DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 00/27/2012

- FORM APPROVED
CENYERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION _ {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING
B. WING
: 185149 ) 09/20/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
120 LIFS CARE WAY
LIFE CARE CENTER OF BARDSTOWN BARDSTOWN, KY 40004
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULDBE . COMSLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS5-REFERENCED TO THEAPPROPRIATE  *  DATE
L DEFICIENCY) -

- .

F 000 INITIAL COMMENTS Foool _ !
§ : This Plan of Correction is submitted under.
i Astandard health survey was conducted on Federal and State Regulation and status
. 09/18-20/12 and a Life Safely Code survey was applicable to Long Term Care Providers,
i conducted on 09/18/12 with deficlencles cited at This Plan of Correction does not constituté
i the highest scope and severily atan "F". The an admission of liability on the part of tha;
: facility had the opportunity to correct the facility as such liability is hereby denied. ;
| ggiﬂggﬂ;ﬁegﬁg’ée imposilion of remedies would ! The submission of this Plan does not |
: : nstitut ment by the facili '

F 150 403.100)().- (10) S 0QYNNOTICE OF | F 1] 118 08 S e e

SS=E RIGHTS, RULES, ICES, CHA accurate, that the findings constitute a
: The facllity must Inform the resident both orally deficiency, or that the scope and severity
“ and in writing in a language that the resident regarding any of the deficiencies are cited
- understands of his or her rights and all rules and correctly. Furthermore, we request this Plan
i regulations governing resident conduct and of Correction service as our credible

i respongsibilites during the stay In the facllity. The i
i facility must also provide the resident with the

! notice (if any) of the State developed under !

allegation of compliance,

! hrnt ! Please note that anywhere that poc states ,
;: §1919(0)(6) of the Act. Such notification must be ! -

: made prior to or upan admission and during the i Interim Director of Nursing that it will

i resident's stay. Receipt of such information, and change to Direetor of Nursing when the

: any amendments to it, must be acknowledged.in facility officially fills the position of

; wilting. Director of Nursing. - :

The facility must Infarm each resident who Is
! entitted to Medicaid benefits, in writing, at the time

i
i i i F 156 110/25/12

of admission to the nursing facility or, when the i
i resident becomes ellgible %or Medicald of the 1. CORRECTIVE ACTION TAKEN FOR
[ items and services that are included In nursing | THOSE RESIDENTS FOUND TO HAVE
i facility services under the State plan and for : BEEN AFFECTED BY THE DEFICIENT
* which the resident may not be charged; those PRACTICE: !

i other itams and services that the facility offers The Activity Director informed Resident #!‘3

! and for which the resident may be charged, and

i the amount of charges for those services; and verbally on 9-19-12 that he could go outside

* inform each resident when changes are made to without supervision when he wanted to dq
: the ltems and services specified in paragraphs (5) s0. A written copy of Resident Rights wag
: {i}(A) and (B) of this section. reviewed with and given to Resident # 3 on
1 t
i |
L ;
[ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%6} DATE
dat /ﬁ )i Everctrve Divector [ O =Lt

Any deficlency statement endingjiuilh an aslerisk (*) denotes a deficlency which Lhe Inslitution may be excused from correcling providing it 1s determined that
other saleguards provide sufficlent profecifon to the patlents. (See Instructions.) Except for nurslng homes, Lhe findings stated above are disclosable 90 days
foliowing the dale of survey whether or not a plan of comection Is provided., For nursing homas, the above findings and plans of cormaction are disclogabie 14
days following the date these documents are made aveilabla to the facillty. ¥ deflciencies ara clied, an approved plan rflcor‘-:edtan--ls requisite to continyed

program paiticipallon, .
b
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F 156 ; Continued From page 1 © Fi56 ) :
' The facility must inform each resident before, or 10-9-12 fo ensure that he is aware of all of

- at the time of admission, and perlodically during
- the resident's stay, of services available In the
- facility and of charges for those services,

