulness.

; Review of the Nurse's Note dated 08/07/12at |

' 5:25 PM revealed the resident continuously cried

i for thirty (30) minutes and redirection was ! :
" attempted with snacks and ambulation. ; ? ;

~ Review of the Nurse's Note dated 08/19%/12, no

' time noted, revealaed the resident continued to

- lose weight but was consuming 90 % of meals.
| Further review revealed the resldent cften cried
: for unknown reasons and ambulated in the

hallway.

! Review of the Nurse's Note dated 08/21/12
: revealed the resident was using the wheelchair ;

for ambulation and would walk; however, X ’
- ambulation was becoming less often,

| Review of the Nurse's Note dated 08/24/12 at
. 12:00 PM revealed the resident would have ; !
: emotional ups and downs all day and would cry. :

| Review of the Physician's Note dated 0912/12
. revealed the resident was no longer walking and :
. was in the wheelchair, ;

i Revlew of the Physician's Note dated 09/1412
revealed the resident went through a phase when i
: shefhe was angry and that had past. Impression: |
. Plck’'s Dementla worsening slowly. The Note : H
' stated, would continue the same medication; on !
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* 09/04/12 ordered Ativan (anti-anxiety medication) :
. to help her/him be calm. The Note further stated, -
on 9/5/12 a urine showed four (4) + bacteria and
. Keflex (antibiotic medication) was ordered.

: The Nurse's Note dated 09/13/12 revealed the i
resident was no longer ambulating on the unit : ‘
: and a Physician's Order was recejved to
discontinue the wanderguard.

" Review of the Nurse's Note written by the Director

; of Nursing {DON), revealed she had discussed |

" with staff at Sanders Brown Center for Aging the

. resident's current sympioms and interventions : :

"including a review of acute conditions, ) : ;

‘ medications, sleeping, eating, and toileting habits | :
and the Sanders Brown siaff were (o consult with

: the resident's Neurologist. !

i Although the resident had further decline since

the Quarterfy MDIS dated 08/12/12 including a ;
; decline In ambulation, increased eplsodes of : !
' crying and tearfulness, and sustalned a severe )
, weight loss in the past 180 days, there was no
documented evidence a significant change MDS
: had been completed.

» Interview on 10/18/12 at 10:30 AM with the

' Registered Dieticlan (RD), revealed the resident
had a signficant weight loss in the last 180 days

- which was unplanned. She stated the resident

. had gradually lost weight atthough sheshe was :

! eating well. Sha further stated she feit some of [ .

_the welght loss was due to the resident's f

" behavlors of continuously ambulating up and

" down the halls when agltated a few months ago,

! and also related to a decrease in edema of the |

“lower extremities, ’

Fagilly 10: 100762 H continuation sheet Page 14 of 37
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: Interview on 10/18/12 at 11:30 AM with Certified
Nursing Assistant (CNA} #1, revealed she was

- assigned to the resident and cared for her/him

. frequently. She stated the resident had started |

' whining and crying the past few months and staff

: tried to re-direct to calm her/him, She further f

. stated the resident used to ambulate everyday, |

however, the resident had not ambulated for over

: two (2} months. She further stated the resident !

riow needed two (2) assist to transfer and

i sometimes required the use of the hoyer lift if
she/he was unable to stand.

r
Interview on 10/19/12 at 3:00 PM with the MDS

“ Coordinator, revealed she agreed in comparing |
Admission MDS dated 06/29/12 and the Quarterly
. MDS dated 08/21/12, the resident had declined in
! the areas of ambulation, dressing, hygiene, and |
- significant weight loss. Further interview revealed .
' she had recognized since the Quarterly MDS
dated 08/21/12 was completed the resident was |
. no longer ambulating and was having contintsed

" weight loss. However, she thought there was just !
one (1) area of decline because the welght loss
had not been significant since 08/12 ta the
present. However, the weight loss was significant |
‘for the past 180 days since 04/12, f

Interview on 10/19/12 at 5:30 PM with the DON,
revealed the Attending Physlician, Neurologist,

, and pharmacy collaborated and mada

* recommendations regarding the resident's :
behaviors of crying and tearfulness over the past :
_feww months, requiring psychotropic medication

: changes. She further stated the resident had a
‘recent decline In verbage and reaction to staff. -
! Continued interview revealed the resident was no 3

F 274,
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Ionger able to ambulate and was no longer hawng
to wear a wanderguard due to no wandering
. behaviors. She stated the decline in the ability to
: ambulate was aftributed to the disease process.
" She further stated the resident had a dectine in
welght loss which had been gradual and the
: facility was in censultation with Sanders Brown
! Center for Aging regarding the resident's overall
detline.
F 280, 483.20(d)(3), 483.10(k)(2) RIGHT TO
§5=0 : PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged ;

i incompatent or otherwise found to be i

! incapacitated under the laws of the State, 1o
participate in planning care and treatment or
changes In care and treatment,

' Acomprehensive care plan must be developed
within 7 days after the completion of the

: comprehensive assessment; prepared by an

. interdisciplinary team, that includes the attending .

