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F 000 | INITIAL COMMENTS

A standard health survay was conducted from
11/01/11 through 11/03/11 and a Life Safety Code
$Urvey was conducted on 11/01/11 with the
highest scope and severily of an "F".

An abbraviated survey was inltlatad on 11/04/11
and concluded on 11/03/11 to investigate
KY18539, KY16716 and KY17011. The Division
of Health Care unsubstantiated the allegation due
to Jack of sufficlent evidence, Therefore, no
regufatory violations was identified.

F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET
$5=D [ PROFESSIONAL STANDARDS

The seivices provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not mat as evidenced
by:

Basod on observation, interview, record roview,
review of the nursing supervisor compelencies,
and record review of the facility's medication pass
guidslines audit sheet, it was determined the
facility failed fo ensure proper medication
administration via Enteral tube (a medical device
to provide nulrition and medications to patients)
for one (1) of sixteen (16) sampled residents. The
facllity failed to adminlster medioations via enterai
tube correctly for Resident #1 which resulted in a
clogged enteral tube.

The findings include;
Record review of the facllity's policy titled

Medication Administration, dated July 2010,
revealed Enteral Tube procedure lo prepare

F 000/ submission of this plan of correctlon is not a fegal
' admission thet a deficiency exisls or that thig
statement of deflciency was camreetly ciled, and is
also 1ot to be construed as an admission of interest
against the facility, the Administrator ot any
cmiployses, agents, or other Individuals who draft
of muy he discussed in this response and plan of
carrection. In additlon, prepasation of this plan of
comrcction does not constitye dn admission or
agreement of any kind by the faclilty of the tuth
of any fucts alleged orsec the correcinesy of any
allegation by the survey agenvy, Accordingly, ths
facility has prepared and submitted this ptan of
correetion prior o the resalution of any appeal

F 281] which inay be filed solely beeause of the
requirements under state and federal law that
mandate submission of a plan of correction within
{10) doys of the survey us a condition (¢
participate in Titlc I8, and Title 19 programs, 'The
submission of the plan of correction within this
timeframe should in no way be constracd or
consldered us an agreemenl with the allegalions of
nancompliance or admissions by the facility. This
plan of camection constitutes a wrilicn allcgarion
of snbmission of substantial compliance with
Federal Medicare Requirements.

F281

The Director of Nursing abserved an 11-23-
2041 that resident # [ G-tubc was patent and
that Medications were being crushed, mixed
with at least 20 m! of water followed by 30
i of wattcr per Facility policy,

12-1%
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Anyﬁeﬁ\élency staterment ending with an aslerisk (7} donotes a deficiency which the institution may beéxcused frem coneclng providing dls detarmined thet
olher safeguards provide sufficlant protection to the pallents, (Ses instiuctions.) Except for nurtlng homes, the findings slated above asa diselosable 80 daye
fallowing the date of survey whelher or not a plan of correclion Is provided. For nursing homas, the above findings and plans of coiroction are dlsclosable 14
drys foltowing the dale thesa documents ate made svailable to the facillly. If deficlencias are cited, an approved plan of eotrgction la requisite ta confinued

program participation.
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Review of the facllity's nursing supervisor
compelency form utllized by the facllity staff,

a0 SUNMMARY STATEMENT OF DERICIGNGIES i PROVIDER'G PLAN OF CORREGTION x5}
PAEFIX {EACH DEFMCIENCY MUST BE PRECEDED BY FULL PREFIX {EACH COHRGCTIVE ACTION SHOULD BE GOMPLE LEON
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DEFICIENCY)
. The Director of Nutsing observed on 11-23-

Continued From page 1 F281| 2011 thatall residents with g-lube

medications was to finsly crush tablets and mix miedicatlons h‘;‘f thez'(r]mfd"?a“""s;rl‘fhc‘fl'

with twenty (20) ml of water ...verify tube gnxf.;r.i \w:hjgt '“5; tm uc:val:ﬁi v t:;;:

placement and check for gastric contents and ¥ 01 east Jumi of water p Iy poticy.

i All Licensed stafl will be re-educated by the
retnstall. Flush tube with thirly (30) ml of water Dircetor of Education and Training, The
befor? and after medlcations, : , Director of Nursing, The Assistant Dircctor
Interview, on 11/03/11 at 10:23 AM, with Director & e i

) b of Nursing , the District Education and
of Mursing (DON), revealed medications via T'raining Dircctor or Unit Manages on the
g?;edril;b&se Sr'hSOkUIC:' I;Oct]bgegl?algctfl?)em a syringe facility policy lor medication administration
o o . f s Lo
per g-iube to include crushing medicalions
and mixIng with at leam 20m| of water
Obscivation, on 11/02/11 at 8:65 AM, in Resident followed by 30 m) of warer, "This educations
#1's room with RN #2 revealed during medication wilt be compleicd by 12-17-2011 with no
admlnlsiratloi} via enteral tube she placed dry licensed stali working after 12-17-20¢1
crushed medications into the resident entoral without having had this education,
tube followed by five (5) ml of water. The RN The Dicestor of Nursing, Assistant Dircctor
preceded to administered three additional cups of Nursing or the Unit Manager will
containing dry, crushed medications followed by complete flva (3) G-tuhc medication
five (5) ml of water indlvidually until the enteral administralivns per week lor twelve (12)
Y
tube was clogged. weeks to assure on golng compliunge with
crushing medications then mixing with at
Interview, on 11/02/41 at 8:65 AM to 10:30 AM, least 20ml of wter [ollowed by 30 m] of
with RN #2 revealsd she used five {5) ml of water water. The rcsults of‘t‘hcsc audits will be
between medications via the enteral tubs. RN #2 roviewed by the Quality Assuranco
stated after four (4) of the medications were Committce monthly for three (3) "&0';:.1‘5 tor
administered, the tube was clogged. RN #2 : f}lrlhcr n:com‘mem‘i'jmm_t; ;ds :\heede _“ atany
confirmed she did not know the facility policy for flma concoms wre denit . "ﬁ:‘:ﬂ% o
enteral tube medication administration, She sj_“:i"}ce e:::::;ﬂilenn:f;.hc Qualily
further revez_iled_ this was t.h,e way she gave fs;:ran::)z I|(.l'ommil[t:cs will c.u;nsisl ofatn
enteral medications to faclllky residents, She minfmunt the Admiuistrator , the Director of
stated she ctushed the medications and placed ; i i
th i . MNursing , the Assistunt Dircetor of Nursing
om In a syrnge dry and added five (5) ml of and the Social Scrvices Director with the
water betweer] each medfcangn. The nurse cqufd Medical Directoe attending a, lsast quurtorly,
nol recall any in-services provided by the facility -
related to medication adminlstration via enteral
tubes. 18-l
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F 281 Continued From page 2 F 281
dated 03/01/05, revealed Registered Nurse (RN}
#2 evaluation date was 04/15/11 was completed
during the orlentation phase. Petformance
standard #4 titted " Effeclively performs nursing
funciions " | subtiie h, " Gastric (enteral) ubes ™
indicated a check under column meets slandard.
Page three of competency sheet confirmed
signatures of RN #2 and the DOE.
Review of the facllity's medication pass guidelina
» tool, dated 2006, used by the DOE on 0111811 at
8:05 PM confirmed RN #2 completed medication
administered by enteral tube indicating she
. flushed with thirty (30) m] before and after all
medication were administered.
Continued interview, on 11/03/11, with DON
revealed RN #2 should have mixed the crushed
medicalions with water and flushed with thirty (30)
m! of water before and after each medication
administration as well as belween each
medication, ,
F 3711 483.36(}) FOOD PROCURE, F371| ¥
s5=F | STORE/PREPARE/SERVE - SANITARY The popping com in the Activity Room was
: discarded and an observation by the
The facllity must - } Administrator on 11-23-2100 poted the
(1) Procure food from sources approved or popeori 10 be stored of T the floor in a sealed
considered safisfactory by Federal, State or Jocal coitainer. The greens noted ta exceed the use
authorilies; and by date were discarded on [1-3-2011. The
{2} Store, prapare, distribute and serve food crate of milk in the cooler was discardzd on
under sanitary conditions 11-4-2011, The freczor temperature was
noted by the Director of Nursing to be minus
ten degrees an 11-22-2011.
This REQUIREMENT is not met as evidenced
by:
. ]
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Based on observation, Interview, and review of
+ the facility's pollcy on Food Storage and Serving,
it was deterinined the facllity falled to store and
serve food under sanltary conditions. Cne (1} of
one (1} fifty (50) pound bag of popping com was
found on the fioor in the Activity Room open to alr.
Six {8} of six (6) bags of fresh greens were found
in the refrigerator that exceeded the use by date.
One {1} crate oul of five (8) crales was found in
the milk cooler with thiteen (13) individuals
cartoons of milk that exceeded the use by date,