: mctudlng any charges for services not covered
: under Medicare or by the facllity's per diem rate.

i

i The facillty must furnish a written description of
: lagai rights which includes: :
A description of the manner of protecting personal

: his rights by an Assistant Activity Director.
: A resident council meeting was held on

i 9/19/12 by the Activity Director to addres$

. that alert and oriented residents could go !
outside without supervision when they want
to do so. An additional residents council
meeting was held on 10/22/12 to address .
that ail other residents could go outside

funds, urider paragraph {c) of this section; i

' A description of the requirements and procedures !
. for establishing eligibility for Medicald, Including !
! the right to request an assessment under section ;

; 1924{c) which determines the extent of a couple's |

! non-exempt resources at the time of i
* institutionatization and atiributas to the community

: spouse an equitable share of resources which -

- cannot be considered available for payment

" toward the cost of the Institutionalized spouse's

i medical care in hls or her process of spending

* down to Medicald eligibllity levels.

* A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy i
. groups such as the State survey and cerlification
- agency, the State licensure office, the State
ombudsman program, the protection and

advocacy network, and the Medicald fraud control;

- unit; and a statement that the resident may file a

i compialnt with the State survey and cerification
; agency concerning resldent abuse, negiect and

3 misappropriation of resident praperly in the

' | facility, and non-compliance with the advance
d:rectlves requirements.

| The facility must comply with the requirements

upon request with supervision. - A written
copy of resident rights was reviewed and |
given to all current residents, and mailed or
i given to responsible parties, family {
members and/or POA’s to ensure that
hefshe is aware of all of his/her rights by t e
Aetivity Director or an Assistant Director !
on or by 10/22/12,

2. IDENTIFICATION OF OTHER
RESIDENTS HAVING THE POTENTIAL
TO BE AFFECTED BY THE SAME |
DEFICIENT PRACTICE: !
Ali alert and oriented residents with a B
score of 13 or greater were made aware by
the Activity Director verbally on 9-19-12
and a resident council meeting was held 01!\
9/19/12 by the Activity Director to address
that alert and oriented residents could go T
outside without supervision when they waht
to do so. An additional residents council |
meeting was held on 10/22/12 to address !
that all other residents could go outside
upon request with supervision, A written ;
copy of Resident Rights was reviewed with
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" related to maintaining written policles and

f requirements include provislons to inform and

or surgical treatment and, at the individual's
option, formulate an advance directive. This
includes a written description of the facllity's
policies {o implément advance directives and
applicable State taw,

The facility must Inform each resident of the
name, specialty, and way of contacting the
physlician responsible for his or her care.

_applicants for admission oral and written
" information about how to apply for and use
: Medicare and Niedicald banefits, and how to

i such benefits,

, by
! Resident Council meeting minutes, it was

i writing when the facllity amended the rules

- front parch without staff supervision.

The findings include:

. specified in subpart | of part 489 of {his chapter
s procedures regarding advance directives. These

provide wiitten information to all adult residents
concerning the right to accept of refuse medical

The facillty must prominently display in the facility
; written information, and provide to residents and

recelve refunds for previous payments covered by

1 This REQUIREMENT is not met as evidenced

' Based on interviews and review of the facility's

; determined the facllity faited to inform residents in
: regarding residents' access to the outsids of the

¢ facliity. The facility stopped abruptly, and without
wrilten nollce, allowing residents access to the

(X4} iD : SUMMARY STATEMENT OF DEFICIENCIES {s] ! PROVIDER'S PLAN OF CORRECTION {%5)
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F 166 | Continued From page 2 F 156!

tand given to all current Residents with a

i BIM score of 13 or greater by 10-9-12t0 |
ensure that he/she is aware of all of his/her!
rights by the Activity Director or an
Assistant Activity Director. A written cop
of vesident rights was reviewed and given to
alt current residents, and maited or given t

: tesponsible parties, family members and/or:
iPOA’s to ensure that he/she is aware of all;
of his/her rights by the Activity Director or
an Assistant Director on or by 10/22/12. !