- physician, a registered nurse with responsibility

_for the resident, and other appropriate staff in

| disciplines as determined by the resident's needs,

i and, to the extent practicable, the participation of |
“ the resident, the resident's family or the resident's -
. legal representative, and periadically reviawed
, and revised by a team of qualfied persons after

i each assassment,

This REQUIREMENT is not met as evidencad

: by: 5
; E
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| Based on Interview, record review, and review of |
i facility pollcy, it was determined the facility failed
" to ensure the residents Comprehensive Plan of

: Care was raviewed and revised for one (1) of
twelve (12) sampled residents (Resident #1). :
Res:dent #1 sustained a severe welght loss from -
i 198.5 pounds on 05/20/12 to 180.7 pounds on
8/06/12 which was a 8.96 percent (%) loss in
F'three (3} months. In addition the resident
sustamed a severe weight loss from 210.5 f
! pounds on 04/25/12 to 169.8. pounds on
10f07l12wh:ch was a loss of 14.45 % in 180
days. There was no documented evidenca the
i Comprehensive Plan of Care had been revised to |
. address the actual weight loss.

: The findings inciude:

| Review of the facillty "Care Planning and Care
. Cards™ Palicy, datad 06/11, revealed the purpose |
: of the policy was to provide interventions based |
; on assessment of residents through care
" planning and care cards. Further review revealed I
i the care plan will be updated as new
' needs/problems/concerns arise and formalty
| reviewed by the Interdisciplinary Team at least
. Quarterly.

Revuew of Resldent #1's clinical record revealed
! diagnoses which included Dementia with
: Psychosis Behavior, Diabetes Meltitus,
‘ Depression, Anxlety, Agitation. Review of the
i Admission Minimum Data Set (MD) dated
astzan 2 revealed the facllity assessed the
! resident as having a significant weight loss,
: Review of the Quarterly (MDS) dated 08/12/12,
revealed the facility assessed the resident as
i having significant weight loss. !

F 280

i
{
i

ORM CMS-2567(02-891 Previoys Versions Ohsoisle Evenl I FKWE 11

Facllity 10: 100782

if confinuation sheal Page 17 of 37




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/05/2012
FORM APPROVED

OMB NO. 0938-03591

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIOER/SUPPLIER/CLIA {XZ) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING
B, WING
185210 10/19/2012
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
464 LINDEN AVENUE
THE JAMES 8. HAGGIN MEMORIAL HOSPITAL
HARRODSBURG, KY 40330
(eyiD SUMMARY STATEMENT OF DEFICENCIES : o : PROVIDER'S PLAN OF CORRECTION i x5
PREFIX | {EACH DEFICIENCY MUST BE PRECEDEQ &Y FLLL | PHEFIX | (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGLELATORY OR LSC HWIENTIFYING BNFORMATION) ! TAG CROSS-REFERENCEQ TO THE APPROPRIATE ~ DATE
: DEFICIENCY)

F 280 | Continued From page 17

‘ Review of the Nutrition Care Areas Assessment

- Summary (CAAS), dated 05/31/12 revealad the
‘resident had t¢ be fed all snacks and meals :
| although the resident did feed herse¥f sorne finger
foods. Furtherreview revealed the resident had |
: an average intake of 47% with meals with an
- average of 1807 milliliters of fuid intake during |
. the last three (3) days. The resident was on a
therapeutic diet related to Diabstes Mellitus. i

' Review of the Weight Flow Sheet revealed
- Resident #1's weight on 05/20/12 was 198.5 and
 the resident's weight an 08/06/12 was 180.7
; which was a severe weight loss of 8.96 % In three

(3) months,

! Further review of the Welght Flow Sheet,

. revealed Resident #1's weight on 04/25/12 was

| 210.5 and the resldent’s weight on 10/07/12 was
169 8 which was a 14.45 percent severe welght
%oss in 180 days.

' Review of the Dietary Consult written by the
Reglstered Dietician (RD) on 06/12/12, revealed |
' the residents walght was 192 pounds which was
i . a decrease of 6.3 % in one (1) month and the f
: resident was consuming 33% of meals with 1847 |
- milliiters of flulds daily for a three (3) day ‘

average

' Review of the Dietary Consult written by tha RD
'on 07/08/12 revealed the resident's weight was |
" 180.3 pounds which was a decrease of 6.1% In |
thlrty (30) days and a decrease of twenty-two (22)

' 9% in 180 days. Further review revealed the
resident remalned at 144% of her/his ideal weight |
of 125 poundg. The Consult stated the resident

F 280
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F 280 Continued From page 18 . F280
. was consuming 75% of meals on average and ;
" consuming 1808 milliliters of fluids. Continued

review revealed the weight Ioss likely related to

fluid changes with decreased edema noted.

Review of the Dietary Consult by the RD on

' 09/10/12 written by the RD, revealed the ;
‘resident's weight was 174.1 pounds which was a
: decrease of 3.8% in 30 days, a decrease of 3.3%
_in 80 days, and a decrease of 22% in 180 days.
; The Consult stated Resident#1 was on antibiotics |
,for UT|, and the resitient was crying and

| aggressive,

. Review of the Dietary Consult written by the RD

on 10/18/12 revealed the resident's welght was | i :
: 169.8 pounds, a decrease of 19% in 180 days : :
" and intakes were good at 84% average meals.