The findings include:

Review of the facility's policy for freezer storage
revealed fraezers should be maintained at a
temperature of 0 degrees Fahrenheit or below,
The facility did not provide a policy for discarding
expired foods and slorage of dry goods,

Review of {he facility's rafrigeration temperature

log for the small freezer revealed tempsratures

ranged botween 7 degrees Farenhelt .

gnd 12 degree Farenheit for the past thirly (30)
ays.

Observation, on 11/01A11 at 9:30 AM, during initial
tour revealaed one (1) opened bag of lettuce and
one (1} unopened bag of lettuce wWilh a Use by
date of 10/29/11 in the walk-in refrigerator.
Thirteen (13) individual cartons of milk were |

- found In the milk cooler with a use by dale of
10/28/11.

Observalion, on 11/02/11 al 7:06 AM, of the
activity room revealed one (1) opened, unsealed
bag of popping corn on the floor.

T22-2011 noted the freszer temperatures 10 be

.. lemperaturcs.

x40 SUMMARY STATEMEERT OF DEFICIENCIES ) PROVIDER'S PLAN OF CONRECTION 0os)
PREFIX {EACH DEFICIENCY MUST 6F PRECEDED BY FULL PREFIX (RACH CORRFECTIVE ACTION SHQULD BE COMPLETION
G REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSH-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
An obscrvation by the Administrator on L1~
F 371 Confinved From page 3 F 371 232011 noted there wece no foods stored in

the activity room that was not covered iand
siored o[l the 1loor, An abservation by the
Dictiry Scrvice Manager on 11-4-2011 noled
that there were no cxpired foods in the
relrigerator, freezer or milk cooler. An
obscrvation by the Dircetor of Nursing on 11-

minus 10 deprecs.

The Activity Divector and Assistant Activity
Directors will be re-educated by the
Administrater by [2-17-201 | relaled (0
storage of foad {tems in the activity room to
include sterimg foods oll the floor and in
appropriate containers, The Dictary Service
manager will re-educate the Dietary Staff
related to proper storage of foods as well as
rotation of stock and discarding items when
expired by 12-17-11, In addition, the Dietary
Service manager will re-cducale the Dislary
staff by 12-17-11 related to malintaining
oppropriate [reezer temperatures and
notification of the Maintcnance Dircotor if
concerns are identiffed with the freczer

The Acttvities Drector will complcte an
audil of the Activity Room weskiy for twelve
(12) weeks to assurc all foods ure stored
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appropriately. The Dictary Service manager
F 371 Gontinued From page 4 £ 371; Wil complete an audit of the food starage
Observation, on 11/03/11 at 9:45 AM, of the arens weekly for twelve(12) wacks to assure
walk-In refrigerator reveated three (3} bags of oll foods are not expired. The Distary Service
unopened Spinach with a use by date of Mﬂm‘ager will complete an audit of the walk
10/30/11. in freczer weekly for twelve (12) weeks to
assure frapzer Iemperatures ore zero degrees
Interview with the Dietary Manager (DM), on or below, The results Pfthcsc audits wilf he
11/03/11 at 9:45 AM, confirmed that expired et oy the SOy ASSUTCe st
leftuce, spinach, and milk should be discarded b omnmilteo monthly for three (3) months for
the tso b LD € Y further recommendations as needed. 1f at any
"y bae by dates, DM was unceitain what time concerns are identificd the Quality
emperatures the freezers should be and said she Assurance Committes will be convened o
would review the facility's policies. DM sald she review for recommendations, The Quality
was responsible for storage of dry food in lhe Assurance Committee wil] consist of at a
Kitchen and was not aware that the popping corn minlmum the Administrator, (e Direelor of
was on the floor in the activity room. DM sald dry Nursing , the Assistant Dircetor of Nursing
foods should be sealed and stored off of the floor. and the Social Services Director with the »R-h
' ) -Medical Director attending at leust quorterly, !
Interview with Assistant Activities Director (AAD), -
on 11/03/11 at 9:45 AM, confirmed thal opened Fazs _
popcom was usually kept in a sealed conlalner on R"f’;’"’" #4s Xanax was detivered on 11-3-
the counter and the opened bag on the floor 20 sdit of all current resident’s medicatl
could attract rodenls or insects, ﬁlllal?u 'CEU?:I'ISICIi t:irr;;ltl;c;slt?_ezn(; lsi“l;:' l;:t ons
F 4?3 i%acsifli?'T(Eb)PP RHé\gg[f‘UcleusTlcéL SVC - F 425 Dircctor of Nursing, the Assistant Divector of
$S= « RPH Nursing and the Unit Manger (o assure ull
The facil . mcdications are available . Any identifled
e facility must provide roufine and emergency unavailable medications will have immediale
drugs and biologicals to its residents, or obialn rcplacement
thern under an agreement deseribed in
§483.76(h) of lhls part. The facility may permit
unlicensed personnel to administer drugs if State All Licensed smff will be re-educated by the
law permits, but only under the general Direetor of Nursing , the Assistant Dircctor
supenvislon of a licensed nurse, of Nursing, the District Education and
. ‘Tealning Director or the Unit Manager on
A facllity must provida pharmaceutical services nolificution of the Diretlor of Nursing and
{Including procedures that assure the accurate the Physiclan If medicatlons are not available
acquiring, recelving, dispensing, and ns well as the procedurs [or procurement of
administering of all drugs and blologicals) to meet medications . This cducatfon will be
the needs of each regident. completed by 12-17-2011 with no licensed
silf working after 12-17-2011 without
having rceciving this tralning.
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The facility must employ or obtaln the services of
a licensed pharmacist who provides consuitation
on all aspects of the provision of pharmacy
services In the faciiity.