3. MEASURES THAT WILL BE PUT
INTO PLACE OR SYSTEMIC CHANGE
MADE TO ENSURE THAT THE
DEFICIENT PRACTICE WILL NOT
RECUR:

Any amendments to current facility rules |
will be addressed verbally and in writing by
the Activity Director (or the Social Services
Director in her absence) during the Resident
Council andfor individually with residents,;
responsible parties, family members and of
POA’s prior to changes being implemented. -
All staff will be re-educated on resident
rights by the Social Services Director on ot
by10-24-12, [

a)

oo

H

4, FACILITY PLANS TO MONITOR IT§
PERFORMANCE TO ENSURE THAT
SOLUTIONS ARE SUSTAINED:

The Sociat Services Director (or the
Executive Director in her absence) will
| address the Residents Council monthiy

i
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F 156 | Continued From page 3 F 156 é
| Review of the Resident Council minutes, dated ! [ times 3 months and then quarterly times 2 .
1 06/27/12, revealed residents In attendance were ! . quarters to determine if any residents with ;a
requesting to go outside for awhile each week- at ; BIM score of 13 or greater are requesting fo

least once. The response from the activity
department was given on 08/16/12 that indicated
; they would schedule a group activity outdoors at

go outside unsupervised are bemg penmlted
to do so and that residents requiring

! least one time a week. The Activity Coordinator supervision are being taken. o.u.ts:de tpon

i wrote in the minutes the residents could go request or with planned activitics, The plan
' outside with her; however, they would have to of correction will be integrated into the

' request a time. ! facility’s Performance Improvement process
: : : i ! 'where results will-be reviewed and

" Interview with the resident group, on 08/18/12 at - monitorad by the Perforr[_]ance Improveme'nt

- 2:00 PM, revealed Resident #3 wanted to be able ;

. Commitiee to ensure on-going compliance’
. to sit outside on the front porch. Further interview | ' going compliance

i revealed the facilily would not allow the resident over the next 3 months and quarterly times.
; {who the facility identified with no cognition ; 2 quarters thereafter. Ifat any time

{ Impairment} to sit outside on the front porch | concems are identificd during this process;

- without staff supervision. The resldent stated the Performance Improvement Committee
- hefshe loved to sit outslde for extended perlods of will be convened to analyze and recommend
. ime and with the required staff supervision, the any further interventions deemed !
, residant could not stay outside as much as they appropriate, i
i would Ike. The resident revealed hefshe use to :
i sit outside on the front por¢h for hours and . :
i converse with visitors coming into the facility, 5. Compliance date 10/25/2012. !
]

! Intervlew with the five (5} residents in attendance :
: of the group meeting flve (5) revealed thay too " 5
wolld like to go outside whenever they wanted; '
“however, they could not due to the facllity rule

1hat staff had to always supervise residents
" outside, The residenls stated they just stopped
. asking to go outside.

" Interview with the Executive Director {ED), on
" 08/19/12 at 2:15 PM, revealed she had only been i
- at the facility for two months and was unaware of :
; any rule that residents could not go outside !
: without staff supervision. She stated If a resident | !
i {
FORM CMS-2567{02-98) Pravious Verslons Obsolele Event iD: D5OVI1 Facility 10 1004589 If continuation shast Page 4 of 24
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F 166 Continued From page 4 | P86 o 510/25/12
: was not an elopament risk, they had the freedom ; - : :
: to come and go from the facility. The ED stated 1. CORRECTIVE ACTION TAKEN FOR

there was no policy regarding the new rule, ' THOSE RESIDENTS FOUND TO HAVE
: | BEEN AFFECTED BY THE DEFICIENT
! Interview with the Activity Coordinator, on PRACTICE:
| 09/19/12 at 2:30 PM, revealed sometime in the | : No specific resident was identified. It wa$
| past, the prior ED made that decision. The ED | stated that durlng the group meetiigon .
| had all the rocking chalrs removed from the front | 0/18/12 revealed that residents did not :
{ porch an told the residents (verbally) that they /14 reveaied that residents di :
i could not go outside without staff. To her : receive mail on Saturdays. No adverse
: knowledge there were no Policy and Procedures effect was found related to residents not "
: developed and no written notice was given to the ! receiving mail on Saturdays. The BOM

- residents. | notified the Post Office on 9/19/12 to i

_F 170! 483.10(i){1) RIGHT TO PRIVACY - F 170} initiate mai! delivery on Saturday’s .