Interview on 10/18/12 at 10:30 AM with the
Registered Diatician (RD), revealed tha resident
had an unplanned significant weight loss in the !
: last 180 days, was consuming 77% of meals, and .
remained overweight. She stated the resident -
. was meeting nutritional needs related to labs. i
' Further interview revealed she did not complete !
. Gare plans, but came to the facility two (2) times a |
I month to address residents with nutritional needs,
. welght losses, and to address residents who were |
| being assessed for an Admission, Quarterty, i :
Annual, or Slignificant Change MDS, ; f

Interview on 10/19/12 at 3:00 PM with the MDS
Coordinator, revealed she did have a Care Plan i !
in place to address the resident's diagnosis of | i
: Diabetes; however, did not complete a care plan :
related to the resident's actual weight loss and
¢ putritional status. Further interview revealed she '
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F 314 483.25(c) TREATMENT/SVCS TO
sS=p  PREVENT/HEAL PRESSURE SORES

i

" agreed there should have been a Care Plan
- refated to actual weight loss for this resident in
" order to have spacific interventions in place to
i address this residents weight loss.

. Interview on 10/19/12 at 5:30 PM with the DON,
! revealed had a decline in weight loss and should
have had a Plan of Care in place to address thls.

" Based on the comprehensive assessment of a

; resldent, the facillty must ensure that a resident

"who enters the facility without pressure sores

: does not develop pressure sores unless the

‘individual's clinical condition demonstrates that

; they were unavoidable; and a resident having

! pressure sores receives necassary treatment and
. services to promote healing, prevent infection and
prevent new sores from developing.

' This REQUIREMENT is not met as evidenced

! Based on chservation, interview, record review,
and review of faciiity policy, it was determined the

- facility failed to ensure residents did not develop |
Pressure Sores unless it was clinically :
. unavoidable for ane (1) of twelve (12) sampled
resu:fents (Resident #1).

Resldent #1 was assessed by the facility as being |
“at risk for pressure scre develcpment. Review of |
i the most recent skin assessment dated 10/14/12
‘revealed the resident had no pressure sores,
. However, observation on 10/18/12 at §:45 AM,
" during a skin assessment revealed the resident
. had an unidentified area on the right lateral heel

F 280,

F 314
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F 314, Continued From page 20
which was described by the nurse as a Stage |
" non-blanchable red pressure sore which
measured six (§) centimeters (cm's) in lengthx 3
| cm's In width with a darker red center. After the
, area was offloaded for fifty-five (55) minutes the
" arga was unchanged in appearance. Interviews
, with staff revealed they were unaware of the
" Pressure Sore. There was no documented
i evidence the facility recognized the change in the |
resident’s skin in order to place Interventions to
! promote healing.

' The findings include:

Rewew of the facility's "Pressure Sore Preventlon
| Policy and Procedure”, revised 03/04, revealed a |
resident who entars the facility without a pressure |
| sore does not develop a prassure sore unless the |
| resident’s chinical condition demonstrates that it
: was unavoidable. Further revelw, revealed
- residents who were at moderate to high risk for
i 8kin breakdown were to receive daily skin
' inspections and any abnormal findings wauld be
. reported 1o the charge nurse.

. Reviow of Resldent #1's medical record revealed -
" he/she had diagnoses which Included Dementia,
, and Diabetes Mellitus. Review of the Quarterly
' MInimum Data Set {MDS) Assessment dated
08/21/12, revealed the facility assessed the
 resident as having severe impairment In cognitive :
. status, and as requiring extensive assistance with |
transfars bed mobility, and ambulation. :

' Review of the Braden Scale for Pressure Sore é
Rlsk dated 08/20/12, revealed the resident :
! scored a fourteen {14) which indicated the

; resident was at moderate risk for pressure 1

F 314/
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. related to; sensory impairment, constantly moist
- related to urine, mited mobility, and friction and
shear with assistance in moving,

Review of the Comprehensive Plan of Care,
; dated 09/17/12 revealed the resident was at risk
« for injuriesfcomplications related to Diabetes

Mellitus. The Interventions Included checking feet:

. and reporting any areas. Further review

" reveated the resident was at risk for Pressure
Ulcers related to a a history of redness and

! excorlation to the peri-area and anal area with
interventicns to report any red and excoriated

: areas to the nirse.

Review of the most recant Weekly Summary
dated 10/14/12 revealed the resident had no
pressure sores and no skin breakdown.

. Interview, on 10/18/12 at 2:45 PM, with LPN &2
! revealed she had done the skin assessment on

time.

Review of the Physician's Order. s dated 10/12,
| revealed the resident had orders for Granulex
: twice a day 1o both heels and hesl protactors
_every shift as needed.

" Review of the Medication Administration Record

{(MAR), dated 10/12, revealed the Granulex was
| slgned off as applied twice a day by the licensed
" staff, and the heel baots were not signed off for

i the month of 10/12.

* Observatlon of a skin assessment performed by
| Registered Nurse (RN) #1/Charge Nurse and
‘ Licensed Practical Nurse (LPN) #1, on 10/18/12

10/14/12 and she saw no skin breakdown atthat

at9:45 AM, revealed the right laterat heel had an |
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. area which RN #1 described as six (6)

" centimeters (cm's} length x three (3) cm’s width
and non-blanchable with a darker red center.

t She stated the area appeared to be a Stage |
. pressire sore and it had not been identified untif
- the skin assessment, The nurses indicated staff
. had not reported any new areas of skin !

| breakdown for Resident #1.