This REQUIREMENT is not met as evidenced
by

Basad on inlerview, record review, and review of
the facllity's pharmacy policy, it was dstermined
the {acliity failed to provide pharmaceuticat
services o obtain and provide medicalion to meet
the needs of cne (1) of sixteen (16) sampled
residents, Resident#4. Resident #4 did not
receive Xanax (a drug to relleve anxiely) during
the three (3) days of the suivey.
‘The {indings include;

Review of the facility's pharmaoy policy litied
Detlivery and Receipt of Routine Deliveries,
effective date 12/01/07, revesled. . . if any item
ordered is nol received the facility should contact
the Pharmacy for an explanation exptaining the
reason a medication or item is not deliverod,
Clinical record review for Resident #4 revealed
the facility admilted the resident on 09/03/10 with
{he diagnoses of Paraplegic, inesomnia, and
Anxiely. Review of the Progress Notes, daled
11/04/11, revealed Resident #4 voiced concerns
of increased depression related to the condition
of his/her mother and that his/her present
medication was not helping. Record review
revealed the facllily assessed Resident #4 was
interviawable per the Minlmum Dala Set datad
09/14/11.
Record review of a Physician's Order Sheet, in
Resident #4's clinical record revealed a

Dircetor of Nursing, or the Unit Munuger will
audit Medication Administralion Records
weckly for twelve (12) wecks to identify and
assure all medications are availabls. The
resulls of these andits will be reviewed by the
Quality Assuronce Commitice monthly lor
three {3) months for further recommendations
ay needed. If at any time concems are
identified the Quality Assurance Committoe
will be convened to review [or
recommendations, The Quality Assurance
Commitiee will consist of at & minimum the
Administrator , the Director of Nursing , the
Assistant Direglor of Nursing and the Souiul
Services Dircctor with the Medien! Dircctor
allending at Jeast quarledy.
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F 426 { Continued From page 5 F 425] ‘The Dircetor of Nursing, The Assistant

(a-18-11
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1 and the blinds closed. When asked if he/she had

. anymore.
. LPN #4 confirmed she had not called the

physician's order was received 11/01/11 to
discontinue Ativan {a medication fo relieve
anxiety) and to start Xanax. The XanaX was
ordered three imes a day as needed for anxialy.
During Interview, on 11/01711 at 11:30 AM,
Resident #4 confirmed hefshe had asked
Licensed Practical Nurse {LPN #4) at 8:30 AM for
the Xanax because he/she was vary anxious
about his/her mother who was under Hosparus
Care. Resident#4 said LPN #4 acknowledged
the medication had not yet been delivered.
Interview with Resident #4, at 11/01/11 at 3:30
P, revealed he/she had asked for the Xanax at i
about 12:00 Noon and LPN #4 sald he/she would
cdll the Pharmacy to check on the medication.
During cbservation, -orm 11/03/11 at 8:45 AM, =~ |
Resident #4 was laying in bed with the lights out

received the Xanax, Resident #4 responded no, 1
just want to be left alone. Do not worry about it

Pharmacy to check on the delivery of the Xanax
during Interview, on 11/03/11 at 8:60 AM. LPN #4
said she should have called the Pharmacy the
day before to check on the delivery. LPN #4
commented the facifity had recenily had some
miscommunications with the Pharmacy.
Interview with tha Director of Nursing (QON), on
11/03/11 at 10:30 AM, revealed thera had been a
miscommunication belween the Pharmacy and
the physician's office related to the requirement to
fax prescriptions for controlled substances to the
Pharmacy. Xanax is a controlled substance and
tequired a faxed prescription from the physician
fo the Pharmacy. The DON said she had calied
the physician's office on 11/01/11 when the
telephone order was received lo request a

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPRLIER/CLLA £42) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
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F 425 | Continued From page 8 F 425
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prescripion be faxed o the Pharmacy. The '
Fharmacy confirmed to her today they had not
recelved a faxed prescription from the physician's
office but did confirm an order from the facility for
the prescripfion. The DON sald she would call
again lo request another prescription for the
Xanax be faxed o the Pharmacy. The Assistant
Direclor of Nursing {ADON) had confirmed with
the Pharmacy the faxed presctiption had besn
received and the medication should be delivered
within thirty (30) minutes. The DON
acknowledged it was her responsibility to see that
the Nurse Managers cheek the physician orders
gach morning against the medicalions carts.
Telephone interview with Pharmacy Consultant
(PC), on 11/03/11 at 3:40 PM, revealed he did not
know why the medication had not been dslivered.
On 11/03H11 at 4:00 PM, lelephone interview with
General Manager Pharmacist (GMP) revealed a
telephone order was received on 11/01/11 at 2:40
PM for the Xanax for Resident #4 and the GMP
was uncertain if the Pharmacy had altempled o
contact the physician for a faxed prescription.
The GMP was uncertain If the medication had
been delivered at the time of this inlerview, . —
F 441 | 483.65 INFECTION CONTROL, PREVENT F 41| F44l . ) ,
§S=E | SPREAD, LINENS An obssrvation by the Director of Nursing on
11-23-2011 noted that staff were using proper
The facility must establish and maintaln an hund ‘“'.Sh'"g und hm}.smmmn during
Infection Control Program deslgned to provide a :‘ﬁdg;:;'::;é.’:‘:‘gm:ih:'g'.';fo‘figi"o?.sﬁsi?mf'
safe, sanitary and comfortable environment and 11233011 ! : dy-th . ! oot " ':ig m
1o help prevent the development and transmission holder to bo dlenn. - seaop &
of disease ard infection. An obscrvation by the Direclor ol Nursing on
§1-23-2011 noted staff to be following proper
(a) Infection Control Prggram . handwashing and hand sanitation vechoiques
The facility must estabiish an Infection Control dusing medication administeation, skin ;
Program under which it - assessment and resident care. An ohservation
{1) Invesligates, controls, and prevents infections by the Dircctor of Nursing on 11-23-2011 i
i noted the Ice chest scoop and holder to be ‘
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In the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and correclive
aclions related to infections.

{b) Preventing Spread of Infeclion

{1) When the iInfection Control Program
determines that a.resident needs isolation to
preveni the spread of infection, the facllity must
isolate the resident,

(2} The facility must prohibit employees with a
communicable disease or Infected skin leslons
from direct contact with residents or their food, if
direct contacl will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professlonal praclice,

(c) Linens

Personnel must handle, store, process and
transport linens so as {fo prevent the spread of
infection,

This REQUIREMENT is not met as evidenced
by

Based on observation, Interview, and review of
the facllity's policy, it was determined the facility
failed to ensure proper hand hygiene during
resident contact and medication administration
for ane (1) of sixtesn {16) sampled residents, and
three (3} of three (3) un-sampled residents,
(Resident #1 and Residents A, B, and C), The
facility also falled to ensure the ice scoop holder