$8=C | SENDIRECEIVE UNOPENED MAIL beginning 9/22/2012. |
“ The resident has the right to privacy in written : N
communications, including the right to send and 2, IDENTIFICATION OF OTHER i
i promptly receive mail that is unopened. RESIDENTS HAVING THE POTENTIAL
: TO BE AFFECTED BY THE SAME ;
. DEFICIENT PRACTICE: !
. ‘ . . . All residents have the potential to be '
, 1’;1:;5 REQUIREMENT is not met as evidenced  ; affected by this practice. The BOM notlﬂtfd
: Based on interview and review of the admission g“; Post Office 0?19“9{)12 to 1imt1ate mall .
! packet information, it was determinad the faclilty clivery on Saturday’s beginning on
- failed to ensure all residents received and was 9/22/12. The Interim Director of Nursing ;
- able to send mail on Saturday. The facliity had notiffed the Post Office on 9/22/2012 to
, stoppad the mall from being delivered and the ensure the mail delivery was scheduled for
' Postal Service did not pick up mail from the Saturdays and would be delivered begm_nmg
: facility on Saturday, 9/22/2012.
| - . |
+ The findings include: 3. MEASURES THAT WILL BEPUT |
i Review of the admission packet information, INTO PLACE OR SYSTEMIC CHANGES.,
! dated 2002 and given to each resident and family MADE TO BNSURRE THAT THE |
* representative upon admission to the facility, : DEFICIENT PRACTICE WILL NOT '
: revealed the Bilt of Rights were included. Under . :
FORM CMS-2567({D2-98) Previcus Verslons Obsolele | Event 1D: DSIWI1 Facifity 1D: 100489 If continuation sheat Page 5 of 24
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F 170 Continued From page 5 fOFA70 . i
: the Bill of Rights (#20), the resident has the right . F 170 E
; to send and receive mall promptly that was RECUR:
: unopened, The post office was called on 9/19/12 by the
: : BOM and informed that the facility would:
During the group resident meeting, on 09/18/12 at : fike to ensure that mail would be delivered}
; 2:00 PM, the fesidents revealed they did not | to the facility on Saturdays effective i
: receive mail on Saturday. 9/22/2012. The Interim Director notified ,
I Interview with the front desk receptfonist, on : the Post Office on 9/22/2012 to ensure the
’ ; 09/19/12 at 1:50 PM, revealed mail was delivered ! mail delivery was scheduled for Saturdays:
*to the facillty Monday-Friday. She stated she had and would be delivered beginning l
worked at the facility for a year and mail had 9/22/2012. i
: never been dellvered on Saturday. She did not
knovs why but would call the Post Office, } The Activity Director educated her I
interview with the Business Officer Manag'er, on i gss%stanis on 9"?‘1'12 that tmail was to be 2
09/19/12 at 2:15 PM, revealed she had spoken elivered to residents by them on Saturday tf,
with the local Post Office to ask why mall was not effective 9/22/2012. The Manager on Du
: delivered to the facility on Saturday. She stated Assignments for the weekends now includgs
i the Post Offlce personnel informed her that a form to ensure that resident’s mail is |
! sometime in the past, someone from the nursing delivered on Saturdays. The Manager on l
| facility requested Saturday mail be held. She Duty forms addresses mai delivery on }
i could not say who or when that occurred, The Saturdays. The mail delivery forms will bé
i i facility Administrator was present during the X .
| interview and stated she was unaware there was reviewed every Monday morning by the
i no Postal Services for the residents on Saturday. | Executive Director to cnsure that mail was
F 2411 483,16(a) DIGNITY AND RESPECT OF i F 241] delivered to residents on the previous
gs=0! {NDIVIDUALITY i Saturday,
* The facility must promote care for residents in a 4, FACILITY PLANS TO MONITOR lTé
manner and in an enwro|nment that maintains .OI' PERFORMANCE TO ENSURE THAT
i esaarion of s o her ndivdvalty. SOLUTIONS ARE SUSTAINED: 4
; g ¥ The Activity Director (or the Social |
! : Services Director in her absence) will |
i This REQUIREMENT is not met as evidenced | address the Residents Council monthly
i by times 3 months and then quarterly times 2 -
i Based on observation, interview, and review of quarters to ensure mail is being delivered
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F170