! Further observation after the resident's heel had
been offloaded for fifty-five (55) minutes, on

i 10/18/12 at 10:50 AM with L PN #2, revealed the

" area continued ta be red and the LPN described

: the area as a Stage | area.

{ Interview, on 10/18/12 at 11:30 AM, with Certmed
Nursmg Assistant (CNA) #1 who was assigned to |
 the resident on the day shift for 10/17/12 and
' 10/18/12, revealad she had just given Resident
#1 a bed bath about 10:00 AM prior to the skin
' assessment, and had not noted any new areas aof ;
_ skin breakdown or anything different abaut the
resident’s skin. She stated the resident received al
“complete bed bath each morning with lotion
| applied atterward to the skin inciuding the heels,
" She stated, if she saw any new areas of skin
. breakdown, she was to report it verbally to the
" nurse assigned. Further intervtew revealed the
. resident normaily weuld draw her/his legs up and
i rub the heels on the bed and the resident's heels |
~were usually red, When asked if she had any '
 training related 10 observing for skin breakdown.
she stated it was sometimes reviewed In the CNA
. meetings which were held one time & manth.

. Interview, on 10/19/12 at 11:00 AM, with LPN #3
'revealed she had been assigned to Resident #1
-on 10/17/12 and worked from 7:00 AM until 7:00

F 314,
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F 314 Continued From page 23
 PM. She stated she applied the Granulex to the
resident’s heels, however, she did not notice any |
: areas of radness or skin breakdown at that time.

i Interview was attempted by phone multiple times; |
: however, the surveyor could not reach LEN #4
. who was assigned to Resident #1 on 10/17/12
rom 7:00 PM until 7:00 AM. i

| Interview with the Director of Nursing (DON), on
_10/19/12 at 5:45 PM, revealed there was a failure
| by staff to recognize and report a change in the
' resident’s right heel and the staff should identify
i changes in skin in order to change the
" interventions to promote healing. Further i
| interview revealed the nurses should be
* ingpecting the heels as they apply the Granulex
; which was ordered twice a day, especlally with
tha resident's diagnoses of Diabetes Mellitus.
F 323 . 483.25(h) FREE OF ACCIDENT
s8=E | HAZARDS/SUPERVISION/DEVICES

: The facility must ensure that the resident
environment remains as free of accident hazards

; @s is possible; and each resident recelves :

" adequate supervision and assistance devices to

; prevent accidents.

i
H
t

This REQUIREMENT is not met as evidenced
. by:

' Based on observation, interview and review of
, the facility's Storage of Medications at Nursing
! Stations or Patient Care Areas Policy (Revised
- 11407), it was determined the facility faiied to

F314.

F 323,

E
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F 323 Contnued From page 24 C F 323
t gnsure the environment remained as free from |
. acgidental hazards as possibie as evidenced by
! two (2) medication carts observed o be unlocked
and a cabinet with hazardous chemicals was '
. observed to be unlocked. The medlcation carts
were agalnst the desk and the wall outside of the
. Nurses Station and the cabinet was in the Nurses

Statron
* Tha findings include:

* Ravlew of the facifity’s Storage of Medications at

i Nursing Statlons or Patient Care Areas {Revised

- 11/07), revealed drugs were to be kept in locked

. storage when unattended and inaccesslble to
funauthorized individuals and controlled drugs

. were {0 only be accassible to licensed medical,

. nursing or pharmacy personnel,

i Observation, on 10/16/12 at 7:30 PM, revealed
two (2) medication carts by the Nurses Station.
| The carts were both unlocked and the keys were |
in a drawer on the carts. Further observation
{ revealed an unfocked cabinet, in the Nurses
- Station, with a botile of Virex spray {a : i
- bacterlcide/virucide with precautions to keep aut | ;
' of reach of children and avoid contact with eyes),
- @ can of Great Value Disinfectant Spray
! (precautions on the lable to keep out of reach of
children and flammable) and Onyx Professlonal |
i Pure Acetone Nail Polish Remover Maximum :
Strength (precattions to keep away from children, -
; Danger Flammable, do not breath vapors, i
" harmful internally, if ingesied, seek medical
. attention immediately and Contact Poisan -
Control). The cabinet was accessible to residents ;
, when staff were away from the Nurses Station. |

¢
k i
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F 323 Continued From page 25
Interview, on 10/16/12 at 7:40 PM, with Licensed .
; Practical Nurse (LPN) #4 revealed the medication '
carts should be locked and usually were locked or |
+ they were turred around with the drawers against |
the wall. She stated the keys should not be in the
. medication cart drawer, She further stated the
locks on the carts would "stick” $0 thg nurses :
: would leave the carts unlocked but would turn the
_ carts around with the drawers toward the wall. |
: Further intervlew revealed the narcotics were X
supposed to be double-locked but were only !
¢ single-locked when the carts were unlocked. She .
“further stated the medications could be
+ hazardous to residents, visitors and staff.

Observation, on 10/17/12 at 10:15 AM, revealed
maintenance repairing the lock of the cabinet in
the Nurses Statjon.