Dircctor of Nursing, Uie Assistant Dircetor of
Nursing, the District Education and I'raining
Dircctor, or the Unit Manager related (o hand
washing and hand sanitution during
medicntion udministratlon, skin assessments
and resident care. Al direct cave stafl will be
re-educated by the Direetor of Nursing. the
Aygistant Director of Nursing the District
Education and Teaining Direcior. or the Unit
Manager related Lo hund washing and hand
sanilnlion during resident care. This
education wilf be completed by 12-17-201 (
wilh no slaff working past 12-17-2011
without having had this edocation. A
cleaning scheduls for the ke scoop and
holder hus been cstablished and direct eare
staff will be re-educated on the schedule. All
direct care staff wil] be ve-educated on the
schedule by the Director of Nursing, (he
Assistant Dirgctor ol Nursing, the Dircctor of
Education and Training, or the Unit
 Manager. This education will be completed
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F 441} Continued From page ¢ F 441 by 12-17-2011 with 5o :smﬂ" working pasl
was stored in a sanitary manner for ane (1) of 15—17-'201! without having hod this
| one {1) ice seaop holders. cucation
) . ‘The Director or Nursing, the assistant
The findings Include; Director of Nursing or the Unit Manager will
: Reviow of the Tacility's policy fitled Mad o pven (10) observations of rsident
Administration, dated July 2010, revealed 1. ' administration per week for twelve {12)
Wash hands; 2. Gather appropriate equipment; weeks to assurc staff are ysing proper hand
3. Idenlify resident ; ...18. Wash hands; 19. washing and hand sanitation tcchniques, The
Proceed lo the next resident as indicated. The Dircctor or Nursing, the Assistant Dircctor of
Med Adminisiration poliey for eye drops indicated Nursing or the Unit Manager will audit the
#7. to don {put on) clean gloves before placing tew chest scoop and holder weekly for
drop Into the eye. twelve() 2) weeks to assure scoop and helder
are clean. The results of these audits will be
Interview with the Director of Nursing, on 11/03/11 revicwed by the Quallty Assurince
at 10:23 AM, revealed the facilily'’s policy on hand Commiltee monthly for three (3) months for
hyglens was to wash hands before and after [urther recommendutions as needed, If at any
resident contact. time converns are identificd the Quality
Assurance Committec will be convencd to
Review of the facility's policy titted Infection review for recommendations, The Quality
Conteol Manual for Hand Hygiene indicated the Assuruice Committes will consist olal a
facility staff were to wash their hands before and minfimum the Administrator, the Dircetor of
after direct contact with residents, afler contact Mursing , Lh_c A.jsrsgmu Dl|rcclor of Nursing
with inanimale objects and after removing gloves. and the Soctal Servives Director with the
Medieal Diyector attending ol leust quarterly.
Continued interview, on 11/03/11, with the -
Director of Nursing (DON) revealed the nursing
ataff performing skin assessments should change PT
gloves and wash thefr hands after touching
privacy curtains, according lo facility policy

Review of the facility's nursing supervisor
compelency form, dated 03/01/05, Indicated the
check list should be completed during the
orlentation phase and annually thersafter,
Included in the check list was the efficient use of
manuals on infection controt for facHily units as
well as parformance standards for practice and
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" assessmant. She confirmed she had Used the

‘ Interview, on 11/03/11 at 10:50 AM, with the DOE

Continued From page 10
following the infection control programs.

Observation, on 11/02/11 at 346 PM, in Resident
#1's room during a skin agsessment with LPN #5
revealed LPN #5 touched the residents® privacy
curtain with her gloved hand then touched the
resident, The same gloved hand was used to
document with a pen the skin assessment for the
resident The nurse did not wash her hands after
the skin assessment or before documenting.

Interview, on 11/02/11 at 65:00 PM, with LPN #5
revealed she had touched Resident #1's privacy
curtain with a gloved hand during the skin

same gloved hand lo document the residents
assessmenl, The nurse acknowledgad the
potential risk of infection 1o all residenls as a
result of poor hand hygiene.

Gbservatlon, on 11/02/11 al 12:00 PM, with LPN
#4 during medicafion pass with un-sampled
Resident C revealed the nurse did not put gloves
on before the administration of eye drops
according to facillty policy and procedure.

Interview, on 11/03/11 at 11:04 AM, with LPN #4
revealed she did not remember the policy and
thought it was permissible to use her bare hands
to give a resident eye drops if she did nol touch
the aye itself.

Observation, on 11/02/11 at 2:10-2:20 PM, with
RN #1 during the medication pass with two (2)
un-sampled Resldenls, A and B, revealed no
hand hyglene was performed.

F 441

FORM CMS-2567({02:09) Provious Versiona Obzelota Evenl [D:PGGIH1

Facility 10; 100176

{f continualion sheel Page 11 of 17

| RECEIVED




.

11/28/2011 MON 17:18 FAX .'01_3/0':\-9‘

PRINTED: 11M17/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE § MEDICAID SERVICES OMB NO. 0938-0391
STATEMPNT OF DEFICIENCIES £X1) PROVIDERUSUPPLIER/ICLIA X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CONRGCCTION IDENTIFICATION NUMBER: COMMLETED
A BULDING
165402 B. WiNG . 11/03/2011
NAME OF FROVIRCR OR SUPLIFR STREEY ADVRESY, CITY, STATE, 2IP GDOE
2500 NORTH ELM ST.
MEDCO CENTE ENDE
R OF HENDERSON HENDERSON, KY 42420 .
{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES in PROVICER'S PLAN OF CORRECTION X5}
PREFIX {EACH DEFICIENCY MUST Ul PRECEOED BY FULL MREFIX (CACH CORRECTIVE ACTION SHOULD BE COMLE'LTEEI'ION
TAG REGULATQORY OR LSC IDENTIFVING INFORMATION) TAG CROSK-REFERENCED TQ THE APPROPRIATE 4
. DEFICIENGY)
F 441§ Continued From page 11 F 441
revealed alf staff received education and tralning
on infection control and hand hygiene during
onentation.

Additional interview, on 11/03/11, with the DON
-revealed all facillly staifl received hand hygiene in
orfentation. The DON reportad it was the
responsibllity of the Director of Educatlon to
present the policy and procedures of the facility lo
all new employees during orientation, while the
Unit Managers, and herself were to ensure staff
ware trained on hand hyglens and supervisad
according to facility palicy.

Review of the facility policy for Sanitation
Procedures for fce Machines, revised January
2007, staled the ice machine, scoop, and storage
container will be maintained in a ¢lean and
sanitary condition. The scoop and scoop storage
gontainer will be cleaned once per day, The
scoop and conlainer will be washed in the
dishwasher,

Observation, on 11/01/11 at 9:45 AM, of the ice
scoop and holder in the maintenance ice ulllity
room revesled the ice scoop holder was solfed
with a brownish moist substance and littered with
damp scraps of wadded up paper. The scoop
holder was cloudy with water spots,

During Interview with CNA#7, on 11/02/11 at 7:00
AM, in the ice ufility room CNA#? acknowledged
lce was distributed to the residents at 10:00 AM
and 2:00 PM during her shift and commented that
the ice scoop holder was solled and needed
cleaning. The Regional Director of Clinical
Operations (RNDCO) came into the ice utility room

FORM CM3.2567(02-99) Pravious Versions Obsolule Event ID:FGGIE Fadility ID: 100478 {f continyetion sheel Fage 12 of 17
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The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:

Based on abservalion, interview, and review of
the facility's policy it was determined the facility
failed to maintain a sanitary environment as
evidenced by unclean and cracked fioors on two
(2) of two (2) resident haliways and common
areas.

The findings include:

Revlew of the facility's Operations Administrative
Manual (Revised July 2008) Procedure for the
Physical Envlronment under the Policy heading
stated the environment provided would be clean
and home-like. However, the policy did not state
how the environment would be gleaned,
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and removed the ice scopp. CNA#7 said the
RDCO removed the scoop, but the scoop holder
was what was really dirty,
During the Kitchen Sanitary Tour, on 11/03/11 at
9:46 AM, the Dietary Manager, (DM) said the
dietary staff was suppose to clean the ice scoop
and the ics scoop holder every day, but obviously
they have not been doing this, The DM said | )
have not been checking the ice scoop and holder i
every day.
F 465 | 483.70(h) _ : . F485) R T
55=D | SAFE/FUNCTIONAL/SANITARY/COMFORTABL :
E ENVIRON ‘The discolored areas on the tile identified

during the sievey and listed on the 2567 will
he comeuted by 12-17-201 |, The cracked
Noor tile identilied during the survey will by
replaged by {2-17-2011,

A audlt of (Toors will he completed by the
Adminisirator, the Mainlenance Director and
the Housekeeping Supcrvisor to identily any
other stains or floor (ife needing replacement,
Any identified sreas will be corrected by
12-17-2011,

The Administrator will re-cducate the
Muinteannee Dircctor on comiplsling rounds
to identify cracked tilc for replacement by
12-12-2011. The Housckeeping Direclor will
educale Housekeeping employces by 12-17-
2011 on the ¢leaning process for floors,
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Revisw of the facility's Infection Control Manuat
(Revised November 2011) Procedure under the
subject Cleaning Methods (Housekeaping) stated
cleaning resident rooms was to be performed
routinely, to include the floors,

The facllity did not have a policy for the care and
maintenance of the flaors within the facility per
the Disfrict Manager Over Environmental
Services.

