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F 000 INITIAL COMMENTS * F 000
A standard health survey was conducted
01/24/112 through 01/28/12. A Llfe Safety Code
Survey was conducted on 01/26/12. Deficlencles
waere cited with the highest scope and severity of
an "F" with the facllity having the opportunity to
correct before remedies would be imposed. :
F 280 | 483.20(d)(3), 483,10(k)(2) RIGHT TO F 280| Corrective Action to be accomplished for lished for 03-11-12
$S=D | PARTICIPATE PLANNING CARE-REVISE CP those residents affected by the deficient -
, RAI Coordinator met with resident to
e esorha o, i s G e o e e
| Incapacitated under the laws of the State, to e o sa?, R
participate In planning care and treatment or comfortable on her back but was willing to
changes In care and treatment. try other options to change positions.
During the day the resident does get up out
A comprehensive care plan must be developed . |- of the bed throughout the day independently
within 7 days after the completion of the to go to the bathroom.
comprehensive assessment; prepared by an On 2/8/12 a handrail was attached to the
Interdisalplinary team, that Includes the attending resident's wall so that the resident could
physiclan, a reglstered nurse with responsibility tumn herself to the left when in bed at night.
for the resident, and other appropriate staff in When doing a follow-up with the resident on
disclplines as determined by the resident's needs, 2/28/12, the resident agreed to tum in the
and, to the extent practicable, the participation of :’ed ’;9" b”t‘;f UL IC ftr'me g“"gg tf(’e dgy
the resident, the resident's family or the resident's c%;i;"esr‘: g;;f::;a o efsrtaﬁginznan q
legal reprasentative; and perlodically reviewed the need to do so. Resident also expressed
and revised by a team of qualified persons after the desire to sit in her chair to read the
each assessment. paper in the moming but stated she gets
cold. New intervention was put into place to
tum the heat up in the moming in her room-
) assist her with getting settled in her chair
C : with blanket and newspaper ensuring that
This REQUIREMENT s not met as evidenced call light is in reach. Resident was pleased
by: . with this intervention. Wil follow-up with
Based on observation, Interview, and record resident in one week. ,
review, it was determined the facility failed to How the facility will identify other residents
revise the plan of cars for (1) of (16) sampled having the potential to be affected by the dthﬁe. °tt°”“a't.t° be affected by the
.| residents. The care plan for Resident #8 was not Same ceficlent practice:
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) All residents in the facility are equally
F 280 | Continued From page 1 F 280 affected by this practice and/or the solution.
revised to reflect changes in behaviors, Measures put in place of systematic
changes made to ensure that the practice
The findings include: will not recur:
A new resident care plan policy has been
The facility did not provide a policy for revision of putin place. (see attached). All nurses will
care plans. be rgqutlrzdbtotﬁtteRd a matngatory mefetlng
3 conducted by the Assistant Director o
The facility admitted Resident #6 on 11/01/11 with e el inglaa
di £ AnXi dD ion. Th Client Services to review the Plan of |
lagpoges S ‘nXIety and Depression, the Correction and the new Resident Care Plan
admission Minimum Data Set (MDS) was Palicy on one of the following dates and
completed on 11/07/11 that revealed the resident times: 03/06/12 @ 1:30 pm, 03/06/12
had no cognition deficit but exhibited mood @3:30 pm, or 03/07/12 @ 3:30 pm. Nurse
symptoms. The assessment revealed the unable to attend one of these meetings
resident required limited assist with bed mobility must make arrangements to meet with the
and transfers. The resident had no pressure ADON before retuming to work.
sores. How the facility plans to monitor its
g performance to ensure that solutions are
‘Review of the care plan revealed an intervention sustained; . _
(dated 11/16/11) to turn and reposition the pe Al Coordinator or RAJ Coordinator
resident every 2 hours and as needed to prevent thsesr:1s :;ai?nlsjt 'aﬁ ﬁar‘; é:gf{’o‘gn:ﬁé‘ihgfaﬁ '
.s'.?n bre?kdown. TZg catl;elf la? did no;have any care plans accurately reflects the orders.
Interventions regarding behaviors st The VP of Nursing and Client Services also
resistant to care or refusal to reposition. provides an independent audit of all orders
. on a weekly basis. Discrepancies are
Observations, on 01/24/12 at 10:50 AM, reported to the appropriate staff for follow-
confirmed the resident would not remain up. Continued problems may result in
positioned or allow repositioning to take place as disciplinary action. A monthly report is
evidenced by Resident #6 lying in bed on his/her | submitted to the QA committee for review
back after staff repositioned. Additional ' and recommendations as needed. The QA
observations revealed the resident lying on committee will establish action steps to
his/her back at 11:30 AM and at 2:13 PM. On - modify the current plan/policy as needed to
01/25/12 at 10:25 AM the resident was observed ol °°mp"a"°e,bl _ ,
to be on his/her back at 11:07 AM and at 11:35 —L-)—L——Q—Q—Qc::"l; sc:fs onsible for ensuring on-going |
AM after staff repositioned him/her. Observation Compliance: . l
on 01/26/12 at 10:15 AM revealed the resident gfi\;rﬁoso;sir;aet:r CLMECAL AL |
lying on his/her back in the bed. ' |
| Observation during a skin assessment, on '
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F 280 | Continued From page 2 F 280
01/26/12 at 9:35 AM, revealed the resident had a '
dark red area on the resident's coccyx area.

Observation revealed Licensed Practical Nurse
(LPN) #1 encouraged resident to turn and
reposition however, the resident refused.

Interview with LPN #1, on 01/26/12 at 9:50 AM,
revealed the resident did not want to turn or
reposition and liked to lie on his/her back. She

stated the resident's buttocks are dark red. She
indicated she knew about the resident's dark red l
area since last week however, she failed to report
| this so it could be placed on the care plan. The '
nurse denied responsibility for revisions to the
care plan and stated it was the supervisors

l responsibility. ‘ '

{

| Interview with the MDS Coordinator, on 01/26/12

- at 11:00 AM, revealed the nurse who received a

| physician order was to update the resident's care
plan. She stated she revised the care plans as

| needed based upon the 24 Hour Report Sheet. If

| @ nurse failed to document condition changes on
the 24 hour report sheet, and there are no

| additional physician orders, then care plan

| changes would not be required. She revealed no

 staff had informed her of the resident's change in

skin or refusal to turn and reposition.

Interview, on 01/26/12 at 11:45 AM, with the Shift
Supervisor (LPN #4) revealed each nurse was
 responsible for updating the care plan. The nurse
| who received a physician's order should also
update the care plan. [Even though training was

held 10/24-28/11 stating the supervisors were ,
responsible for revision of the care plans and |
LPN #4 had attended.] :

i
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F 280 | Continued From page 3 ) ~F 280

Interview, on 01/26/12 at 11:50 AM, with the
Assistant Director of Nursing (ADON) revealed
whenever there was a change in condition with
any resident, such as skin changes, the-
supervisor should complete an incident report
and add new interventions to the care plan. She
revealed an inservice regarding updating the care
plan was completed however, the inservice was
for the shift supervisors only and not the floor
nurses.

Interview with the Treatment Nurse {LPN #3), on
01/26/12 at 12:55 PM, revealed Resident #6 was
noncompliant with turning, repositioning and liked
to lie on her/his back. The treatment nurse was
unaware the resident had a red area on the
coccyx. She stated whenever there was a change
in any resident's skin the nurse completed a
Resident Decline Notification form and forwarded
this form to her.

Review of the care plan training records revealed
the "Mandatory Meeting, Care Plan Training" for
all nursing supervisors was heid on 10/24/11,
10/25/11, and 10/28/11. The tralning handouts
revealed care plans must be updated at the time
the change occurs by the supervisors
immediately, as within 5 minutes of changing the
resident's care. Also, the training handout stated
if a resident had a new unwanted behavior, make
a new behavior care plan. However, this could
not be provided by the facility for Resident #6. :
F 281 483.20(k)(3)(i} SERVICES PROVIDED MEET F 281 Corrective action to be accomplished forthe | 3-11-12

ss=D | PROFESSIONAL STANDARDS resident(s) affected by this deficient
: practice:

Resident #1's order was clarified on 1/24/12
that resident may be in wheelchair with
towel roll between thighs and abduction

The services provided or arranged by the facility
must meet professional standards of quality.
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, Pillow only when in bed, per PT
F 281 Continued From page 4 F 281 recommer):dations. CarepPlan and CNA
assignment sheets were updated to reflect
This REQUIREMENT is not met as evidenced these changes. Resident #1's Care Plan
by: has been reviewed and updated that all
Based on observation, interview and record resident concerns are being addressed.
review, it was determined the facility failed to How the facility will identify other residents
provide care and services to meet professional who have the potential to be affected by this
standards of care for one (1) of sixteen (16) p—A'aCt‘ce:d s wh hio fract
sampled residents. The facillty admitted Resldent bo a0 re post-hip fracture may
; e affected by this deficient practice and
#1 with a pressure sore and status posta hip currently we have no other residents who
fracture as a result from a fall. The facility failed meet that criteria. Any resident with new
to develop an initial care plan for those onset skin breakdown have the potential for
conditions. In addition, the resident's physician being affected by this practice.
ordered for the resident not to cross legs with a Measures put in place or systematic
spacer (wedge cushion) to be placed betweeh the changes made to ensure that the practice
resident's legs. Observation revealed the wedge will not recur:
cushion was not always placed between the legs New policies have been implemented
as ordered. regarding Risk Assessment (skin
breakdown), Mechanical Off-loading,
The findings include: Wound Assessmen}, Skin Care, and
resident care planning. Mandatory
- inservicing will be held for all C.N.A.'s and
;rh? facullt){ utlliozed the RAId gRezlder}t Assestssn;ent nurses on February 27 and 29, March 1 and
nstrument) process regarding development o 5. Additional inservicing regarding skin care
care plans. for nurses will be held on March 6 and 7.
. This inservicing will also be mandatory. The
Revlew of the clinical record revealed the facility Medical Director has reviewed and
admitted Resident #1 on 01/20/12 with diagnoses approved all new policies. All inserving will
of a Hip Fracture, Pneumonia, Falls, Dementia, be presented by the Staff Development
Depression, Peripheral Vascular Disease, and Coordinator, VP of Nursing and Client
Diabetes. Review of the nurses' notes, dated Services, and/or the Assistant Director of
01/20/12 at 11:00 PM, revealed an admission Nursing. o
skin assessment was completed by the nurse How the facility plans to monitor its
that revealed the resident had an open area to performance to ensure that solutions are
the right buttock and the record revealed the %%mur report is reviewed daily by the
resldent sustained the hip fracture from a fall. RAI Coordinator, RAI Coordinator Assistant
' and/or the Assistant Director of Nursing, for
Review of the Initial care plan completed on .| accuracy and compliance with physician
01/20/12 revealed a risk for skin breakdown and orders. Skin assessment forms are
fracture was address; however, a care plan was
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not developed with interventions for the pressure
sore on the resident's right buttock until four days
after admission. In addition, the resident's risk for
falls were not addressed.