:

Interview, on 10/17/12 at 10:15 AM, with LPN #1
_revealed the cabinet should have been locked .
i due to the hazardous chemicals, She stated ‘

maintenance was trying to fix t and she dig not
: know how long the lock had been broken, She
" further stated the facility had seven (7) wanéering
; residents. ‘

; Observation, on 10/17/12 at 4:15 PM, revealed
" nine {9) unlocked drawers on the medication cart |
: for the midde hall. :

' . Interview, on 10/17/12 at 4:15 PM, with LPN #3
‘ revealed the medicatlon cart drawers should have |
: been jocked, the rest of the medication cart

t drawers were locked. She stated the drawers
; ware not shut adequately enough to lock. She
' stated the medications could be hazardous to
_residents, :

F 323
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F 323 Continued From page 26

: Observation, on 10/18/12 at 2:35 PM, revealed

' two (2) unlocked drawers on the medication cart.

. she didn't know why they weren't, She further
: stated the medications could be hazardous to
residents,

Interview, on 10/18/12 at 8:30 PM. with the
. Director of Nursing revealed medication carts

| were supposed to be locked, narcotlcs should be

Interview, on 10/18/12 at 2:35 PM, with LPN #5
! revealed the drawers should have been locked,

b

" double-focked and medications could be hamful

i to the residents. She further stated the

! medication cart keys shoufd not have been in the

. medlcation cart drawers, Further interview
: révealed she was aware the locks would stick!

- however, the nurses knew they should not leave

the medication carts unlocked, they should caff

! maintenance If the locks were stuck. She stated
" the facility had one resident, in a wheelchalr, who

. wandered,
F 371 483.35(j) FOOD PROCURE,
s§=F STORE/PREPARE/SERVE - SANITARY

F The facility must -
(1) Pracure food from sources approved or

i

. considered satisfactory by Federal, State or lncal

- authorities: and
{2) Store, prepare, distribute and serve food
i under sanitary condltions

i
t

i

This REQUIREMENT i not met as evidenced

i
s
P

|

F 323
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Fari: Cont!nued From page 27 _; F a7l
by’
Based on observation, interview, record review,
- and review of facility's policy. it was determined
the facllity failed to store, prepare, distribute, and
. serve food under sanitary conditions. ;
' Observatlon of initial tour of the kitchen, onthe | :
“evening of 10/16/12, revealed a dietary assistant '
. was drying dessert dishes with a paper towel.
: Also, observation in the kitchen, during meal
preparation or 10/17/12, revealed a dietary ) , _
| assistant opened the lid to the trash with her bare | : ;
- hand and without washing her hands, opened the | .
refrigerator and obtained a contalner of liquid . '
| margarine and placed it o the prep table. The i
 dietary staff membaer then coughed into her hand : ;
. and went to wash her hands. Further observation ; ; :
| revealed the same dietary staff member again ? f
opened the lid to the trash can with her bare
. hands to throw away a paper towel, then without
! washing her hands, went {6 the prep table and
" poured liguid margarine into a container. $he
. proceeded to spread the margarine on the bread. | |

The findings include: |

Review of the facility's "Safety and Sanitation

" Policy”, revised 09/12, revealed all dietary _
: services personnel would practice safe hyglene ‘
' food handling techniques. Interview with the ; ; _‘
{ Dietary Manager, on 10/18/12 at 12:30 PM, .i : ]
; revealed the facillty had no policy refated to drying ‘ i

dlshes ; :

1. Observation on initlal kichen tour, on 10/16/12

 at 7:45 PM, with the Dietary Manager revealed
Dietary Assistant #1 was drying dessert dishes
- with a paper towel. When the Dietary Manager :
- was questioned at the time of the observation, i
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F 371 Continued From page 28
' she stated she had toid staff they could dry the
dessert dishes, cups, giasses with paper lowels
; and thought she had talked to the health
- department about this. She stated she would
~check the pollcy.

' 2. Further observation during meal preparation,
i ot 10/17/12 at 11:30 AM, revealed Dietary
" Assistant #2 opened the frash can lid with her
. bare hands and without washing her hands,
- opened the refrigerator and obtalned a container |
of liquid margarine which she took to the prep |
 table. Further observatlon revealed Dietary :
: Assistant #2 coughed into her hand and then
went to wash her hands. She then procaeded to
: move the trash can lid so she could throw away
the paper towel in which she drled her hands, and |
i proceeded to the prep table. Dietary Assistant #2
| poured the liquid margarine into a container and |
proceeded to spread the margaring on bread.

Finterview, on 10/17/12 at 11:40 AM, with Dietary

_Assistant #2 rovealed she should have washed

" her hands each time she touched the tragh can
lid.

. i

 Interview, on 10/17/12 at 11:45 AM, with the
Dietary Manager who was watching tray line :

i revealed she had not noticed the dietary assistant |

} to touch the trash can fid. She stated usually the
 trash can lid was pushed to the side so part of the '
trash can was open and items could be thrown in |
| the trash can without touching it. Further i
interview revealed she watched tray line each day :

i she worked and had noted no concerns related to ]
- infection control. Record review and further {
. interview with the Dietary Manager revealed she

s audrted the tray line for portion sizes and food

Fart’

¢

!
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i temperatures. however, there was no audit
refated to infection control. Further interview, on
10/18/12 at 12:30 PM, revealed she thought it
| was sanitary to dry the glasses and dessen
“dishes with paper towels due to the condensation
which would build up if left to dry to air. She
; stated she could find no policy or information
' related to this. ;
F 372 483.35(i)(3) DISPOSE GARBAGE & REFUSE F 372
88=F | PROPERLY : :

"The facllity must dispose of garbage and refuse
‘ property.