Observation, on 11/02/11 at 7:00 AM, revealed
the haliway entrance to Unil One (1) missing
parts of the tile on the floar making {he floor
uneven and lhe spaces discolored brown., Also
on Unit One (1}, under the waler fountain there

was 8 black discoloration outslde the floor seams.

There was a brown colored build-up in tho corner
under the waler fountain. Black/brown stains
were noted in the hall between Room Four (4)
and Room 8ix {6). The Housekeeping Closet
had a cracked raised llle by the daor. The floor
outside the resident shower room had a brown
discoloration on top of wax build-up, The Unit
One (1) hail confinued to reveal multiple
blackened areas, dols of discoloration, and black
stains to the floor in front of the Nurses Station.

Observation, on 11/02/11 at 10:15 AM, revealed
cracked discolored lile in the back hailway
between the nursing stations for Unit One (1) and
Unit Two {2). In addition, the hall outside the
laundry by the double doors was noted discolored
datk and uneven. The hallway outside the main
dining room was naled to have cracked,
discolored tile the width of the hallway. Additional
observations of the hall for Unit Two (2) revealed
discolored areas to the floor outslde Room

and the Housekeeping Supervisor will make
weekly rounds for twelve (12) weeky 10
assure flaor stains are removed and that floor
tile hava been repaired as needed. The resulis
of these audits will be seviewed by the
Quality Assurance Committes monthly for
three (3) months for further reommendadons
asnceded. [f at any time concerns are
identified the Quality Assurance Commitice
will be convened W review for
rccommendations. The Quality Assurnce
Commitiee wilf consist of at a mintmum the
Administralor , the Director of Nursing , the
Asglgtant Divector of Nursing and the Sucial
Services Director with the Medicai Director
attending at least quarterly.
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Interview, on 11/03/11 at 6:50 AM, with

Forty-Seven (47) and Room Twenty-Seven (27).

Observation, oni 11/03/11 al 4:25 PM, revealed
the Physical/Q¢cupationel Therapy Department
floor had a T-shaped dark discoloration larger
than a Ule square,

interview, ot 11/02/11 at 9:50 AM, with
Registered Nurse (RN) #1 revealed the floors
were hard to keep clean. She stated other than
replacing the floors she did not know what could
be done to improve the eppearance of the floors. :

Interview, on 1102111 at 9:56 AM, with Certified
Nursing Assistant {CNA) #2 revealed she thought’
the Roors were not clean,

Interview, on 11/02/41 at 10:00 AM, with CNA#3
revealed the floors could use "some work".

Interview, on 14/02/11 at 10:10 AM, with Licensed
Practical Nurse (LPN) #3 revealed the floors were
not ¢lean,

Housekeeper #1 revealed she had been trained
on how to clean the floors,

Interview, on 11/403/11 at 7:05 AM, with
Housekeeper #2 revealad she had been trained
on how o clean the floors,

Interview, on 11/02/11 at 4:15 PM, with the
Housekeeping Manager revealed the floors were
cleaned and mopped every day, The floors were
siripped and waxed as needed. There are areas
thal will not clean or buff out. She statad the tile
{floor} is damaged and would fike to see the tile
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A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and al least 3 other members of the
facility's staff,

The quality assessment and assurance
commiltee meets at least quarterly to idantify
issues with respect to which qualily assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A Stals or the Secretary may not require 1
disclosure of the records of such committse !

.except insofar as such disclosure [s related to the

compiiance of such committee with the

tequirement for Medical Dircctor
participation in Quality Assurance at least
Quarterly on 11-23-201 1,

The Regional Dircetor of Clinical Operations
will review the Quality Assuranes
Comwitee minutes monthly for six (6)
moniths lo ussurc Medical Director attendanee
at least quarterly, The resudts of these audits
will be revicwed by the Quality Assurance
Committee monthly for lhree (3) months for
further recommendations as needed. If at any
time concerns are identified the Qualily
Assuraneg Commitice will be convened to
review [or rccomimendations. The Guality
Assurance Committes will consist of al &
minimum the Administrator , the Dircctor of
Nursing , tho Assistant Director of Nursing
and the Social Services Director with the
Medical Director pliending ut leust quurterly.
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replaced. The flonrs in the facilily were not
homelike. The majorily of resident rooms had
cracks in the floors, Dirt builds up I the cracks
: and expands the crack, she staled, In addition,
she stated the floors could be 2 trip hazard for the
residents by how uneven the floor was in some
areas. 3he stated the floors were c¢leaned, buffed
and waxed hut lhe floors were "bad", Continued
interview on 11/03/11 at 7:10 AM revealed she
wasg new to this building. Her training for her
posilion was the same as the other
housskeepers, which Included in-senvices onh
deep cleaning and the steps o clean. Her 570
position as housckeeping manager had her as A Quallty Assurancs Committee was held on
the person responsible for the cleanliness of the 11-17-2011 with the Medical Director
floors, Prescnt.
F 520 483.76{o)(1) QAA F520( A Qualily Assurance Commimee was held op
55=8 | COMMITTEE-MEMBERS/MEET [1-17-2011.
' QUARTERLY/PLANS The Regional Dircctor of Clinleal Operations
te-cducated the Administeator regarding (he

12-18-1
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
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10 PROVIDER'S FLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENGED TQ THE APPROPRIATE

DIFIGIENCY)

x5)
COMPILETION
UATE

520

Continued From page 16
raquirements of this seclion.

Good faith atiempis by the commiltee lo identify
and correct quality deficlencles will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by

Based on intervisw and review of the {acility's
Quailty Assurangé meeting roster ravealed the
Medical Director failed to altend three (3) of the
four {4) quarterly quality assurance commiltee
meelings.

The findings include:

Record review of the facllity's quarterly meeting
roster revealed the Medical Director (MD)
atlended the 06/2011 meeting. Howaver, the
remaining three quarterly Quality Assurance (QA)
Meeling Rosters were not sighed by the MD.

Interview with the Administrator, on 11/03/11 at
11:25 AM, revealed lhe MD attended the 06/2011
QA meeting and did not attend the other three (3)
quarterly meelings, She raportoed the MD was
notified of each meeting. She reportad she has
attempted to locate another medical director;
however, was unsuccessful. She reparted the
need for a medical director to attend the Quality
Assurance meetings was to evaluale and
provided inpuf regarding medical issues such as
infection canlrol, accident prevention and nursing
issues.