Interview with LPN #2, on 01/26/12 at 9:45 AM,
revealed there was no care plan developed to
address the pressure sore on the right buttock
until she completed one on 01/24/12. She said
the staff nurse who admitted the resident on
01/20/12 failed to develop care plans for the
pressure ulcer and falls.

Review of the admission orders for Resident #1,
dated 01/20/12, revealed orders not to cross legs.
The facility utilized a wedge cushion between the
resident's legs to prevent the crossing of the legs.
Review of the CNA (certified nursing assistant)
care plan revealed instructions to place the
wedge cushion between legs when in bed. "No
crossing of legs."

Observation of Resident #1, on 01/26/12 at 10:00
AM, revealed the wedge cushion was sitting in a
chair beside the resident's bed. The resident had
his/her legs drawn up to the stomach, one on top
of the other. At 11:15 AM, observation revealed
the resident remained in bed without the wedge
cushion appiied. The resident's legs were curled
up into a fetal-like position.

Interview with CNA #4, on 01/26/12 at 12:45 PM,
revealed she was responsible for Resident #1's
care that day. When asked why the wedge
cushion was not applied, she stated LPN #2 had
told her the wedge cushion was no longer placed
between the legs. However, interview with LPN
#2, on 01/26/12 at 1:00 PM, revealed the physical

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
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R reviewed weekly by the Assi Director of
F 281 | Continued From page 5 F 281 y by stant Dire

Nursing to ensure compliance and that
treatment is in place, and results will be
reported monthly to the QA Committee. The
QA committee will assess results and make
recommendations for changes to the policy
and procedure where appropriate.
Person(s) responsible for ensuring on-going
compliance:

Assistant Director of Nursing and RAI

Coordinator.
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F 281 Continued From page 6 F 281

therapist (PT) had placed the resident in a
wheelchair instead of the Geri chair when out of
bed. The nurse told the PT it wouid be hard to i
have the wedge cushion between the legs while
sitting in a wheeichair. The PT said to use the
wedge cushion in bed only. LPN #2 said she told
the CNA that the wedge cushlon did not have to
be applied when the resident was up in the
wheelchalr but still needed to be used when in
bed. She indicated she would Inform the CNA of
the correct instructions. Observation at 1:30 PM,
revealed the resident had been placed back into
bed without the wedge cushion between the
resident 's legs. The wedge cushion was sltting In
the chalr.

F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED

8§S=D | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by: :

Based on observation, interview and record
review, it was determined the facllity failed to
implement care plan interventions for one (1) of
sixteen (16) sampled residents, Resident #5.
Resident #5 had care plan Interventions to have a
walker within reach and had a history of falls.

The findings include:

The facllity could not provide a policy for
implementation of the care plan

Corrective action to be accomplished for the 11-
F 282 | == - =2.20N 0 D6 accomplished for the | 03-11-12

resident(s) affected by this deficient
practice: ;

Resident #5's care plan and C.N.A.
assignment sheet were both corrected to
reflect resident's current mobility status,

' which is wheelchair only for all
'transportation.

How the facility will identify other residents

who have the potential to be affected by this
practice:

All residents care plans and C.N.A.
assignment sheets will be audited to ensure
that all care plan interventions are
implemented. .

Measures put in place or systematic
| changes made to ensure that the practice

will not recur;
| A new resident care plan policy has been
| developed. (see attached) The C.N.A.
assignment sheet policy has also been
reviewed and revised, addressing the way
that staff receive new information.
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Mandatory inservicing will be held for all
F 282 Continued From page 7 F 282| C.N.A’s and nurses on February 27 and 29,
Observations made of Resident #5 on 01/24/12 at March 1 and 5. Additional inservicing
11:06 AM, 11:36 AM, 1:33 PM, 2:14 PM, 2:49 PM regarding skin care for nurses will be held
and 3:24 PM, revealed no walker was present at on March 6 and 7. This inservicing will also
Resident #5's side. be mandatory. The Medical Director has
reviewed and approved all new policies. All
Record Review for Resident #5 revealed the B:f/’:l’ é’;gm‘g'r"'ttgo‘;ﬁ::ttgf \% tngSJfS?ng
zall:gir%:g;nc;tfti?ztl:l;;ees:'gege%le%‘:{; g/;; with - ar_md Client Services, and/or the Assistant
Psychosis. Record review of the Minimum Data ﬁgj’f{ﬁ; ?;cN,,‘,‘t(,s g}g;,s to monitor its
Set (MDS) Admission Assessment dated performance to ensure that solutions are
05/01/11 and the Quarterly Assessment dated sustained:
12/27111 revealed Resident #5 triggered for falls, Audits of residents and their care will be
with no injuries. Cognition of a zero (0) on his/her performed weekly to ensure 100%
BIMS score. Review of a fall that occurred on compliance between care and assignment
01/22/12, revealed Resident #5 in the dining sheets. This audit will be performed by the
room, got up from the chair and started to walk Assistant Director of Nursing. The QA
toward the nurses station and fell. Review of the committee will track and trend levels of
Falls care plan, indicated the staff were to keep compliance and make recommendations for
the resldent's walker in reach. The facility g;?:g:ssw:;esn (‘)";‘as'i::tfo‘:'ensuﬁnq on-aing
e o o o secondary samlance
gait Lyse of wélkegr poor safety a\?va'reness d VP of Nursing and Client Services, and
imp:aired memory,'some incontinence and'needs Assistant Director of Nursing.
assistance with ADL's. Review of the Certified
Nursing Assistant (CNA) sheet, revealed keeping
the walker within reach was not identified.
Interview with CNA #3, on 01/26/12 at 10:20 AM,
revealed she was not aware Resident #5 was to
have a walker within his/her reach. CNA #3 stated
when their was a change to the CNA sheet, no
one informs them, they were expected to read the
CNA sheet. CNA #3 further stated Resident #5
had a history of wandering the unit.
Interview with CNA #4, on 01/26/12 at 10:37 AM,
revealed when CNA#4 took a look at the CNA
sheet, she could not find were it was documented
FORM CMS-2567(02-99) Pravious Versions Obsolste Event ID: S4XG11 Facility ID: 100230 If continuation sheet Page 8 of 27

RECEIVED

OFFICE OF iNSPECTOR Gt 2341

DIVISION CF ~E40 =~ Caq¢ 20~ —z¢

|
|
|
|




PRINTED: 02/09/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: v COMPLETED
A. BUILDING
B. WING
185136 01/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5012 EAST MANSLICK RD
c
WESLEY MANOR NURSING CENTER LOUISVILLE, KY 40219
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES R " PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) '
F 282 Continued From page 8 F 282

F 309
§8=D

| or Senior Aids were to make changes and

| CNA sheet, not the Minimum Data Set (MDS)

for Resident #5 to have his/her walker within
reach. CNA #4 stated Resident #5 was a fall risk
and if the care plan was updated and the CNA
sheet was not, then the CNA's would not know
what type of care to provide to the residents.

Interview with Licensed Practical Nurse (LPN) #6,
on 01/26/12 at 10:46 AM, revealed when LPN #6
observed the CNA sheet. She could not locate
information that Resident #5 needed his/her
walker within reach. LPN #6 stated she was not
aware Resident #5 was care planned to have
his/her walker within reach. LPN #6 further stated |
she believed it was the charge nurses
responsibility to update the CNA sheet and it was

ultimately her responsibility to make sure the CNA |
sheet was being followed.

(Charge Nurse), on 01/26/12 at 12:35 PM,
revealed CNA's were to keep their CNA sheet at
all times. The CNA's would not know to keep ,
Resident #5's walker within reach If it was not
documented on the CNA sheet. We require '
CNA's to read their CNA sheet everyday. Mentors !

|
: |
Interview with the Registered Nurse (RN) #1 l»

updates and then bring to the charge nurse to
revise. RN #1 stated who ever takes the order off,
they were to place it on the CNA sheet. RN #1
further stated it was ultimately hers and the
Director of Nursing's responsibility to update the

Coordinator.
483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING ‘

Each resident must receive and the facility must
provide the necessary care and services to attain

|
|

F 309| Corrective action to be accomplished for the 03-11-12

resident(s) affected by this deficient

practice:

For resident #5, clip alarm order has been
changed to seat alarm when in wheelchair
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or maintain the highest practicable physical,
mental, and psychosoclal well-being, in
accordance with the comprehensive assessment
| and plan of care.

| This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facllity failed to
follow Physician orders for two (2) of sixteen (16)
sampled residents, Resident #5 and #7. Resident
#5 did not have a clip alarm attached as ordered
and Resident #7 did not have glasses on as
ordered.

The findings include:

l No Policy was provided by the facility regarding
I following physician's orders.

1. Observations made of Resident #5 on
01/25/12 at 9:25 AM, 10:15 AM, 5:10 PM and '
01/26/12 at 9:43 AM revealed no chair alarm
attached to the chair, while the resident was |
sitting in his/her chair. '

Review of the clinical record for Resident #5 l
revealed an admission date of 04/18/11 with
diagnoses of Alzheimer's, Dementia and
Psychosls. Review of the Minimum Data Set ,
(MDS) Admission Assessment, dated 05/01/11, |
and the Quarterly Assessment, dated 12/27/11,
revealed Resident #5 triggered for falls, with no

cognition of a zero (0) on his/her BIMS score.
| Review of a fall that occurred on 01/22/12,

‘revised.

| Routine weekly audits of resident care and

X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER’S PLAN OF CORRECTION {X8)
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. and bed alarm when in bed. Both C.N.A.
F 309 Continued From page 9 F 308| assignment sheet and care plan have been

updated.