when received on Saturdays to residents.
The Executive Director will continue to
review the Manager on Duty forms
addressing mail delivery to ensure that mail
was delivered on Saturdays monthly times 3
months and then quarterly times 2 quarters
and the plan of correetion will be integrated
into the facility’s Performance Improvement
process where results-will be reviewed and
monitored by the Performance Improvement
Committee to ensure on-going compliance
over the next 3 months and guarterly times
2 quarters thereafter. If at any time
concerns are identified during this process,
the Performance Improvement Comrnittee
will be convened to analyze and recommend
any further interventions deemed
appropriate,

5. Compliance Date: 10/25/2012.

Page 6A
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i SUMMARY STATEMENT OF DEFICIENCIES i

failed to promote the care of a resldentina
manner that maintained or enhanced the
. residents dignity and respect for one (1) of
sixteen (16) sampled resldents and one !
unsampled resident. Resident #6 and unsempled
' Resident B. Staff was observed pulling Resident
#6 by both hands forward in a wheelchair with
saliva drooling down the resident's face through
the hallway to the dinlng room. Unsampled
Resident B stated staff spoke to her/him.in a
disrespectiul tone that hurt the resident's feelings
and made lhe resident cry. The resident stated
; she/he was afraid of retaliation and tries to stay
, away from the staff member,

The findings include:

" Review oE the facllity's policy titted dignity, revised :

. on 06/17/2008, revealed the policy includes the

federat regulation statement. In addition, the

policy stated treating residents with dignity and

; respect maintains and enhances each resident's -

; self worth and improves hisfher psychosoclal

- well-being and quality of life. Procedure included:

. assisting residents In dafly care in a dignified
manner and speaking to residents in a frlendly

- and patient manner,

i
i
|
i

- 1. interview during a group meeting conducted,
' on 0971812 at 2:00 PM, revealed three (3) of five ;
* {5} residents In attendance felt if they informed |
| the surveyor of any problems, they would bo
 retallated against from the facility. The residents
i stated they did not fee! comfortable complaining
i because they were afraid they would not recelve
| care, i.e. pain medication, toileting assistance
from staff. Further intervlew revealed unsampled

b
2

{X4) 10 o PROVIDER'S PLAN OF CORRECTION "
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL I PREFIX {EACH CORRECTIVE AGTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSC LOENTIFYING INFORMATION) ER Y2 CROSS-REFERENCED TOTHE APPROPRIATE  :  DATE
' ; DEFICIENGY) P
; p H i
F 241 - Continued From page 6 F 2411 : )
the facllity's policy, it was determinsd the facility F241 _9_/}_5&%