F 520
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COMPLETED
A BUILDING 01 - MAIN BUILDING 01
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11/0112011

MEDCO
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XA

(X&) 1D SUMMARY STATEMENT OF DEFICIENCIES: D PROVIDER'S PLAN GF CORREGTION {3}
PREFIX (CAGH DEFICIENCY MUST BE PRECEDED RY FULL PREFLY {EACH CORRECTIVE AC MON SHOULD DE COMPLTON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION]) A CROSS-REFERENCED YO THE APPROPIUATE CATE
DEFICIENGY)
]
Submission of this plan of correction is not a logal
K000 | INITIAL COMMENTS K000 ndmission thot a dclf)'lcicncy cxists or that this
statoment of deficiency was correctly ciled. and is
CFR: 42 CFR 483.70(a) also not 1o be canstnred e un sdinission of interest
against the facility, the Adminlistrator or any
BUILDING: 01 employees, agents, or other individuals who drafl
or may be discussed in this rexponse aiwt plan of
PLAN APPROVAL.; 1967 coirection. In addition, preparation of thiy plun of
carreetion does not canstitute an admission of
SURVEY UNDER: 2000 Existing apreement of uny kind by the facility of the truth
ol any tncts alleged or see the comectness of any
FACILITY TYPE: SNF/NF altegation by the survey sgency. Aceordingty, the
facilicy has prepared and submitted this plan ol
TYP : curtection prior to the resolution ol any appeal
Unpr‘igﬁfdm”””“ One (1) story, Type ¥ which may be filcd solely because of the
requirements under statc and [edernl law that
T Eive (5 mandate submission of a plan of correction within
f;\ﬂmc');;ﬁgg‘héPARTMENTS_ Five (5) smoke {10) days of the survey as a condition to )
{ participule in Titl218, and Title 19 programs. The
. ; . subynission of the plan of correetfon within tbis
ELF;F;]{&ASTHNQE%Q{);;{OG{EW alarm system wilh timelrame should in no way bo construed or ‘
considered ay un agreeinant with the allegulions of
, noncompliance or admissions by the facility. This
SPRINKLER SYSTEM: Complete automafic dry plun ol'g)orre(:linn constitutes o weitten aflegation
sprinkier system of submission ol substantial complinnee with
: Federnl Medicare Requirements,
GENERATOR: Type [l generator, fuel source is d
natural gas with propane back-up,
A standard Life Safaty Code survey was _ 9
conducted on 11/01/11. Madeo Canter of y2- 18-l
Henderson was found not o be in compliance
with the requirements for participation In
Medicare and Medicald. The facility is licensed
for ninely (90) beds and the census was sevently
seven (77) on the day of the survey.
The findings that follow demonstrate
noncompliance with Title 42, Code of Federal ;
Regulatlons, 483.70(a) et seq. (Life Safety from . )
Fire) ‘
TITLE {X6) DATE

Arninisteador— X 11~ 23-1)

LABG{ATORY WROWDI@JFFU REFPRESENTATIVE'S SIGNATURE

Any deliciency statement ending with an asterisk {*) denoles a deficlency which the institution r;my be excused from carrscling providig Il Is detorminad that
olher safeguards provide sufficlent protection to the patienls. (Gee Instructions.) Except for nursing homes, the findings slated above ara diaclosabio §0 days
following the dale of survey whelher or not a plan of comection is providad, For numing homes, tho above findings and plane of gorcedtion ara distlosable 14

days following the dafe thesa documents dre made avaltabla ta the faci

program parlleipation.

ity. if deficiencles are ciled, an approved pian of corection is requisile te conlinued

1
z
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STATEMENT OF DEFICIINGIES {X1) PROVIDER/SUPFLIER/CLIA [%2) MULTIPLE CONSTRUC TON {X3} DATC BURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: COMPLETEQ
A BUILDING 01 - MAIN BUILDING 01
B. WING
186402 - 11/01/2011
NAMC OF PROVIDER OR SUPPLIER STREET ADDILSS, GITY, STATE, ZIP CODE
2600 NORTH ELM ST.
MEDCQ CENTER OF HENDERSON
HENDERSCN, KY 42420
{X4) ID SUMMARY STATEMENT OF DEFICIGNCIES ) PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED 8Y FULL PREF(X {EACH CORRECTIVEACTION BHOULD BE  COMPLETICH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRESS-REFERENCED TO THEAPPROPRIATE | DAfr
DEFIGIENGT)
K 0G0 | Continved From page 1 K 000
Deficiencies were cited with the highest —_—
deficiency identified at " favel, K018
K018] NFPA 101 LIFE SAFETY CODE STANDARD Ko13| |
882D [he wowden gates to rooms #10,14, and
Doors protecting corridor openings in other than 19 were removed and the doors latch as
required enclosures of vertical opanings, exits, or obscrved by the Adminlstratar on 11.23«
hazardous areas are substantial doors, such as 2011. The latch to the door for room # 7
those constructed of 1% inch solid-bonded core will be repaired to latch by 12-17-2011.
wood, or capable of resisting fire for at least 20
minutos. Doors in sprinklered buildings are only Anaudit ol all corridor doors will be
_ required to resist the passaga of smoke, There is completed by the Maintenance Dlrector
gcr)eimpeq;m;nl_ l{r? the closing ;f g?e ;:loc})(rs. ?oors by 12-17-2011 to assure all taich any
provided with a means suitable for keeping identificd wil] be repaired,
the door closed, Dutch doors meeting 19.3.6.3.6 erep
aro permitted.  19.3.6.3 The Maintenance Director wili be re-
Roiler latches are prohibited by CMS regulations cducated by. the Administrator to assure
in all health care facilities. that all corviclor doors latch by 12-17-11.
The Maintenance Director will visually
audit 100% of facility corridor doors
monthly for three (3) months to assure
all lacch. The results of these audits will
be reviewed by the Quality Assurance
Committce monthly for three (3} months
for further recommendations as needed.
If at any lime congerns are identified the
] . . Quality Assurance Committee will be
This STAND{:\RD Is naot met as evidenced by: convened to review for
dBai\sred'ondo{hse;va_!llgnfaqd dlnterview, it was recommendations. The Quality
ctermined the facilily failed to ensure doors Assurance Cominitlee will consist of at 4
located in corridors were malntained in miniinum tho Administrator . the
accordance with NFPA standards. The deficlency Director of Nursi ' h ;‘ " ¢
had the potential to affect two (2) of five (5) oo i + 118 Dssiston
simoke compariments, residents, staff, and + Director of Nursing and the Social
visitors, The facility is licensed for ninety (90) 1 Services Director with the Medical
beds with a census of seventy seven (77) on the ‘ Director attending at toast quarterly. | 2181l

FORM CMS-2667(02-99) Previous Versions Obeolete

Event D PGGI2T

Fnciliy ID: 100476

RECEIVED

If conkinuslion sheet Page 2 of 10




11'{28/201

1 MON 17:24 FAX

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

FPRINTED: 11/07/201
FORM APPROVED
OMB NO. 0938-0391

day of the survey.
The findings include:

Observation, on 11/01/11 at 1:55 PM, with the
Maintenance Director revealed the facllily had
installed hinged wooden gales on resident reom
#10, 14, and 19, to prevent wandering residents
from entering these rooms. Further abservation
revealed the gales when closed, impede access
to the room door to enable closure during a fire, If
the resident room deors were fully opened.

interview, on 11/01/11 at 1;65 PM, with the
Maintenance Direclor revealed the facilily had
placed the gates on the resident reom
doorframes due {o residents wandering into other
resident rooms.