For resident #7, glasses have been located
and order continues as written on care plan.
Additional information has been added to
nurse team leaders' sheet to ensure i
compliance. i
How the facility will identify other residents
who have the potential to be affected by this |
practice: !
All residents have the potential of being
affected by not having a policy for following |
physician's orders.

Measures put in place or systematic
changes made to ensure that the practice
will not recur:

New policy regarding MD orders has been
developed and implemented. C.N.A.
assignment policy has been reviewed and

Mandatory inservicing will be held for all
C.N.A’’s and nurses on February 27 and 29,
March 1 and 5. Additional inservicing
regarding skin care for nurses will be held

on March 6 and 7. This inservicing will also
be mandatory. The Medical Director has
reviewed and approved all new policies. All -
inserving will be presented by the Staff
Development Coordinator, VP of Nursing l
and Client Services, and/or the Assistant
Director of Nursing.

How the facility plans to monitor its

performance to ensure that solutions are
sustained:

Audits of residents and their care will be
performed weekly to ensure 100%
compliance between care and assignment
sheets.

assignment sheets will be performed to
assess levels of compliance and reported to
the Quality Assurance Committee. The QA
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. committee will track and trend levels of
F 309 Cantinued From page 10 F 309 compliance and make recommendations for

.| up from the chair and started to walk toward the

revealed Resident #5 was In the dining room, got

nurses station and sustained a fall. Review of the
Physician's Orders dated 01/22/12, revealed an
order for a "cilp alarm when in bed and at all
times".

Interview with Registered Nurse (RN) #1 (Charge
Nurse), on 01/26/12 at 12:35 PM, revealed
Resident #5 shouid have his/her clip alarm on at
ail imes. RN #1 further stated this intervention
was in place to prevent falls.

Interview with Certified Nursing Assistant (CNA)
#3, on 01/26/12 at 10:20 AM, revealed Resldent
#5 should have his/her clip alarm on at all times
because he/she liked to take off and wonder a lot.

Interview with-CNA #4, on 01/26/12 at 10:37 AM,
revealed she had gotten Resident #5 up on
01/25/12 and 01/26/12. CNA #4 realized she
should have put a clip alarm on Resident #5. CNA
#4 further stated when there was a change in the
CNA sheet, she guessed the facility wanted them
to read it to find what those changes were.

2. Observations made of Resident #7, on
01/24/12 at 11:02 AM, 11:37 AM, 2:00 PM, 2:10
PM, 2:48 PM, 3:25 PM and 4:51 PM revealed
there were no glasses on his/her face.

Record review of Resident #7's clinical record
revealed the facllity admitted the resident on
03/10/11 with diagnoses of Alzheimer's, and
Dementia. Review of the MDS Admission
assessment, dated 03/23/11, revealed a BIMS
score of ninety-nine (99) (which meant cognitively

impaired), falls did not trigger. Review of the MDS

changes when warranted.
assignment sheets to ensure 100%
accuracy. This audit will be done as a
collaborative effort among the VP of Nursing
and Client Services, the Assistant Director
of Nursing, and the RAI Coordinator.
The QA committee will track and trend
policy compliance and make

. recommendations for changes when
warranted.

Person(s) responsible for ensuring on-going
compliance:
VP of Nursing and Client Services and

Assistant Director of Nursing.
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F 309 | Continued From page 11 “ | F309 '

Quarterly assessment, dated 11/07/11, revealed a '

BIMS score of 3 (which meant cognitively

impaired) and falls were triggered with no injuries. |

Review of Resident #7's Physician Orders, dated
| 12/28/11, revealed "Eye glasses to be placed in

- | med cart, put on in the AM (morning) and take off

at HS (night)",

! Interview with CNA #4, on 01/26/12 at 10:37 AM, )
revealed Resident #7 could not see well without
his/her glasses.

Interview with Licensed Practical Nurse (LPN) #6,
on 01/26/12 at 10:46 AM, revealed Resident#7 |
glasses could not be found on Tuesday 01/24/12. |
Resident #7's glasses were suppose to be kept
on the medication cart at night. if the glasses
were not kept in the medication cart or in his/her
room then the staff have to look for them. LPN #6 |
further stated Resident #7 had not fallen in a |
while and that she was ultimately responsible to |
make sure the staff were doing what they were
suppose to be doing for the residents.

Interview with RN #1, Charge Nurse, on 01/26/12
at 12:35 PM, revealed the nurse on the unit was
responsible to make sure Resident #7's eye
glasses were on. RN #1 further stated it was
ultimately her and the Director of Nursing's |
responsibility to make sure Resident #7's glasses i '

were on. ] _ . |

F 314 | 483.25(c) TREATMENT/SVCS TO F 314/ Corrective action to be accomplished forthe | 93.11-12

ss=p | PREVENT/HEAL PRESSURE SORES - resident(s) affected by this deficient ]
practice: ~

. | Resident #1's Care Plan has been reviewed
Based on the comprehensive assessment of a and updated so that all resident skin care

resident, the facilitY.must ensure that a resident concems are being addressed. The use of
who enters the facility without pressure sores space boots, turning schedules when in
does not develop pressure sores unless the
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Bed, daily skin inspections, a Medi-assist
F 314 | Continued From page 12 . F 314/ boot on left foot, wound care center consult,
individual's clinical condition demonstrates that proper hydration, Foley catheter, are all
they were unavoidable; and a resident having interventions currently being used to
pressure sores receives necessary treatment and maximize skin integrity. ,
services to promote healing, prevent infection and %%“%m%is
; Wno have the potential to be aftected by this
prevent new sores from developing. ractice:
. Observations of residents’ skin condition
This REQUIREMENT is not met as evidenced e ek, bathing are conducted by
by: record and report changes in skin integrity.
Based on observation, interview, and record Nurse team leaders assess any changes
review it was determined the facility failed to reported to them by the C.N.A.s. One
prevent new pressure sore development and additional resident has been identified as
provide treatment and services to promote being affected by this deficient practice, and
healing for one (1) of sixteen (16) sampled interventions including tum q 2 hours when
residents. The faciiity admitted Resident #1 to the in bed, up for meals 1-1/2 hours only, gel
facility with a pressure sore on the coccyx and cushion in gerichair, multlyltamin added.
was identified by the facility at high risk for care plan and dc-%’t‘- o oment sheet
development of additional pressure sores. The Momtiran . i:telac‘; - :cst:r::t?:s'
o putinp y,
facility identified the resident developed a changes made to ensure that the practice
pressure sore on the resident's left heel; _J“—Lwi" not recur:
however, the facility failed to obtain treatment for New policies have been implemented
the wound. In addition, the facility failed to regarding Risk Assessment (skin
implement interventions to promote healing breakdown), Mechanical Off-loading,
(turning and repositioning) with the resident was Wound Assessment, Skin Care, and
observed lying in a Geri chair for extended resident care planning. Mandatory
periods of time. | inservicing will be held for all C.N.A.'s and
| nurses on February 27 and 29, March 1 and
The findings include: | 9. Additional inservicing regarding skin care
for nurses will be held on March 6 and 7.
Review of the facllity's wound care guidelines | This inservicing will also be mandatory. The
(adapted from the Agency for Health Care Policy Medical Director has reviewed and
A approved all new policies. All inserving will
and Research Guidelines for Pressure Ulcer | be presented by the Staff Development
Treatment, no date provided) revealed...avoid " Coordinator, VP of Nursing and Client
uninterrupted sitting in a chair. The individual Services, and/or the Assistant Director of
should be reposltioned, shifting pressure at least Nursing.
every hour or be put back to bed if possible.
Protocol for early intervention and prevention of
skin breakdown...obtain appropriate support
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How the facility plans to monitor its
F 314 | Continued From page 13 F 314| performance to ensure that solutions are
'surfaces, initiate appropriate turning schedule, Sustained: o ,
initiate measures to reduce friction and shearing, E\T éig‘rz‘i‘r:;gefg;\sl rg(‘)’fr‘(’;’i‘:“; t?)?lk’st;?’s:zﬁt
control incontinence, and inspect skin dally. and/or the Assistant Director of Nursing, for
accuracy and compliance with physician
Review of the clinical record revealed the facility ?;sg:éds wge?j; %i,s;p:':;:g?:n?girector of
admitted Resident #1 on 01/20/12 with diagnoses Nursing to ensure compliance and that
of Status Post Hip Fracture, Pneumonia, Falls, treatment is in place, and results will be
Dementia, Depression, Peripheral Vascular reported monthly to the QA Committee. The
Disease, and Diabetes. Review of nurses' notes, QA committee will assess results and make
dated 01/20/12 at 11:00 PM, revealed an recommendations for changes to the policy
admisslon skin assessment was completed and and procedure where appropriate.
revealed the resident had an open area to the Person(s) responsible for ensuring on-going
right buttock. The skin assessment further compliance: .
revealed the resident did not have any redness, Assistant Director of Nursing, the VP of
discoloration, or open areas to the heels. The Nursing and Client Services, and RAI
resident had incision with staples to the left hip. Coordinator.
Review of the initial needs care plan, dated
01/20/12, revealed the facility identified the
resident at risk for skin breakdown with
interventions of turning and repositioning every
two (2) hours to prevent sheer, friction, and
pressure. However, the open area to the right
buttock (present upon admission) was not care
planned untii 01/24/12, 4 days after admission. A
comprehensive assessment had not been
conducted. The facility assessed the resident to
be incontinent of bowel and bladder with a
cognition impairment.
Review of an incident report and nurses' notes
dated 01/23/12 at 3:00 AM, revealed the resident
had a new dark purple area to the left heel. The
incident report stated the treatment nurse was
notified.
On 01/26/12 at 9:15 AM, interview with LPN #1,
{who had documented the new area to the
FORM CMS-2567(02-99) Pravious Versions Obsolete Event ID; S4XG11 Faciiity ID: 100230 If continuation sheet Page 14 of 27

RECEIVED

| |

o
|

OFFICE OF NSPECTOR G=AZRAL
lztvs.ur. STEEATRIAETAT Eaacogn e

—_— e s




PRINTED: 02/09/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
. WING
185136 B Wi 01/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' 5012 EAST MANSLICK RD
WESLEY MANOR NURSING CENTER LOUISVILLE, KY 402 1 9
04) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 314 Continued From page 14 F 314
resident's left heel in the record on 01/23/12) '

| revealed she had worked the 11 PM-7 AM shift |
{ on 01/23/12. She stated Resident #1 complained |
l of pain of the heels. When she assessed the |
| heels, she observed a discoloration area (purple |
| in color) on the resident's left heel. She state she

{ completed a "Resident Decline Notification" form |
| and placed the form in the facility mail tray for the |
| treatment nurse. She also informed the charge

| nurse. :

Interview with the charge nurse (RN#1) on |
02/26/12 at 9:30 AM, revealed LPN#1 did report

| the left heel wound and she had verbally reported |
the change in skin to the treatment nurse on
-Monday, 01/23/12. !