. This REQUIREMENT is not met as evidenced |
 by: _’
| Based on observation, interview and revlew of
the facility's policy, it was determingd the facility

- failed to ensure garbage and refuse containers

! were contalned in dumpsters or compactors with |
'lids to prevent the harborage and feeding of '
. pests.

' he Findings Inciude:

Revlew of the facility's policy titked “Trash

i Disposal” dated 02/01/11, revealed al| trash

“ should be handied to maintain a sanitary and safe |
. environment. Additionally, the policy stated, the . i
i environmental services team members were i
! responsible for proper disposal. Further review of |

the facility's policy, revealed the open top

. dumpster was for debris such as wood, metal and i

r : plastic.

Observation, an 10/16/12 at 9:30 PM, revealed |
: the facility’s large open top trash dumpster behmd

£
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F 372 Continued From page 30
- the facility near the oxygen cvlinder was
. uncoveraed and contained multiple black plastic
i trash bags.

‘ Observation on 10/17/12 at 4:00 PM, revealed
. the facllity's large trash dumpster behind the
' facility, near the oxygen cylinder contained
. muftiple large black trash bags, several fast food

| bags and soda containers. This dumpster did not
. have a cover creating an environment accessible |

'to rodents, flies and roaches.

! Interview with the Physical Plant Director, on

; 10/17/12 at 4:00 PM, revealed there was trash in
“ the large black trash bags that should have been

. in a closed container to prevent the harborage

| and feeding of pests. Further intervlew revealed
. the dumpster was for construction and building
 materials and should not have been used for
. trash bgcause it did not have a lid. Additionaliy,

' the Physical Plant Director revealed there were

. no construction projects in progress, The Physma!

' Plant Director stated that the “neighbors™ put
“trash in the dumpstsr and it was difficult to
j monltor.
F 431 483.60(b), (d). (e} DRUG RECORDS,
8s=k ;| LABEL/STORE DRUGS & BIOLOGICALS

; The facility must employ or obtain the services of

a licensed pharmacist who establlshes a system
. of records of recaipt and disposition of all

' controlled drugs in sufficient detail to enable an

. accurate reconciliation; and determines that drug
' racords are in order and that an account of all

: controlled drugs is malntained and periodically
recmclled

Drugs and biologicals used In the facllity must be

F 372

F 431;

i
H
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F 431 Continued From page 31
! labeled in accordance with currently accepted
_ professionat principles, and include the
‘ appropriate accessory and cautianary
. instructlons, and the expiration date when
* appllcable.

' In accordance with State and Federal laws, the
 facility must store all drugs and biclogicals in
“locked cornpartments under prover temperature
; controls, and permit only authorlzed personnel to

"have access to the keys. ;

' The facility must provide separately locked,
| permanently affixed compartments for storage of .
controlled drugs listed in Schedule Il of the ’
; Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
i abuse, except when the facility uses single unit
" package drug distribution systems in which the .
| quantity stored is minimal and a missing dose can !
be readily detected. ;

This REQUIREMENT s not met as evidenced
‘ by:
' Based on observation and interview It was
i determined the facllity fafled to ensure drugs and |
biclogical were stored in locked compartiments as
i evidenced by two {2) medication carts were
" observed to be unlocked.

" The findings include:

" Review of the facility's Storage of Medications at

i Nursing Stations or Patient Care Areas Policy
_(Revised 11/07) revealed drugs were to be kept in |
 locked storage when unattended and should be

F 431
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inaccessibie to unauthorized individuals and
i controlled drugs should be accessible only to

_licensed medical, nursing or pharmacy personnei.

: Observation, on 10/16/12 at 7:30 PM. revealed
: twa (2} medication carts by the Nurses Station.

' The carts were both uniocked and the keys were _

i in a drawer on each of the carts.

' Interview, on 10/1612 al 7:40 PM, with Licensed

' Practical Nurse (LPN) #4 revealed the medication
carts should be locked and usualty were focked or;
i they were turned around with the drawers against
“the wall. She further stated the focks on the carts | ;
; would "stick” so the nurses would ieave the carts |

' uniocked but would turn the carts around with lhe

. drawers toward the wall. Further interview
! revealed the narcotics were supposed to be
doublg-incked but were only single-locked when
i the carts were uniocked.

- Observation, on 10/17/12 &t 4:15 PM, revealed

t

| nine (9) unlocked drawers on the medication cart |

_for the middle haii.

Interview. on 1017112 at 4:15 PM, with LPN #3
; revealed the medication cart should have been

" orked.

| Observation, on 10/18/12 at 2:35 PM, revealed
two {Z) unlocked drawers on the medication cart.