Obssrvation, on 11/01/11 at 2:25 PM, wilh {he
Maintenance Director revealed the cormidor door
to room #7, did nol latch,

Interview, on 11/01/11 at 2:25 PM, with the
Maintenance Director confirmed the ocbservation,

' Reference: NFPA 101 (2000 Edition)..
1 10.3.6.3 Corridor Doors,

18.3.6.3.1" Doors protecting corridor openings in
other than required enclosures of vertical
openings, exits, or hazardous areas shall be
substantial doors, such as those conslructed of
13/4-in, (4.4-cm) thick, solid-bonded core wood or
of construction that resists fire for not less than
20 minutes and shall be constructed o resist the

STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X2) OATE SURVEY
AHND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A QUILDING 01 - MAIN BUILDING 01
188402 B. WING 14101/2011
NAME OF PROVIDER QI3 SUPPLIER STREET ADDRESS, CIVY, STAIE, 2IP CODI
: 2500 NORTH ELM ST,
EDCO CENTER OF HENDERSON
M © HENDERSON, KY 42420
x4y Iy SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION {x5)
PREFIX {EACH DEFIGIENCY MUST BE PREGEQENR (Y FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) TAG CROSS-REFERENGED 10 THE APPROPRIATE DATE
DEFICIENCY}
K 018 | Continued From page 2 K018
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{X43ID
PREFIX
e

SUMMARY STAFTEMENT OF DEFICIENCIES
{'AGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFIX
TAG

PROVIDER'S FLAN OF CORRECTION
{EACH CORRECTIVE ACTION'SHOULD BE
GROSS-REFERENCED TO THE APFROFPRIATE
DEF|CIENGY)

%5
GOMPLGTION
[ate

Ko18

K 025
SS=F

Continued From page 3

passage of smoke, Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shalf
not be requirad. Clearance between the bottom
of the door and the floor covering nol exceeding 1
in. {2.5 cm} shall be permitted for corridor doors,
-EXception No. 1: Doors to tollet rooins,
bathrooms, shower rooms, sink closels, and
similar auxiliary spaces that do not contain
ftammable or combustible materials.

Exceplion No. 2: In smoke compariments
protected throughout by an approved, supervised
avlomatlc sprinkler system In accordance with
18.3.5.2, the door construction requirements of
19.3.6.3.1 shall not b¢ mandatory, but the doors
shall be constructed to resist the passage of

smoke.

19.3.6.3.2" Doors shall be provided with a means
sultable for keeping the door closed that Is
acceptable to the authority having jurisdiction.
The device used shall be capable of keeping the
door fully closed if a force of 5 ibf (22 N) is
applied at the latch edge of the door. Roller
latehes shall be prohibited on corridor doors in
buildings not fully protected by an approved
automatic sprinkler system in accordance with
18.3.5.2.

Exception No. 1: Doors to loilet rooms,
bathrooms, shower rooms, sink closets, and
similar auxiliary spaces that do not contain
flammable or combustible materials,

Exception No, 2; Existing roller fatches
democnstrated lo keep the door closed against a
force of 5 [bf (22 N} shall be permilted to be kept
in service,

NFPA 101 LIFE SAFETY CODE STANDARD

Smoke barrlers are constructed to provide at

K018

K025
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HENDERSCN, KY 42420

least & one haif hour fire resistance rating in
accordance with 8,3, Smoke barriers may
terminate at an atrium wall, Windows are
profected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted
heating, ventitating, and alr conditioning systems.
18.3.7.3,19.3.7.5, 19.1.6.3,19.1.6.4

This STANDARD is not met as evidenced by:
Based on observations and interview, il was
determined the facility fafled to maintain smoke
barriers that would resist the passage of smoke
between smoke compariments in accordance
with NFPA standards. The deficiency had the
potential lo affact five (5) of five (6) smoke
compariments, residents, staff and visitors, The
facility Is licenscd for ninety (90) beds with a
census of seventy seven (77) on lhe day of the
survey.

The findings Include:

Observation, on 11/01/11 at 2:46 PM, with the
Maintenance Director revealed the smoke .
partitions extended above the celling and located
throughout the facility were noted to have
penstrations by wires, or plping, The spaces

. material rated equal to the partition and could not

around the penetrations were not filled with a

résist the passage of smoke.

(X410 SUMMARY STATEMENT OF DEFIGIENGIES 3]

PRIAFIX {EACH GEFICIENCY MUST BR PRECEDED DY FULL PREFIX
ma REGULATORY OR LSC IDENTIFYING INFORMATION} TAG
K026 Continued From page 4 K026

PROVIDER'S PLAN OF CORRECTION
{ACH CORREGTIVE ACTION SHQULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEMCIENCY}

X5
COMPILETION
OATR

K025

The identified smoke barrio pencirations
will be repaired using a material rated
equal Lo the partition by 12-17-2011,

An audit of all smoke barriers will be
completed by 12-17-2011 to ensure there
are no penctrations, identified concems
will be immediately corvected.

The Maintenance Director will be re-
educated by the Administrator related to
the requirement for smoke barriers per
NEPA 101. This educution will be
completed by 12-17-2011,

The Maintenance Dircetor will audit ail
sinoke barricrs monthly for three (3)
months to ussure that thore are no
penetrations to the smoke baricrs, The
results of these audits will bu reviewed
by the Quality Assurance Committee
monthly for three (3) months for further
recommendations as needed. I at any
time concerns are identified the Quality
Assurance Comtittce will be convened
to review for recommendations. The
Quality Assurance Committee witk
consist of at a miniraum the
Administrator , the Director of Nursing ,
the Assistant Director of Nursing and the
Social Services Director with the
Medical Director attending at least
quarterly. _

12-19-11
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AND PLAN OF CORREGHON — | P eruckin I MULTIPLE CONSTRUCTION b e TED
A, BUILDING 01 - MAIN BUILDING 01 ’ -
185402 B iNa — 1110172011
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SR | (EACK DEFICIENCY VUST b biEeaEn By puLL - (EACH GORRECTVEAGTION SHOULDEBE  conbunon
TAG REGULATORY QR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERRNGED TO THE APPROPRIATE nar
DEFICHINGY) ‘
. K038 !
K 025 | Continued From page 5 K 026} The identified fire exit will have a
Interview, on 11/04/11 at 2:45 PM, with the durable surface access ingtalled to a
Malntenance Director revealad he was nol aware public way by 12-17-2011.
of the penetrations.
An audit will be campleled by the
Administrator to assure all firc cxits have
) a durable surface access lo a public wa
‘ Reference: NFPA 101 (2000 Editlon). by 12-17-2011. P d
8.3.6.1 Pipes, conduils, bus ducts, cables, wires, : ; :
air ducts, gneumaﬂc tubes and d u'ct s, and sim?I;r -} The Maintenance Director will be rc-
building service equipment that pass through educated E'e!ated 10 the requirement (hat
floors and smoke barriers shali be protected as all fire exits have & durable surface
follows: access to a public way by the
() The space between the penetrating item and Administrator. This education will be
the smoke barrier shall completed by 12-17-2011.
1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or { The Maintenance Director will audit ull
2. Be prolected by an approved device designed fire exits monthiy for three(3) months to
for the specific purpaose, assure all have a durable sucface access
{b) Where the penefrating ltem uses a sleeve to to a public way. The resulls ol these
penetrate l‘he smoke barrier, the slgeve shall be audits will be reviewed by the Quality
zgltl\frgesne: hlg }:L%S;nn%kfhga;lgg;jggatl}re space Assurance Committee monthly for [l.m:c
1. Be filled with a material capable of maintaining ) mo;ths for ﬁjmwr recommendations
the smoke resistance of the smoke barrler, or as nee ed. If at any time conecrns arc
2. Be protected by an approved device designed ldentiﬁ_ed the _Qualily Assurance
for the specific purpose. Committee will b'e convened to ‘rev{ew
() Where designs take transmission of vibration for recommendations. The Quality
into consideration, any vibration isclation shall A§sumnw Committee will consist of at a
1, Be made on sither side of the smoke barrier, or nunimum the Adninlstrator , the
2. Be made by an approved device designed for Director of Nursing , the Assistant
the specific purpose. Director of Nursing and the Social
K 038} NFPA 101 LIFE SAFETY CODE STANDARD K 038| Services Dicector with the Medical
53=D _Dircetor aitending at least quarterly.
Exit access Is arranged $o that exits are raadily
accessible at all times in accordance with section
7.1.‘ 19.2.1 y2~18-t
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K038

Continued From page 6

This STANDARD is not met as evidenced by
Based on obseivation and interview, it was
determined the facility failed to ensure means of
egress in accordance with NFPA standards. The
deficiency had the potential to affect two (2} of
five (8) smoke compartmaents, residents, staff and
visitors. The facility is licensed for ninety (90)

beds with a census of seventy seven (77) on the
day of the survey.