Observation of Resident #1, on 01/24/12 at 11:10

AM, revealed the resident lying in bed awake. An

abduction pillow was noted between the

resident's legs and the resident complained of

| pain. At 1:10 PM, the resident was observed to be

sitting up In a Geri chair eating lunch. Bilateral

heel protectors were applied. At 2:30 PM,

| observation revealed the resident up ina Geri |

| chair in the' sitting area on the unit. Observation at

| 3:30 PM, 4:30 PM, and 4.50 PM revealed the .
resident remained in the Geri chalir, reclined and

| sleeping.

On 01/25/12 at 11:00 AM, observation of a skin
assessment and wound treatment revealed the
open area to the right buttock remained but a new
red triangle shaped area was noted to the left
buttock. The nurse's measurements were 5.9 x
4.0 cm (centimeters). In addition, the left heel had
an unstageable deep purple area measuring 1.8 x
2.2 cm. The nurse was the facility's treatment

|
I
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d

| nurse and when asked if she had assessed the |

| and was up in the Geri chair recliner until she left

Continued From page 15

area to the left heel, she replied, "Yes". She
stated she had attempted to evaluate the
resident's wound on 01/23/11, but could not
because the staff had not returned the resident
back to bed prior to her leaving at 3:30 PM. She
indicated she had conducted a skin assessment |
of the entire body on 01/24/12. She stated she did
not see anything on the heels. However, she
could not provide any evidence in the record to
validate this.

Continued review of the clinical record revealed
the treatment nurse had documented in the
nurses’ notes a late entry, for 01/24/12 at 8:00
AM, that revealed a description and !
measurement of the right buttocks wound.
Nothing was documented regarding the left heel. |
The nurse documented on 01/25/12 about the left |
heel pressure ulcer. |

The treatment nurse (LPN #2) was -
re-interviewed, on 01/26/12 at 9:45 AM,. She '
stated she had not had a chance to review
information placed in her mail tray that week. She
acknowledged RN #1 had informed her about the
wound to the resident's left heel. She stated again
she could not assess the wound on Monday,
01/23/12 because the resident was not laid down

at3 30 PM.

Although the facility had identified the resident at
high risk for additional pressure sores, the facility
did not obtaln treatment (mediboot) for the wound
to the resident's left heel until after the skin
assessment conducted with the surveyor on
01/25/11, 2 days after the pressure sore was

F 314

I
!

+
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F 314 Continued From page 16 F 314 1, Storage of hazardous materials. 03-11-12
discovered. Corrective action to be accomplished for the
F 323 483.25(h) FREE OF ACCIDENT F 323 resident(s) affected by this deficient
~ AZA practice:
§8=E | H RDS/SUPERVISION/DEVICES Plastic, locked containers have been
. purchased to store personal care products
The_ facility must einsure that thfe res%ﬂent h d for all residents on the Peters Wing.
environment remains as free of accident hazards (secured unit). A new hazardous material
as is, possible; and each residgnt receives policy has been written which addresses
adequate supervision and assistance devices to MSDS as well. (see attached).
prevent accidents. How the facility will identify other residents
who have the potential to be affected by this
practice:
All residents have the potential to be
affected by this deficient practice.
Measures put in place or systematic
This REQUIREMENT is not met as evidenced changes made to ensure that the practice
by: w;:l not rec;t:; i
The use of the new storage containers wi
Ba.SEd pn observatlop, interview,. _and fecord keep residents safe from consuming
review, it was determined the facility failed to :
- ) hazardous matenals.
provide assistive devices to prevent accidents for - P
° How the facility plans to monitor its
two.(2) of slxteen' (16). sampled residents. In performance to ensure that solutions are
addition, the faciiity failed to provide an sustained:
environmgnt free from accident hazards for the Mandatory inservicing will be held for all
secure unit (west) where residents have C.N.A’s and nurses on February 27 and 29,
moderate to severe cognition impairment. March 1 and 5. All inservicing will be
Multiple hazard items (peri-wash, Listerine, presented by the Staff Development
denture tablets) were stored in unlocked cabinets Coordinator, VP of Nursing and Client
and sitting on top of sinks and toilet tanks, Services, and/or the Assistant Director of
accessible to the cognitively impaired residents. Nursing. Visual, weekly inspections will be
Many of these residents were ambulatory and ;‘L’;gi‘:]‘ge"’«bé&iﬁ?ﬂfﬁ;‘ggg&?{;ﬁl be
capable of accessing these hazardous items. made by the Assistant DON to the QA
) Committee for tracking and trending.
The findings include: Negative trends will be addressed by the
. . . QA committee and appropriate systematic
1. During the initial tour of the West Wing (secure changes will be recof,’f:ner,’,ded_ Y
Aizheimer's unit) on 01/24/12 from 8:45 AM to Person(s) responsible for ensuring on-going
9:18 AM, revealed multiple hazardous items compliance:
accessible to the cognitiveiy impaired residents. Assistant Director of Nursing.
Room #4 had a bottle of Peri Fresh cleanser
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F 323 | Continued From page 17

sltting on top of the toilet tank in the residents'
bathroom, Review of the warning label revealed,
"May cause eye irritation ." "Avoid contact with
eyes." "Keep out of the reach of children.”" Room
#10 contained a bottle of Peri Fresh, tube of Peri
Guard with additional instructions, "If accidentaily
ingested, contact the poison control center right
away." In addition, there was a box of denture
tablets with instruction to not put in mouth. Room
#7 had a box of denture tablets, tube of Peri
Guard, 1 liter bottle of Listerine, can of shaving
cream, and bottle of Peri Fresh cieanser in an
unlocked medicine cabinet. Room #5 had one
bottle of Peri Fresh sitting on top of the toilet tank
and two bottles and a box of denture tablets In an
unlocked cabinet. Room #2 had a bottie of Peri
Fresh and a Listerine bottle sitting on the back of
the toilet.

Interview with LPN #6, on 01/26/12 at 12:40 PM,
revealed the Peri Fresh and other items are
supposed to be stored in the medicine cabinet
located in the residents' bathroom. She
acknowledged the cabinets are not locked and
residents could open them. She said during the
daytime, most residents are in the unit's dining
room/activity room but at night the resident are
sleeping in their rooms. Most residents on the
secure unit are ambulatory and wander about the
unit.

Interview with the Director of Nursing, on
01/26/12 at 2:15 PM, revealed there had been no
incident where a resident had ingested a personal
hygiene product or chemical. She stated all
residents on the secure unit are cognitively
impaired and wander about the unit.

F 323! Corrective action to be accomplished for the

2. Assistive Devices Within Reach.

resident(s) affected by this deficient
practice:

For resident #5, clip alarm order has been
changed to seat alarm when in wheelchair
and bed alarm when in bed, and walker has
been discontinued. Resident is unable to
walk without assistance. Both C.N.A.
assignment sheet and care plan have been
updated.

How the facility will identify other residents
who have the potential to be affected by this
practice:

Upon investigation, it was determined that
the cause of the problem was that the care
plan and assignment sheet had not been
updated according to the resident's needs.
An audit being performed by the Assistant
RAI Coordinator will identify any other
instances where the assignment sheets are
not accurate.with the care plan and the care
provided.

Measures put in place or systematic
changes made to ensure that the practice
will not recur:;

The Resident Care Planning Policy has
been developed and the C.N.A. Assignment
Sheet Policy has been reviewed and
revised. Mandatory inservicing will be held
for all C.N.A.’s and nurses on February 27
and 29, March 1 and 5. The Medical
Director has reviewed and approved all new
policies. All inservicing will be presented by
the Staff Development Coordinator, VP of
Nursing and Client Services, and/or the
Assistant Director of Nursing.

How the facility plans to monitor its
performance to ensure that solutions are
sustained:

Audits of residents and their care will be
performed weekly to ensure 100%
compliance between care and assignment
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Review of the census revealed there were
eighteen (18) residents on the secure unit during
the survey. All eighteen resident were Identified to
be ambulatory with a cognition deficit.

2. Observations made of Resldent #5 on the
secured unit on 01/25/12 at 9:25 AM, 10:15 AM,
6:10 PM and 01/26/12 at 9:43 AM revealed no
chair alarm attached to the chair, while sitting in

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
sheets.
, F 323 Continued From page 18 F 323| Routine weekly audits of resident care and

assignment sheets will be performed to
assess levels of compliance and reported to
the Quality Assurance Committee. The QA
committee will track and trend levels of
compliance and make recommendations for
changes when warranted.

Person(s) responsible for ensuring on-going |

compliance:
Assistant Director of Nursing and the VP of

Nursing and Client Services.

his/her chair. Observations of Resident #5 on
01/24/12 at 11:06 AM, 11:36 AM, 1:33 PM, 2:14
PM, 2:49 PM and 3:24 PM, revealed no walker
was present at Resident #5's side.

Review of Resident #5 clinical record revealed
the facility admitted the resident on 04/18/11 with
diagnoses of Alzheimer's, Dementia and
Psychosis. Review of the Minimum Data Set
(MDS) Admisslon Assessment, dated 05/01/11,
and the Quarterly Assessment, dated 12/27/11,
revealed Resident #5 triggered for falls and no
injuries. The facility assessed the resident with a
cognition of a zero (0) on his/her BIMS score.
Review of a fall that occurred on 01/22/12,
revealed Resident #5 was In the dining room, got
up from the chair and started to walk toward the
nurses station and fell. Review of the Physician's
Orders, dated 01/22/12, revealed an order for a
"clip alarm when in bed and at all times". Review
of the Falls care plan, revealed the staff were to
keep the walker In reach of the resident. Review
of the Certified Nursing Assistant (CNA) sheet,
revealed the walker being kept within reach was
not identified.

interview with CNA #3, on 01/26/12 at 10:20 AM,
revealed Resident #5 should of had a clip alarm
on at all times and she was not aware Resident
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#5.was to have a walker within his/her reach.