: Interview, on 10/18/12 at 2:35 PM, with LPN #5
ravealed the drawers should have been iocked,
she didn't know why they weren't,

inlervtew on 10/18/12 at 8:30 PM, with the
Direclor of Nursing revealed medication carts

Fa31
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‘ were supposed to be locked, narcotics should be

! double-lacked. She further stated the keys
: shouid not be in the medication cart drawers.

F 441 483.65 INFECTION CONTROL, PREVENT

§$8=E - SPREAD, LINENS

_ The facility must estabiish and maintain an
- Infection Control Program designed to provide a
: safe, sanitary and comfortable environment and
i to heip prevent the development and fransmission'
af disease and infection. ;

{a) infection Controf Program
The faciiity must establizsh an infection Control
Program under which it -

* (1) investigates, controls, and prevents infections

. In the faciiity;

' {2) Decides what praocedures, such as Isolation,

!' should be applied to an individual resident, and
i (3) Maintains a record of incidents and corrective |

: actions related to infections.

: (b} Prevenling Spread of infection
(1) When the infection Control Program

determines that a resident needs isolation to
prevent the spread of infection, the facliity must
. Isolate the resident,
, (2) The facility must prohibit employees with a
: communicable disease or infecled 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 cantact for whsch

“hand washing is indicated by accepted
: professionat practice.

“{c) Linens

; Personnel must handie, store, process and

F 431,

F 441’
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F 441 Continued From page 34
~transport linens sc as to prevent the spread of ;
: indection.

, This REQUIREMENT is not mel as evidenced
‘ by:
Based on observation, interview and review of
the facility's policy, it was determined the faciiity
failed 1o develop, impiement, and maintain an
 Infection Prevention and Control Program in order
" to prevent, and conlrol, lo the extert possibie, the
; onsel and spread of infection within the fagciiity.
‘The facility faffed to properly launder resident
; clothing to minimize contamination. Additionally
on inilial tour bedpans were observed to be ,
stored on the floor uniabeied and unbagged in the |
 resident bathrooms. Tour of the beauty shop j
revealed used halr curiers and combs were dusty

wrlh hair i them. .

The findings Inciude:

1. Review of the facility's policy for resident

{ laundry was the Center for Disease Controf's

_ 2007 Guideline for Isolation Precautions:

i Praventing Transmission of infectious Agents in
" Heaithcare Settings, reveajed lextiies and laundry |
. shouid be handled, transported, and laundered in ;
' a safe manner, :

! Observation during environmenta! tour, on
10/17/12 at 4:00 PM, revealed two areas inthe |
i Extended Care Unit to contain washer and dryer |
" units used for resident laundry services. Area #1, i
; located in the beauty shop, had the washer on the:
right of the dryer with clean laundry hanging just
above and touching the washer. Area #2, iocated

F 441!

'
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F 441° Continued From page 35
| in the back shower roam, had the dryer to the
' right of the washer with a twenty {20) inch
_ clearance from the wali to the dryer door, Dirly
, ard or solied laundry wouid need to pass in the
- direct path of clean laundry with possibie
& cross-contamination.

interview, on 10/18/12 at 10:00 AM with the

" tlemperatures were not taken in the resident

' kﬂl the bacteria.

3 Rev iew of the facility's laundry detergant
2 manuyfacturer recommendations revealed the

. be most effective whan used in water

; ! temperatures of one hundred and sixty {180)
degraes or more. Further recommendations

- revealed the Compac detergent used by the

“faciiity did not document that it was effective

. against micro-organisms,

t

" Interview, on 18/18/12 at 2:15 PM, with the

, laundry chamical distributor, reveaied the water

| temperatures need lo be one hundred ang forty
(140} degrees to vne hundred and sixty (160)

: faciiity's Plant Operations Director revealed waler

: faundry. The faciiity's Plant Operations Director
! stated the facility followed the Center for Disease |
“Control's guidelines for hot water and hot drver lo '

" Liguid Oxygen Bieach agent used by the facility to '

i degrees lo he effective against micro-organisms. -

' Interview, on 10/18/12 at 10:15 AM, with House
; Keeping #3 reveaied she was responsibie for

: resident laundry and used the laundry units in the

. shower room, interview further revealed Keeping |
| #3 did not think it was sanitary to have the ciean

and soiled clothing close together.

F 441
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F 441 . ; Continued From page 38
Inierview on 10/18/12 at 1.55 PM, with the

]

* 2. Ohservalion dunng initiai tour, on 10/16/12 at

: 7:45 PM, revealed multiple resident bathrooms
contained bedpans thal were uncovered,

- uniabeked, and stored on the resident bathroom

ficor,

. Observalion, on 10/19/12 at 10:00 AM, revealed

" resident rooms #250, #257 and #260 lo have a

" the fioor in the bathroom, Resident room #255
i had a used uncovered uniabeled bedpan on top
7 of a bedside toilet in the bathroom.

_Interview, on 10/19/12 at 5:55 PM, with the

' Director of Nursing revealed bedpans should be
_cleaned and piaced in a bag or container and

: then placed in the resident bathroom.

! 3. Observation during environmental tour, on
. 10/17/12 at 4:00 PM, revealed used combs, and
. curlers in the baauty shop that were dusty and

- dirty with hair,

interview, on 10/19/12 al 2:30 PM. with the
. Beauticlan revealed the curlers were nol
disinfecled between resident use.

interview, on 10/18/12 at 3:20 PM, with the
| infection Control Nurse revealed the combs and
_curlers were not being disinfected or sanitized
| between resident use could be an infection
. control issue.

t infection Control Nurse reveaied that it wouid be
, an infection control issue to cross the clean fabric
t with the solled fabric during the laundry process.