The findings Include;

Observation, on 11/01/11 at 2:03 PM, with the
Maintenance Director revealed the an exit next to
resident room #17, did not have a durable surface
to a public way. The exit is primarily used by the
employees to stand outside and smoke, The exit
is Identifted on the evacuation pfan as an exit in
the event of an emargency,

Interview, on 11/01/11 at 2:03 PM, with the
Malntenance Director revealed he was not aware
the exit needed a durable surface to a public way,
The Mainfenance Director also confirmed the exit
was identified on the evacuation plan.

Exlts must have a durable surface to the public
wiay to supporl wheelchalrs, beds, equipment,
eto,, in case of an emergency siluation,

K 038
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SS=F
Fire drills are held at unexpected times under Fire drills will be scheduled by the
varylng condltions, at least quarterly on each shift. Administrator for varivus times to aysure
The staff is famillar with procedures and is aware * drills are unexpected. This schedule will
that drills are part of established routine, begin by 12-17-2011
Resiponsmlilty for planning and conducting drills is '
assigned only to competent persons who are 2 i i Y
qualified to exercise leadership, Where drills are ::jrc Fr-”:s :w“rbc .~..c h-ede'e-d b’f the
conducted between 9 PM and 6 AM a coded Iinlms rator for vanousl tiues {o assure
announcement may be used instead of audjble dnl!s arg unexpeted. This schodule will
alarms.  19.7.1.2 begin by 12-17-2011
Tho Maintenance Director will be re-
cducated veluted to the requirement that
. all fire drills be unexpected and under
This STAN_DARI? is not mat as evidenced by: varied conditions by the Administrator,
Based.on interview and fire drill review It was This cducation will be complated by 12-
determinad the facility failed to ensure fire drills 17-2011.
were ccndu_c_ted at unexpcecled imes under
varied conditions. The dsficiency had the The Administrator will audit all fire
potential to affect five (5) of five (6) smoke drills monthly for three(3) months to
compartments, residents, staff and visiters. The assure fire drills arc conducted af times
facility is licensed for ninety (90) beds with a that arc unexpected with variable
census of seventy seven the d e ' .
survey. ty seven (77) on the day of the condilions. The resulis of these audits
will be reviewed by the Quality
The findings include: Assurance Committee wonthly for three
(3) months for further recomimendations
Flre Drill review, on 11/01/11 at 3:00 PM, with the as needed. If al any fime concems arg
Maintenance Director revealed the fire drills were dentificd the Quality Assurance
not being conducted at unexpected fimes under Commitice will be convencd to review
varled conditions. Third shift fire drills were being for recommendations. The Quality
conducted predictably around 8:20 AM, when the Assurance Committee will consist of at a
Maintenance Director would arrive for work, minimum the Adeministrator , the
) ] Director of Nursing , the Assistant
IniQWIew, on 11_/01/11 at 3:00 PM, with the Director of Nursing and the Social
Maintenance Director revealed they were Services Director with the Medieal
unaware the fire drills were not being conducted Director attending at least quarterly
| { l Z - l?‘“"
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{4} 10 SUMMARY STATEMENY GF DEFIGIENCIES io PROVIDER'S FLAN OF CORREGTION (15)
PREFIX {GACH DEFICIENCY MUST BE PRECCDED BY FULL, PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMMLETION
TAG NEGULATORY OR LSG IDENTIFYING {NFORMATION) TAG CRO$S-REFERENCED TO THE APPROPRIATE oYK
DEFICIENCY)
K 050 | Continued From page 8 K 050:
as required,
Reference: NFPA Standard NFPA 101 19.7.1.2.
Fire drills shall bo conducted at least quartetly on
each shift and al unexpeoted times under varied
conditlons on ali shifts.
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 K147
S8=F
Eleclrical wiring and equipment is In aceordance The identified i i
¥ - A ! power strips with medical
with NFPA 70, National Electrical Code, 9.1.2 equipment attached and extension cords
will bo removed by the Maintenance
Direetor by [2-2-2011.
An audit of all facility rooms including
This STANDARD s not mel as evidenced by: offices will be conducted by the
Based on observation and interview, it was . Mainlenance Director by 12-17-2011 to
delermined the facllity falled to ensure electrical identify any concerns wilh power strips
wiring was maintalned in accordance with NEPA uscd for medical equipment or extension
standards. The deficlency had the potential to cords. Any identified concerns will be
affect five (5) of five (6) smoke companments, immediately correeted.
residents, staff, and visitors, The facllity is
licensed for nl'nely (90) beds with a census of The Maintenance Director will be re-
sevenly seven (77) on the day of the survey. educated related to the requirement that
. ) extension cords no! be used and that
The findings include: power strips may not be use for medical
Observation, on 11/01/11 belween 11:30 AM and B b.{llg‘e A"““]‘"ft;“é"r'lzl "l'f,_
3:30 PM, with the Maintenance Director revealed: Sorp v be completed by T
1} Arefrigerator plugged into an exlension cord
thal was plugged into a power sirip, located in the
Business Office,
2) Resident beds plugged into & power strip, 12=t8=1)
located In room #28, 30, 24, and 38,
3} An oxygen concentrator plugged Into a power
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| DEFICIENCY)
‘ K147 | Conlinued From page 9 K147| The Maintenance Director will audit all
| strip located in room #38, facility rooms including offices monthly
4) A1876 watt hair dryer and three (3) curling for three(3} months Lo assure that no
irons plugged into a pawer strp rated for 1875 extension cords are used and that power
- walt maximum, localed in the Beauty Shop. strips are not used for medical
‘ 3) Ankexte_nsmn cord in use in-the equipment. The resulis of these augits
g"”:e ooping Ofﬁce-l din i will be roviewed by the Quality
) Asuction pump plugged into a power strip Assurance Comunlitee monthly for three
focated in room #24. (3) months for further recommendations
7) Two (2) extension cords in use In room #21. ded. IF: i (Cems are
8) A mini nebulizer and the resident bed were s negf N At at a"ff i T cone
plugged into a power stiip localed in room #19, Wentified the Quality Assurance
8) An extension cord in use in the Med Room Coinmittec will be couvened to review
next lo Nurses Station One. for recommendations. The Quality
Assuranee Conuniitee will consist of at a
minimum the Administrator | the
Interview, on 11/01/11 betwean 11:30 AM and Direelor of Nursing , the Assistant
3:30 PM, with the Maintenance Director revealed Director of Nursing and the Social
they were unaware of the extension cords and Servi¢es Director with the Medical
power strips baing misused, Dircetor attending at least quarterly.
12~ 18-
Reference: NFPA 99 (1989 adition)
332120
Minimurm Number of Receptacies, The number
of receptacles shall be determined by the
infended use of the patient care area, There shall
ba sufficient recepiacles located so as to avoid
the need for éxtension ¢ords or multiple outlet
adapters.
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