CNA #3 stated when their was a change to the
CNA sheet, no one informed them, they were
expected to read the CNA sheet. CNA#3 further
stated Resident #5 had a history of wandering the
unit,

Interview with CNA #4, on 01/26/12 at 10:37 AM,
revealed she was not aware Resident #5 was to
wear a clip alarm. When CNA #4 reviewed the
CNA sheet, she could not find were it was

| documented for Resident #5 to have his/her
| walker within reach. CNA #4 stated Resident #5

-the facllity admitted the resident on 03/10/11 with

was a fall risk and If the care plan was updated
and the CNA sheet was not, then the CNA's
would not know what type of care to provide to
the Residents.

Interview with the Registered Nurse (RN) #1
(Charge Nurse), on 01/26/12 at 12:35 PM,
revealed Resident #5 should have on hist/her clip
alarm at all times. She stated the aids would not
know to keep Resident #5's walker within reach if
it was not documented on the CNA sheet. RN #1
further stated this intervention was in place to
prevent falls.

3. Observations of Resident #7, on 01/24/12 at
11:02 AM, 11:37 AM, 2:00 PM, 2:10 PM, 2:48

PM, 3:25 PM and 4:51 PM revealed no glasses
on his/her face. |

Review of Resident #7's clinical record revealed

diagnoses of Alzheimer's, and Dementia. Review
of the MDS Admission assessment, dated
03/23/11, revealed a BIMS score of ninety-nine
(99) (which meant cognitively impaired), falls was

resident(s) affected by this deficient
practice:
For resident #7, glasses have been located

and order continues as written on care plan.
Additional information has been added to
nurse team leaders' sheet to ensure
compliance.

How the facility will identify other residents
who have the potential to be affected by this

practice:
Residents will be randomly audited by the

nurse team leader on a weekly basis to
ensure that C.N.A. assignment sheets
match the care provided.

Measures put in place or systematic
changes made to ensure that the practice
will not recur:

The Resident Care Planning Policy has
been developed and the C.N.A. Assignment
Sheet Policy has been reviewed and
revised. Mandatory inservicing will be held
for all C.N.A.'s and nurses on February 27
and 29, March 1 and 5. The Medical

policies. All inservicing will be presented by
the Staff Development Coordinator, VP of
Nursing and Client Services, and/or the
Assistant Director of Nursing.

How the facility plans to monitor its
performance to ensure that solutions are
sustained:

Audits of residents and their care will be
performed weekly to ensure 100%
compliance between care and assignment
Sheets, to be completed by the nurse team
leader.

Routine weekly audits of resident care and
assignment sheets will be performed to
assess levels of compliance and reported to
the Quality Assurance Committee. The QA

Director has reviewed and approved all new '
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not triggered. Review of Resident #7's MDS
Quarterly assessment, dated 11/07/11, revealed a
BIMS score of 3 (which meant cognitively
Impaired) and falls was triggered with no injuries.
Review of Resident #7's Physician Orders, dated
12/28/11, revealed "Eye glasses were to be
placed in the med cart, put on in the AM
(morning) and take off at HS (night)".

Interview with CNA #4, on 01/26/12 at 10:37 AM,
revealed Resident #7 could not see well without
his/her glasses.

interview with Licensed Practical Nurse (LPN) #6,
revealed Resident #7 glasses could not be found
on Tuesday 01/24/12. Resldent #7's glasses were
suppose to be kept on the medication cart at
night; If the glasses were not kept in the
medication cart or in his/her room then the staff
have to look for them. LPN #6 further stated
Resident #7 had not fallen in a while and that she
was ultimately responsible to make sure the staff
were doing what they were suppose to be doing
for the residents.

Interview with the RN #1, Charge Nurse, on
01/26/12 at 12:35 PM, revealed the nurse on the
unit was responsible to make sure Resident #7's
eye glasses were on. RN #1 further stated it was
ultimately her and the Director of Nursing's
responsibility to make sure Resident #7's glasses
were on.

483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -
(1) Procure food from sources approved or
considered satisfactory by Federal, State or local

committee will track and trend levels of
compliance and make recommendations for
changes when warranted.

Person(s) responsible for ensuring on-going
| compliance:

VP of Nursing and Client Services and the
Assistant Director of Nursing.

F 323

F 371
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. 1. Hand washing/Gloves
F 371 Continued From page 21 F 371| Corrective action to be accomplished for the | 03-11-12
authorities; and resident(s) affected by this deficient
(2) Store, prepare, distribute and serve food practice: )
under sanitary conditions | A counseling was conducted by the Dietary
' Manager with the employees who were
involved in the deficient practice on 01-25-
12 and 01-27-12. They were reminded how
to properly utilize gloves, discussed cross-
contamination, and policies and procedures
. related to hand washing.
This REQUIREMENT is not met as evidenced | How the facility will identify other residents
by: who have the potential to be affected by this
Based on observation, interview and policy | practice:
review it was determined the facility failed to | An audit tool is being developed for
store, distribute, prepare and serve food under | assessing staff using gloves properiy.
sanitary conditions, as evidence by the cook Measures put in place or systematic
touching multiple items during the tray line cr]anqes made to ensure that the practice
service-such as food, tables, utensils, etc., with will not recur:
no use of hand sanitizer or changing gloves. The An inservice was conducted on hand
stove, prep tables, and the deep fryer had a washing, sanitation, and infection control,
heavy build up of grease and dirt. Also, the facility ':;r:g:s'eé? d";‘ziagggvzé %;fi:‘izaglhr:‘:ﬁ:ttaﬁ
falled_ to date and label seven (7) large bags of date, and they will be educated on an.
| food items, such as corn, pancakes, and French individual basis.
toast that had been opened. How the facility plans to monitor its
L performance to ensure that solutions are
The findings include: sustained:
The dietary manager will conduct spot ,
Review of the facility's policy on Handwashing ' weekly audits to ensure compliance with
Procedures, revised 04/11, revealed hands were these policies. Reports of the audits will be
to be frequently and thoroughly washed to provided to regular meetings of the QA
preve'nt the transmission of bacteria. Committee. The QA committee will track
) . _ and trend these reports and make
1. Observation of tray line, on 01/25/12 at 12:30 ap%%pngte 'e‘r’]°mme”dat':’“ds for
PM through 1:17 PM, revealed Dietary Worker #5 g:rs'ogfsfr';:po‘:{gg{:g"eﬁshﬁnq on-qoing
served spaghe}tu and garlic bread by scooping compliance-
extra spaghetti noodles onto plates with her —D—Dietary manager.
gloved hands, thirteen (13) times, touched garlic
bread thirty-seven (37) times, and scooped mixed
vegetables onto a plate one (1) time, while
wearing the same gloves the dietary worker had
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2. Sanitation/Equipment
F 371 Continued From page 22 . F 371 Corrective action to be accomplished for the
touched plates, spoons, and an apron two (2) resident(s) affected by this deficient
times. practice: . .
One dietary aide is responsible for special .
Interview with Dietary Worker #5, on 01/25/12 at e ionen and equipment. He
: lity for - oY vy Thanag
1:25 PM, revealed she worked at the faci on 01-27-12 regarding his need to clean the
two (2) years and was not aware the kitchen was equipment and surfaces, and his cleaning
cited on hand sanitation the year before. Dietary schedule has been modified.
Worker #5 stated she wears gloves for sanitary
reasons, so the residents don't get germs. She How the facility will identify other residents
further stated she should probably not touch who have the potential to be affected by this
objects and then touch food and that she was not practice:
aware she touched her apron and food. An immediate audit was conducted by the
dietary manager to determine If other
Interview with Dietary Worker #2, on 01/26/12 at surfaces needed cleaning.
11:65 PM, revealed they have to wear gloves at Measures put in place or systematic
all times. The Dietary Worker #2 further stated it H'easures puLin place or systematic
was not okay to touch clothing and then touch Sv?"aggtefergfge lo ensure that the practice
food. She stated she used tongs when serving The updating of the cleaning schedule will
bread and dinner roles. They were to wear gloves ensure that the kitchen is sanitary and
for the prevention of germs, infection and clean.
disease.
How the facility plans to monitor its
Interview with the Dietary Manager, on 01/26/12 performance to ensure that solutions are
at 12:10 PM, revealed she witnessed Dietary sustained: o
Worker #5 touching items at the last minute and Weekly routine audits will be performed by
touching food with hands was not appropriate. the cook and submitted to the dietary
manager for review. The dietary manager
2. Review of the facility's policy on Santation, will take appropriate action to correct any
effective 05/08, revealed it was the facllity's policy deficient practices. Reports of the audits
to maintain equipment and work surfaces in a will be provided to the QA committee for
ita dgti P th h dail s tracking and trending, and the committee
sanftary condition through daily, ongoing will make recommendations for necessary
procedures. ' . adjustments to the policies and cleaning
. . . : schedule.
Observation of the main kitchen, on 01/26/12 at Person(s) responsible for ensuring on-going
11:30 AM, revealed stoves had dark brown grime compliance:
on outer surfaces. The outside fryer was Dietary Manager.
observed to have a yellow, white and brown grimy
substance and prep tables were observed with a
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l ] 3. Food Storage
F 371 | Continued From page 23 F 371} Corrective action to be accomplished for the

brown grimy substance on the outside surfaces.

Interview with the Dietary Manager, on 01/26/12
at 11:30 AM, revealed the stoves were cleaned
on Mondays and Tuesdays. The Dietary Manager
stated that everything should be cleaned under
and over surfaces and she never noticed the
machines were not cleaned. Continued interview
at 12:10 PM, revealed she had to physically
monitor the cleaning. The outside stove and fryer
machine was not cleaned appropriately and she
was unable to monitor the cleaning this week.

3. Review of the facility's policy on Refrigerated
Storage, effective 05/08, revealed it was there
policy to store, prepare and serve food in
accordance with federal, state and local sanitary
codes. All foods will be properly wrapped and/or
stored in sealed containers and dated and
labeled. Food will be discarded within appropriate
shelf life.

Observation of the Freezer, on 01/26/12 at 11:30
AM, revealed three (3) bags of pancakes, two (2)
bags of french toast sticks and two (2) bags
french toast, were not dated and labeled.