; used, uncovered and uniabeled bedpan sitting on |

{

F 441"
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THE JAMES B. HAGGIN MEMORIAL HOSPITAL
EXTENDED CARE FACILITY
SURVEY COMPLETION DATE October 19, 2012

PLAN OF CORRECTION

CFR 483.70(a) Life Safety from Fire - The facility failed to ensure single station smoke
detectors installed in the facility were installed according to National Fire Protection

Association (NFPA) standards.

K 130 NFPA 101 Miscellaneous Completion Date: 11/05/12
S/S=F

Corrective Action For Residents Found To Have Been Affected By The Deficient Practice:

All single station smoke detectors were moved, remounted and measured to meet the 12" from
ceiling NFPS standard.

The Facility Will Identify Other Residents Having The Potential To Be Affected By The
Same Practice:

All residents have the potential to be affected but none were adversely affected.
Measures To Be Put In Place Or Systemic Changes Made To Ensure The Deficient Practice

Will Not Recur:

The single station smoke detectors are permanently secured to the walls,

How The Facility Plans To Monitor Its Performance To Ensure Solutions Are Sustained:

The single station smoke detectors will be monitored by maintenance team members when
checked monthly and also when the batteries are changed yearly or as needed.
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K 000 , INITIAL COMMENTS i Kooo! ?

| CFR: 42 CFR 483.70(a) i
| BUILDING: 01 :
| PLAN APPROVAL: 1847, 1062, 1978, 1986 |
| SURVEY UNDER: 2000 Existing
| FACILITY TYPE: SNF/NF ‘ |

' TYPE OF STRUCTURE: Second Floor wing of a | ! |
. two story, Type | Unprotected 5 : ;

. SMOKE COMPARTMENTS: Four smoke i
compartments :

'FIRE ALARM: Complete fire alarm system with |
; heat and smoke detectors i: ; e o

| SPRINKLER SYSTEM: Complete automatic wet | f ' :

sprinkler system
| GENERATOR: Type | generator installed In 1982, | i' 5 E
l tuel source is diesel ‘; : ot
. A standard Life Safety Code survey was ;

- conducted on 11/02/111. The James B Haggin

Memorial Hospital was found not to be in ! .
' compliance with the requirements for participation :
i. in Medicare and Medicaid. The facility is icensed ; *
- for tirty four (34) beds. The census the day of the !
| survey was thirty four (34) i

The findings that folfow demonstrate f : . i
* noncompliance with Title 42, Code of Federal
. Regulations, 483.70(a) et seq. (Life Safety from i : |
: Firg) i i
/‘} ; ; :

(X DATE

ABOGRATORY CTOR'S PRO ER REPRESE “TiVE'S SIGP;EATURE TITLE
W WSW LA CED 5T

| e 1
dy deficiency statement ending with an asterisk (*) denctes a deficiency which the Instution may be excused from corracting providing It Is determined that
ther safegiards provide suficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are dislosable 90 days
Aawing the date of survey whether or not a plan of comection ks provided. For mursing homas, the above findings and plans of comrection ara disciosable 14
ays foltowing the date thess dotuments are madae avalable to the factlity, If defidencies are cited, an approved pian of corraction is recuisite o continued

rogram participation.
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K 00035 Continuad From page 1
i

i Deficiencies were citad with the highest
deficiency identified at “F" level.
K130 NFPA 101 MISCELLANECUS
S8=F
OTHER LSC DEFICIENCY NOT ON 2788
|

! This STANDARD is not met as evidenced by:
Based on observation and interview, it was
{ determined the facility failed to ensure single
station smoke detectors installed in the facility
! were installed according to National Fire

: detectors must be installed property to ensure

, deficiency had the potential to affect thirty four
| (34) residents, staff and visitors.

; The findings include:

1
i

* Protection Association (NFPA) standards, Smoke

!

their reliability to detect smoke during a fire. The

Observahon on 11/02/2012 at 6:00 PM, revealed |
smgle station smoke detectors In resident rooms ;
. Installed by the facility . The single station smoke |
: detectors were improperly installed. The single
' station smoke detector was installed
- approximately 36 inches down the wall from the
“ceiling. Single station smoke detectors must be |
. Installed no more than 12 inches down a wall and
1 no closer than 4 inches from the ceiling. The
“observations were confirmed with Maintenance

i Staff.

!nterwew on TQ22012 at 6;00 PM, with the ;
! Maintenance Staff, revealed he was not aware of

K000,

K130
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: lovated on the
! sidewall to the near
(100 mm and

i detector.

!

K 130; Continued From page 2
“the requirements for the proper installation of the
: single station smoke detectors. ;

edge or, if on a sidewall, between 4 in_ and 12 in.

300 mm) down from the ceiling to the top of the

| Reference: NFPA 72 (1999 edition)
- 2-3.4.3.1 Spot-type smoke detectors shall ba

cailing not less than 4 in. (100 mm) from a

{Refer to Figure A-2.2.2.1))
i

K130

i
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