1. CORRECTIVE ACTION TAKEN FOR,
THOSE RESIDENTS FOUND TO HAVE
BEEN AFFECTED BY THE DEFICIENT
PRACTICE:

The Director of Nursing at the time of the :
referenced survey is no longer employed aﬁ
the facility effective 9/20/2012. FYI: An
Interim Director of Nursing was put in place
on 9/20/2012. :
Resident #6 was observed on 9/21/12 by
Executive Director and exhibited no visible
indicators of dignity concerns at this time :
i,e. monitored for halr clean and combed, }
oral mouth care completed, shaved, proper!
foot ware, clothing free from stains and !
tears, clothing free from food debris, nails |
clean and groomed, fice from odors, staff
speaking to resident in dining room s:tﬂngn
at eye level, ete... Resident #6 was ;
reviewed on 10/4/2012 by the Executive :
Director and exhibited no visible indicators
of dignity concems at this time i,e. :

{ monitored for hair clean and combed, oral |

mouth care completed, shaved, proper foof
ware, clothing free from stains and tears, |
clothing free from food debris, nails clean
and groomed, free from odors, staff
speaking to resident in dining, room snttlng.
at eye level, etc... The Social Services |
Director observed Resident #6 on 10/8/12 i i
and he was wandering about the facility d
being redirected by staff as needed. Staff :
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Resident B had an incident recently where the

: Dlrector of Nursing (DON} had spoken to the
resident in a manner that hurt the resident's
feelings and made the resident cry.

. Interview with unsampled Resident A, on

. 09719/12 at 1:15 PM, revealed the resident does

; not fesl like hefshe had protection when reporting

; a problem. The resident slated mos! staff treated

; him/her with respect; however, the DON had a

i short, curt tone to her volce and did not take

i serlously the problems reported. The resident

" Indicated he/she felt comfortable speaking to the
administrator but not the DON.

: Review of unsampled Resident A’s clinical record
- revealed a quarterly assessment, dated 07/06/12,
- with a BIMS score of 15, no cognition deficlt. The

facliity assessed the resident to have no mood or
; behaviors,

{ Another Interview with unsampled Resident B, on i

; 09/19/12 at 4;30 PM, revealed the DON,
accompanied by the housekeeping supervisor,

; came lo the resldent's room to tatk with the
resident regarding the temporary change of :

- rooms while the resident's room was baing

‘ renovated. The resident stated the DON started

| demanding the resident get rid of some personal

| items in the resident's room. The resident

!Indicated the DON spoks sharp and mads ths

| resident cry. The resident said the DON made -

| him/Mer angry and the resident yelled at the DON

! to leave the room. The resident indicated hefshe -

- had been retaliated against before when the

. resident reported a certified nursing assistant

. [CNA) for telling the resident, "We can’t stand :

_here and watch you peel” The resident said staff :
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| were paying attention to Resident #6.

, Therapy was working with Resident #6 for
| positioning and for tightness in trunk and |

" legs. The Social Services Director also !

, observed Resident #6 on 10/18/12 and

. nofed that the resident was appropriately -
dressed and appeared more comfortable in

his new wheelchair, :

Resident-A was interviewed on 9/21/12 by
the Social Services Director, Resident A
denies any concerns with eating/sleeping or
feelings of depression. She is very active in
facility life and enjoys all activities. Her
son and daughter —in-law take her on
outings regularly. ;
Resident B was observed by the Social
Worker on 9/28/12 up and participating
with therapy laughing and talking with staff,
Social Worker also noted that she assisted
Activities in a soup/chili sale to raise money
for the Alzheimers Association. Social !
Worker visited Resident B on 10/17/12 and
Resident B was tearful and stated that she 5
was not crying about anything going on |
here—everyone is treating me fine; but |
asked for prayer for a family member, !
Resident B stated that “the mood has !
seemed to improve here over the past few’
weeks ever since the previous DON left——«!
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| treated her/him different after that.

| Review of the clinical record for unsampled

! Resident B revealed the resident had resided at

i the nursing facllity since May 2011. Review of the

: annual assessment conducted, on 9/12/12,

* revealed the resident had no cognition

* impalrment with a Brief Interview for Mental

" Stalus (BIMS) score of fifteen {15), The

. assessment of the resident revealed the staff was

"told he/she felt down and depressed most days.
No behaviors were identified, The facility
assessed the resident to need extensive assist
with bed mobllity, transfers, dressing, toilet use,

_personal hyglens, and bathing. The care plan
developed on 01/13/12 for Depression with
Interventions for staff to observe for tearfulness.