Interview with Dietary Worker #4, on 01/26/12 at
11:30 AM, revealed he took items out of the box
and did not date and label items. He further
stated, he did not know how the other staff would
know to use it if there was no date.

| Interview with Dietary Worker #2, on 01/26/12 at
11:55 AM, revealed she was not aware there

| were items in the freezer that were not dated-and

| labeled. Dietary Worker #2 further stated all items
should be dated and labeled when opened.

resident(s) affected by this deficient

practice:
The employees involved in the deficient

practice were counseled on 01-26-12 by the
Dietary Manager regarding the need to
properly label and date all stored food
items.

How the facility will identify other residents
who have the potential to be affected by this
practice:

An immediate inspection of the food storage |
areas was conducted by the Dietary
Manager, and no other labeling deficiencies
were noted.

Measures put in place or systematic
changes made to ensure that the practice
will not recur:

The Dietary Manager conducted an
inservice with all dietary employees on 02-
27-12 regarding food storage and labeling.
How the facility plans to monitor its

performance to ensure that solutions are
sustained:

The cook will audit cold storage areas 2 x

weekly and dry storage weekly to ensure

that all food is properly labeled and dated. | -

These audits will be provded to the dietary |

manager and regular reports will be

| provided to the QA Committee. The QA

| committee will make recommendations for
appropriate changes when needed.

| Person(s) responsible for ensuring on-going

compliance:
Dietary Manager.
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interview with Dietary Worker #3, on 01/26/12 at
12:00 PM, revealed everything should have a Corrective action to be accomplished for the | ¢3-11-12
date and say what the items is. | resident(s) affected by this deficient
F 431 | 483.60(b); (d), (¢) DRUG RECORDS, F 431| practice;
S§S=t | LABEL/STORE DRUGS & BIOLOGICALS The unidentified tubes of medicine have
been discarded.
The facility must employ or obtain the services of How the facility will identify other residents
a licensed pharmacist wha establishes a system who have the potential to be affected by this
of records of receipt and disposition of ali practice;

All residents have the potential for being
affected by this deficient practice.
Measures put in place or systematic

controiled drugs In sufficient detail to enable an
accurate reconcilliation; and determines that drug

records are In order and that an account of all changes made to ensure that the practice
controlied drugs is maintained and periodically will not recur:
reconciled. A new policy for the storage and labeling of
medication has been written. (see attached
Drugs and blologicals used jn the facility must be policy). All nurses will be re-educated
labeled'in accordance with currently accepted regarding proper storage and labeling of
professional principles, and include the .medications. The mandatory inservicing will
appropriate accessory and cautionary be conqucted on !Vlarch 6 gnd 7 by the VP
instructions, arid the expiration date when of Nursing and Client Services and the
applicable. Assistant DON. The medical director has
reviewed and approved the new policy.
In accordance with State and Federal laws, the W—tm&ﬁg"ﬂtﬁm"t—h’%
facllity must store all drugs and bioiogicals in DT amance 1o ensure fal soltions are
locked compartments under proper temperature The treatment cart will be inspected by the
controls, and permit only authorized personnel to Assistant DON on a weekly basis.
have access to the keys. Unidentified medication will be immediately
removed and disciplinary action wili occur
The facility must provide separately locked, promptly with the skin care nurse. Reports
permanently affixed compartments for storage of of findings of this audit will be reported to
controiled drugs listed in Schedule I of the the QA Committee, and appropriate
Comprehensive Drug Abuse Prevention and recommendations made for change will
Control Act of 1976 and other drugs subject to occeur. . _ i
abuse, except when the facility uses single unit Person(s) responsible for ensuring on-going
package drug distribution systems in which the compliance:

quantity stored is minlmal and a missing dose can Assistant Director of Nursing.

be readily detected.

FORM CMS-2667(02-89) Previous Versions Obsclete Event ID: $4XG11 Facility ID; 100230 if continuation sheet Page 25 of 27

EIVED

F= 3% o7 Nz=cCTOR GENERAL
YR eTA TR COREEAT TR AND SERVICES




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

PRINTED: 02/09/2012
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

185136

{X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

01/26/2012

NAME OF PROVIDER OR SUPPLIER
WESLEY MANOR NURSING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
5012 EAST MANSLICK RD

LOUISVILLE, KY 40219

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 431

Continued From page 25

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
the facliity's policy, it was determined the facility
failed to store drugs and biologicals for one (1) of
one (1) treatment cart. The facility failed to
ensure 10 tubes of cream on the treatment cart
were labeled with a resident's name to identify
whom the cream was intended for use.

The findings include:

Review of the facility's policy Storage of
Medications, effective date 02/01/10, revealed
section F... Medications labeled for Individual
residents are stored separately from floor stock
medications.

Observations, on 01/24/12 at 3:15 PM and on
01/26/12 at 9:15 AM, revealed the treatment cart
for the facility had 10 containers of creams (3
tubes of Aloe Vesta, 2 tubes of Vitamin A&D
Ointment, 4 tubes of Peri-guard, and 1 bottle of
Peri- lotion) that were not labeled with any
resident names.

Interview with Registered Nurse (RN #3) on
01/24/12 at 3:45 PM, revealed these creams
came from the facility stock supply, not pharmacy
and were not labeled to Identify which resident
the creams were intended for use.

Interview, on 01/26/12 at 9:15 AM, with Licensed
Practical Nurse (LPN #3) revealed the creams in
the treatment cart are intended for individual

F 431
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resident use and are not to be shared. She stated
the creams should be labeled with each .
resident's name and without a label there was no
way to know who the cream belongs to. LPN #3
also stated if a resident used someone else's
cream, there was a potential for the resident to
have an allergic reaction or contamination.

Intervlew with RN #1, on 01/26/12 at 11:35 AM,
revealed each resident should have their name
on each tube of cream and the medication should
not be shared. problems with not having labeled
creams was contamination of other residents.

Interview, on 01/26/12 at 11:50 AM, with the
Assistant Director of Nursing (ADON) revealed
the tubes of cream are supplied by the facility not
the pharmacy, therefore the creams do not have
a label with the resident's name. She stated the
problem of unlabeled creams could be multiple
residents sharing the same medication with the
potential to spread infection.
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K 000 | INITIAL COMMENTS K000

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1076
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SINF

TYPE OF STRUCTURE: One (1) story, Type V
Protected.

SMOKE COMPARTMENTS: Five (5) smoke
compartments,

FIRE BARRIER: The non-certified facliity and the
Skilled Nursing Faclility were separated by a
two-hour fire barrier.

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

SPRINKLER SYSTEM: Complete automatic (dry)
sprinkler system,

GENERATOR: Type )l generator. Fuel source Is
natural gas. Upgraded In 2009.

A standard Life Safety Code survey was
conducted on 01/26/12. Wasley Manor was found
not In compliance with the requirements for
participation In Medicare and Medicald. The
facllity is licensed for sixty-eight (68) beds and the
census was sixty-four ( 64) on the day of the
survey. :

LAB CTOR'S OR PR ER/SUPPLIER REPRESENTATIVE'S 8IGNATURE TITLE (X8) DATE
§Z (zoi%ﬁmy‘f X adwinistratoe K 2-09-12

Any deficlen statdment giiding with ai risk (*) denotes a deficlancy which the Institution may be excused from correcting providing & Is determined that
other safeguands prpvide gjlfficient protetfion to the patlents. (See Instructions.) Excapt for nursing homes, the findings stated sbove are diaclosable 80 days
following the dafe o survey whather or not a plan of carrestion | provided. For nursing homes, the above findings and plans of correction are disciosable 14
days rr,llu’:‘v:‘lmr;g‘;l ; these documents are made avallable to the facillty. if deficlencles are clted, an approved plan of comection Is requlsite to continued
program pation.
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K 000 | Continued From page 1 K 000
The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from |
Fire) ‘
Deficiencies were cited with the highest !
deficiency identified at F level. ; . .
Correct ction to be accomplished fo! 03-11-12
K022 | NFPA 101 LIFE SAFETY CODE STANDARD K022 §oce tonmioste sack bt gt s
$8=D those residents aliecied by the deficient
. practice:
Access to exits is marked by approved, readily New exit signs have been installed in the
visible signs in all cases where the exit or way to dining room. This was completed on
reach exit is not readily apparent to the February 21, 2012.
occupants. 7.10.1.4 How the facility will identify other residents
having the potential to be affected by the
same deficient practice:
All exit doors have been audited by the
maintenance director to ensure that they
are all in compliance. This was completed |
on 01-31-12 by the administrator.
Measures put into place or systematic
changes made to ensure that the practice
will not recur: |
Since the affected doors do not exit to ‘
' This STANDARD s not met as evidenced by: :;‘i‘ts's‘i’:n‘;f\g::;“'c',‘t"r"‘gége";asﬁfg'i‘r‘:d that
dBased_on observa.tl.on apd interwe.w, i_twas Marshall educated the maintenance director l
etermined the facility failed to maintain exit during the survey on the interpretation of
ignage according to NFPA standards. The inng SUvey il
sig , this regulation, and the administrator and
deficiency had the potential to affect two (2) of the the maintenance director reviewed this
ﬂyg (5) smoke cgfnpart!'nents, residents, staff and specific requirement of NFPA 101 7.10.14.
visitors. The facility is licensed for sixty-eight (68) This was done on January 25, 2012.
beds and the census was sixty-four (64) on the How the facility will monitor its performance
day of the survey. to ensure that solutions are sustained:;
. . Exit door are inspected weekly by the
The findings include: administrator for compliance. Any issues
with the doors reported immediately to the
Observation, on 01/25/12 at 10:25 AM, with the maintenance director.
Administrator and the Maintenance Director
revealed the two (2) doors required for exiting the
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{ Any light bulbs in exit signs that burn out
K022 | Continued From page 2 K022/ are reported on the maigtenance log and
Dining area were not identified by approved, replaced as needed by the maintenance »
readily visible signage. The door exiting to the | staff. |
exterior of the building was identified with an How the facility plans to monitor its
approved, readily visible sign; however, the door performance to ensure that solutions are
leading to the exit access corridor did not have sustained: '
the required proper signage. The Director of Maintenance visually
inspects (audits) the building on a daily
Interview, on 01/25/12 at 10:25 AM, with the | basis. Any bulbs not functioning are '
Administrator and the Maintenance Director replaced immediately. Unusual |
revealed they were informed by the local Fire | accurrences, such as malfunctioning exit
Department that the existing conditions were , :!gns, will be reported to the maintenance
| acceptable. ! irector by staff who notice the p_roblem via '
| the maintenance logs. Trends will be
reported to the QA committee on a monthly |
basis by the Director of Maintenance. The
NFPA 101 (2000 Edition) | ' QA committee will make recommendations ‘
{ n
7.10.1.4* Exit Access. Access to exits shallbe | :,onr ;:ieg:mﬂ ?:;ﬁ: requipment based '
marked by approved, readily visible signsinall | Person(s) responsible for on-going
cases where the exit or way to reach the exitis | compliance: [
not readily apparent to the occupants. Sign Director of Maintenance. |
. placement shall be such that no point in an exit
access corridor is in excess of 100 ft (30 m) from | '
the nearest externally illuminated sign and is not
in excess of the marked rating for internally '
lluminated signs. | ’
Exception: Signs in exit access corridors in I !
existing buildings shall not be required to meet { i
the placement distance requirements. . . )
g Corrective action to be accomplished for | 03-11-12
K 0_2.9 NFPA 101 LIFE SAFETY CODE STANDARD , K029 those residents affected by the deficient
S5 one hour fie rated construction (with % h | practice: '
ne hour fire rated construction (with % hour Self-closing devices have been installed on ,
fire-rated doors) or an approved automatic fire the two affected doors. This was
| extinguishing system in accordance with 8.4.1 | completed on 02-23-12.
and/or 19.3.5.4 protects hazardous areas. When How the facility will identify other residents |
the approved automatic fire extinguishing system having the potential to be affected by the |
option is used, the areas are separated from | same deficient practice:
- other spaces by smoke resisting partitions and | All doors in the facility have been inspected
doors. Doors are self-closing and non-rated or : by the director of maintenance On 01-25-12 |
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field-appiied protective plates that do not exceed
48 Inches from the bottom of the door are
permitted. 19.3.2.1

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to meset the
requirements of Protection of Hazards, per NFPA
Standards. The deficiency had the potential to
affect two (2) of the five (5) smoke
compartments, residents, staff and visitors. The
facility is licensed for sixty-eight (68) beds and the
census was sixty-four (64) on the day of the
survey.

The findings include:

Observations, on 01/25/12 between 9:00 AM and
10:20 AM, with the Administrator and the
Maintenance Director revealed the door to the
Stock Room iocated in the North Hall and the
door to the Dry Storage Room located in the
Kitchen, did not have self closing devices
installed on the doors.

Interviews, on 01/25/12 between 9:00 AM and
10:20 AM, with the Administrator and the
Maintenance Director revealed they were not
aware the Stock Raom and the Dry Storage
Room were consldered hazardous storage areas
and the doors were required to be equipped with
seif closing devices.

(xX4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
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. and were found to be in compliance.
K 029 | Continued From page 3 K 029

Measures put into place or systematic
changes made to ensure that the practice

will not recur:

The director of maintenance and the
administrator were informed of the specific
requirements of NFPA 101 19.3.2.1 by the
state fire marshal during the inspection.
The director of maintenance and the
administrator discussed the application of
the requirements as they relate to Wesley
Manor, and which doors are affected. Exit
doors are inspected on a weekly basis by
the administrator and the vice president of
administration. Any issues are noted and
reported to the director of maintenance for
repair.

How the facility will monitor its performance
to ensure that solutions are sustained:
The director of maintenance will conduct
monthly inspections of all doors to ensure
that automatic closures are functioning. A
report of his findings will be made to the QA
committee, and recommendations by the
committee will be addressed.

Person(s) responsible for on-going

Director of Maintenance.
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K 028 | Continued From page 4 K029
|
Reference: '

NFPA 101 (2000 Edition).

19.3.2 Protection from Hazards.
19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barrier having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.4.1. The automatic
extinguishing shall be permitted to be in
accordance with 19.3.5.4. Where the sprinkler
option s used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shall be self-closing or
automatic-closing. Hazardous areas shall
include, but shail not be restricted to, the
following:
(1) Boiler and fuei-fired heater rooms
{2) Central/bulk laundries larger than 100 ft2
(9.3 m2)
(3) Paint shops
(4) Repair shops
(5) Soiled ilinen rooms
| (6) Trash collection rooms
(7) Rooms or spaces larger than 50 fi2 (4.6 m2),
including repair shops, used for storage of
combustible supplies
and equipment in quantities deemed hazardous
by the authority having jurisdiction
(8) Laboratories employing flammable or
combustible materials in quantities iess than
those that would be considered a severe hazard.
Exception: Doors in rated enclosures shall be
permitted to have nonrated, factory or
| field-applied
| protective plates extending not more than
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74. 18.21

This STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure delayed
egress doors and exits were maintained in
accordance with NFPA standards. The
deficiencles had the potential to affect one (1) of
five (6) smoke compartments, residents, staff and
visitors. The facility is licensed for sixty-eight (68)
beds with a census of sixty-four (64) on the day of
the survey.,

The findings inciude:

Observations, on 01/25/12 between 9:07 AM and
9:556 AM, with the Administrator and the
Maintenance Director reveaied the delayed
egress doors located at the exits from the North
and South Resident Halls, did not have the
required signage stating the door was equipped
with a fifteen (15) second deiay before opening.

Interviews, on 01/25/12 between 9:07 AM and
9:55 AM, with the Administrator and the
Maintenance Director revealed they were not

4D ! SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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K 029 | Continued From page § K 029
48 in. (122 cm) above the bottom of the door.
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 Corrective action to be accomplished for 03-11-12
p -11-
SS=E - -
Exit access is arranged so that exits are readily thrgzte;;:sments affected by the deficient
accessible at all times in accordance with section p——The affected egress doors now have proper

' How the facility will monitor its performance

signs installed adjacent to the 15-second-
delay button. This was completed on 02-
24-12.

How the facility will identify other residents
having the potential to be affected by the

same deficient practice:
All egress doors having 15-second-delay

buttons were inspected by the administrator
to ensure that they are |labeled with the
proper signage. This was completed on 02-
24-12,

Measures put into place or systematic
changes made to ensure that the practice

will not recur:
All doors have been inspected and they
currently have proper signage.

to ensure that solutions are sustained:
Since all egress doors are inspected weekly
by the administrator, the presence of these
signs will also be audited to ensure
compliance. (see attachment).

Person(s) responsible for on-going

compliance:
Administrator
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aware the delayed egress signage was not
posted on the exit doors.

Reference:
NFPA 101 (2000 edition)

7.2.1.6.1 Delayed-Egress Locks.
Approved, listed, delayed-egress locks shall be
permitted to be installed on doors serving low and
ordinary hazard contents in buildings protected
throughout by an approved, supervised automatic
fire detection system in accordance with Section
9.6, or an approved, supervised automatic
sprinkler system in accordance with Section 9.7,
and where permitted in Chapters 12 through 42,
provided that the following criteria are met.
(a) The doors shail unlock upon actuation of an
approved, supervised automatic sprinkler system
- in accordance with Section 9.7 or upon the
actuation of any heat detector or activation of not
more than two smoke detectors of an approved,
supervised automatic fire detection system in
accordance with Section 9.6,
(b) The doors shall unlock upon loss of power
controlling the lock or locking mechanism.
(c) An irreversible process shall release the lock
within 16 seconds upon appiication of a force to
the release device required in 7.2.1.5.4 that shall
not be required to exceed 15 Ibf (67 N) nor be
required to be continuously applied for more than
3 seconds. The initiation of the release process
shali activate an audible signal in the vicinity of
the door. Once the door lock has been released
by the application of force to the releasing device,
relocking shall be by manual means only.
Exception: Where approved by the authority
having jurisdiction, a deiay not exceeding 30

K038
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K 038 | Continued From page 7 K 038
seconds shall be permitted.
{d) * On the door adjacent to the release device,
there shalil be a readily visible, durable sign in
letters not less than 1 in. (2.5 cm) high and not
less than 1/8 in. (0.3 cm) in stroke width on a
contrasting background that reads as follows:
PUSH UNTIL ALARM SOUNDS )
DOOR CAN BE OPENED IN 15 SECONDS
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050 Corrective action to be accomplished for 03-11-12
8S=F those residents affected by the deficient
Fire driils are held at unexpected times under practice:
varying conditions, at least quarterly on each shift. Fire drills are to be conducted on a monthly
The staff is familiar with procedures and is aware basis so that each shift has a drill each
that drills are part of established routine Quarter. _
Responsibility for planning and conducting drills is How the facility will identify other residents
assigned only to competent persons who are having the potential o be affected by the
qualified to exercise leadership. Where drills are | same deficient practice:
conducted between 9 PM and 6 AM a coded A fire drill was conducted on 02-29-12
announcement may be used instead of audible during the day shift by the director of
alamms.  19.7.1.2 mamtenanee. The admlnlstfator also
' instructed the director of maintenance
regarding this requirement.
Measures put into place or systematic
changes made to ensure that the practice
This STANDARI? is not met as evigienc_ed by: _—VTVIr:Ln:énrﬁggrator or the VP of
Based on interview and record review, it was administration will audit time and dates of
determined the faclllty failed to ensure fire drills fire drills to ensure they are being
were conducted quarterly on each shift at random conducted per regulation.
times, according to NFPA standards. The How the facility will monitor its performance
deficiency had the potential to affect each of the to ensure that solutions are sustained:
five (5) smoke compartments, residents, staff, Reports of fire drill dates and times are
i and visitors. The facllity is licensed for sixty-eight reported to the QA Committee. Any issues
(68) beds and the census was sixty-four (64) on of non-compliance are addressed by the
the day of the survey. committee.
Person(s) responsible for on-going
The findings include: Director of Maintenance and the
Administrator
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K 050 | Continued From page 8 K 050
Record review, on 01/25/12 at 12:30 PM, with the
Maintenance Director revealed the fire drills were
not being conducted quarterly, on each shift at
random times. There was no record of fire drills
being conducted during the third shift, in the first
and third quarters of 2011.
Interview, on 01/25/12 at 12:30 PM, with the
Maintenance Director revealed he was not aware
of the two (2) fire drills not being conducted
during the third shift.
Reference: NFPA Standard NFPA 101 19.7.1.2.
Fire drills shall be conducted at least quarterly on
each shift and at unexpected times under varied
conditions on all shifts.
K 054 | NFPA 101 LIFE SAFETY CODE STANDARD K 054 Corrective action to be accomplished for | 03-11-12
SS=F those_ residents affected by the deficient
Al required smoke detectors, including those practice; .
activating door hold-open devices, are approved, l’_he g'“’ft&r of é/lal?tegtanoe %‘1’“;31"%" the
maintained, inspected and tested in accordance lee “:° ? .?" ‘.’I".;a oron her reside
with the manufacturer's specifications.  9.6.1.3 How the faciity will identify other residents
having the potential to be affected by the
same deficient practice:
All facility smoke detectors were tested for
sensitivity and completed on 2-24-12.
This STANDARD s not met as evidenced by: MoBeum out it Hlas or systematic
Based on record review and intewiew, it was changes made to ensure that the grachce
determined the facility failed to ensure smoke will not recur:
detectors were inspected and tested according to The fires protection contractor has been
National Fire Protection Association (NFPA) instructed to test smoke detectors for
standards. The deficiency had the potential to sensitivity according to regulation on an
affect each of the (5) smoke compartments, annual basis when warranted. The director
residents, staff and visitors. The facility is of maintenance receives this report
licensed for sixty-eight (68) beds and the census annually, stores it, and gives a copy to the
was sixty-four (64) on the day of the survey. administrator.
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K054 | Continued From page 9 K 054 How the facility will monitor its performance
1o ensure that solutions are sustained:
Reports from the Fire Protection Contractor
will be provided to the QA Committee for
The findings include: evalpqtion gnd recommendation to
administration
: : Person(s) responsible for.on-going
Record review of the fire aglarm inspection compliance:
reports, on 01/25/12 at 12:20 PM, with the D_L_ire ctor of Maintenance and the
Maintenance Director revealed no documentation Administrator
of a Smoke Detector Sensitivity Test being
performed on the fire alarm smoke detectors :
within the required time frame required by Code. |
Smoke detectors must be tested according to '
NFPA 72 (1999 edition) to ensure their reliability. |
Interview, on 01/25/12 at 12:20 PM, with the
Maintenance Director, revealed he was unaware |
the faciiity did not have a current sensitivity test '
on the fire alarm smoke detectors. l ’
Reference: NFPA 72 (1999 edition)
7-3.2.1* Detector sensitivity shall be checked
within 1 year after
installation and every alternate year thereafter.
After the second
required caiibration test, if sensitivity tests .
indicate that the !
detector has remained within its listed and [
marked sensitivity ’
range (or 4 percent obscuration light gray smoke, ;
if not |
marked), the length of time between calibration 5
tests shall be ;'
permitted to be extended to a maximum of 5 g
years. If the frequency |
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K054 Continued From page 10 K 054
is extended, records of detector-caused nuisance |
alarms |
and subsequent trends of these aiarms shall be 1
maintained. In

: zones or in areas where nuisance alarms show
any increase over
the previous year, calibration tests shali be
performed. |
To ensure that each smoke detector is within its |
listed and ! |
marked sensitivity range, it shall be tested using | !
any of the following .
methods:
(1) Calibrated test method
| (2) Manufacturer ' s cailbrated sensitivity test
instrument
(3) Listed control equipment arranged for the
purpose
(4) Smoke detector/control unit arrangement
whereby the
| detector causes a signal at the control unit where
its sensitivity '
is outside its iisted sensitivity range
(5) Other calibrated sensitivity test methods
approved by the
, authority having jurisdiction
! Detectors found to have a sensitivity outside the
listed and
marked sensitivity range shall be cleaned and
recalibrated or
be replaced.

| Exception No. 1: Detectors listed as field
| adjustable shall be permitted
| to be either adjusted within the listed and marked

sensltivity range and |
cleaned and recaiibrated, or they shall be : [
i replaced. : |
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K 064 | Continued From page 11 K054
Exception No. 2: This requirement shaii not apply
to singie station detectors
referenced in 7-3.3 and Table 7-2.2.
The detector sensitivity shall not be tested or [
measured |
using any device that administers an unmeasured
concentration
of smoke or other aerosol into the detector.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 Corrective action to be accomplished for 03-11-12
88=F {those residents affected by the deficient
Required automatic sprinkier systems are | practice: )
continuously maintained In reliable operating The escutcheon plate was installed on the
condition and are inspected and tested affected sprinkler head on 01/31/12.
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, How the facility will identify other residents
975 having the potential to be affected by the
same deficient practice:
All sprinkler heads were inspected on
01/31/112 by the director of maintenance to
This STANDARD Is not met as evidenced by: e et aneiring plates were in place.
Based on observation and interview, it was changes made to ensure that the practice
determined the facility failed to maintain the will not recur:
sprinkier system In accordance with NFPA The director of maintenance will inspect the
standards. The deficiency had the potential to fire suppression system quarterly and
affect each of the five (5) smoke compartments, | report any issues to the fire protection
residents, staff and visitors. The facility is : agency. The agency will also inspect the
licensed for sixty-elght (68) beds and the census system quarterly and report and/or repair
was sixty-four (64) an the day of the survey. any issues.
How the facility will monitor its performance
to ensure that solutions are sustained:
The findings inciude: Any issues with the fire suppression system
j will be reported to the QA Committee. The
Observation, on 01/25/12 at 9:20 AM, with the Comnmittee will make recommendations to
Maintenance Director reveaied the escutcheon administration for any needed corrections to
piate (trim piece) was missing from the sprinkler ‘policies or repairs to the system.
head located in the alcove between Resident
Rooms N-5§ and N-7. The escutcheon piate Is
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K 062 | Continued From page 12

required for the ceiling assembly to resist the
passage of smoke in the event of a fire.

interview, on 01/256/12 at 9:20 AM, with the

of the missing escutcheon piate.

Maintenance Director revealed the required
Quarterly inspection Reports for the Sprinkler

and fourth quarters of 2011. A Quarteriy
Iinspection was performed on 01/24/12 and the

on 06/27/11.
interview, on 01/25/12 at 12:40 PM, with the
the Quarterly Inspections not being performed

because of a misunderstanding between the
facility and the sprinkler contractor.

Reference: NFPA 101 (2000 edition)

4.6.12.1. Whenever or wherever any device,

device, equipment, system, condition,

 shall thereafter be continuously maintained in

9.7.6 Maintenance and Testing.

Maintenance Director revealed he was not aware

Record review, on 01/25/12 at 12:40 PM, with the

System had not been conducted during the third

Quarterly inspection prior to that was performed

Maintenance Director revealed a confirmation of

equlpment, system, condition, arrangement, ievel
of protection, or any other feature is required for
compliance with the provisions of this Code, such

arrangement, level of protection, or other feature

| accordance with applicable NFPA requirements
or as directed by the authority having jurisdiction.

K 062

Person(s) responsibie for on-going
compliance;
Director of Maintenance and the

Administrator
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K 062 | Continued From page 13
| All automatic sprinkier and standpipe systems
required by this Code shall be inspected, tested,
and maintained in accordance with NFPA 25,
Standard for the Inspection, Testing, and
Maintenance of Water-Based Fire Protection
Systems.

Reference: NFPA 25 (1998 Edition).

1-8

Records of Inspections, tests, and maintenance
of the system and its components shall be made
available to the authority having jurisdiction upon |
request. Typlcal records Include, but are not j
fimited to, vaive Inspections; flow, drain, and |
pump tests; and trip tests of dry pipe, deluge, and |
preaction vaives. |

1-8.1

Records shall indicate the procedure performed
(e.g., Inspection, test, or maintenance), the
organization that performed the work, the results,
and the date.

2-2.1.1* Sprinkiers shall be inspected from the
floor levei annually. Sprinkiers shall be free of
corrosion, foreign materials, paint, and physical
damage and shali be installed in the proper
orientation (e.g., upright, pendant, or sidewall).
Any sprinkler shall be replaced that is painted,
corroded, damaged, foaded, or in the improper
orientation,

|

K 062
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K130
SS=E

This chapter shail provide the minimum
requirements for the routine inspection, testing,
and maintenance of vaives, valve components,
and trim. Table 9-1 shall be used to determine the
minimum required frequencies for inspection,
testing, and maintenance.

NFPA 101 MISCELLANEQUS

OTHER LSC DEFICIENCY NOT ON 2786

This STANDARD is not met as evidenced by:; :

Based on observation and interview, it was
determined the facility failed to maintain doors

| within a required means of egress, per NFPA

standards. The deficiency had the potential to
affect two (2) of five (5) smoke compartments,
residents, staff, and visitors. The facility is
licensed for sixty-eight (68) beds and the census
was sixty-four (64) on the day of the survey.

The findings Include:

Observations, on 01/25/12 between 9:40 AM and
10:37 AM, with the Administrator and the
Maintenance Director reveaied unapproved locks
(slide boit type) were instailed on two (2) doors
within the facility.

1. Asilde bolt on the door to the Dining Area
from the Office Area / Nursing Station.

2. Asiide boit on the doors separating the
clean and soiled areas of the Laundry.

K 130/ Corrective action to be accomplished for
those residents affected by the deficient
practice:

Slide bolts have been removed from the
affected double doors so that regular door
hardware can be utilized. This was
completed on 02-24-12.

How the facility will identify other residents
having the potential to be affected by the

same deficient practice:
All doors were inspected on 01-27-12 by

the director of maintenance and the
administrator to ensure that they were in
compliance.

Measures put into place or systematic

changes made to ensure that the practice
will not recur:

The administrator instructed the director of
maintenance that the facility is not to utilize
any slide bolts to secure doors in the
facility.

How the facility will monitor its performance
to ensure that solutions are sustained:

The director of maintenance will inspect the
facility on a monthly basis to ensure that
doors meet regulations. Monthly reports
will be submitted to the QA committee, and
the committee will make recommendations
for needed adjustment to physical plant
changes to the administrator.
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| Interviews, on 01/25/12 between 9:40 AM and

| 10:37 AM, with the Administrator and the

! Maintenance Director revealed they were aware
of the locks Instalied on the doors; however they

| were not aware that siide bolt locks were
prohibited.

|
, Reference: NFPA 101 (2000 Edition)
18.2.2.2.4

Doors within a required means of egress shali not !

be equipped with a latch or lock that requires the
use of a tool or key from the egress side.

K 130 Person(s) responsible for on-going

compliance:

Director of Maintenance and the }

%Administrator.
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