- Review of nurses notes dated 03/09/12 through

: 07/31/12 revealed no documentation of the
resident crying.

 Interview with the Housekeeping Supervisor, on

1 09/20/12 at 8:15 AM, revealed she accompanied

i the DON to speak with unsampled Resident B
sometime in July. She stated they were instructed

| in the moming meeting to speak with the resident

 regarding the impending move to another room.

- When they went in to speak with the resident, the

" DON did most of the talking, "l only observed."

t The DON told the resident that he/she had too

' much stuff and due to renovation, would have to

| get rid of some of the personal items, The

l housekeeping staff stated the resident began to

t cry and the DON said to the residant, "Why are

| you crying?" "You know we hava to do this."” She

 stated the resident conlinued to cry and the

. housekeeping supervisor was uncomforiable with
the tone of the DON's voice. The housekeeping

i
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| everybody just seems happier” Resident B
also went on a facility outing on 10/16/12
and has been active in facility activities,

2. IDENTIFICATION OF OTHER |
RESIDENTS HAVING THE POTENTIAL
TO BE AFFECTED BY THE SAME
DEFICIENT PRACTICE:

All residents would have the potentialto :
have been affected. :

¢ All residents are to be cared for in an )
environment that maintains and enhances ;
their dignity and respect in full recognition
of the individual, Residents were observed
to ensure for hair clean and combed, oral
mouth care completed, men shaved/women
free of facial hair, proper foot ware, ;
clothing free from stains and tears, clothing
free from food debris, nails clean and

i groomed, free from odors/ladies with
lipstick etc., staff speaking to resident in
dining room sitling at eye level, etc by the
Executive Director, Interim Director of
Nursing, Dietary Manager, Housekeeping
Supervisor, Maintenance Director, BOM,
Social Services Director, Rehab Manager,
Activities Director, HIM and MDS Nurse(5)
to ensure that dignity and respect were i
maintained by staff during care on 9-25-12 .

3. MEASURES THAT WILL BE PUT
INTO PLACE OR SYSTEMIC CHANGES
| MADE TO ENSURE THAT THE 1
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; supervisor said she did not think the DON meant
: to harm the resident, but she spoke in a curt,

[ sharp tone and she doesn't realize the effect it

i may have on the residents. She revealed she

i returned to the resldent’s room later to comfort

" the resident. She acknowledged the resldent

- crled again. i

. Interview with the DON, on 09/20/12 at 2:55 PM,

_revealed she did go and speak with unsampled

 Resident B regarding the move to another room

; during renovation of the resident's room, The

1 DON sald she told the resident to get things

" packed up for the move. She indicated she

“ wanted to help the rasident get 1id of clothing that
didn't fit anymore and the resident got angry and

* toid her to box up the clothing and give it to
Goodwill. The DON revealed the rasident started
crying and said, “Do what you want" The resident

- wouldn't icok at us, was crying, and told them to

. get rid of it alt. We left the room becauvse the

: rasldent was done with us, The DON stated she

I% did not mean to upset the resident and did not

: feel she had been mean, rude or disrespectiul.

i The DON did not recatt saying to the resident,

 your not golng to start crying are you? She

i acknowledged the resldent was upset when she

i left the room and she did not go back and check

! on the resident. She indicated the resident was

' depressed, takes sverything to heart, and cries

: easily. Howaver, she revealed she had not seen
the resident cry before and she failed to

. document the resident's behavior In the clinical

i record, In addition, she had not informed the
Director of Soclal Seivices of the resident's
behaviors.

. Observation of unsampled Resident B, on

L.

41,
i DEFICIENT PRACTICE WILL NOT

 RECUR: _
{ The Director of Nursing at the time of the

+ referenced survey is no longer employed at
% ihe facility effective 9/20/2012. ;
i FYT: An Interim DON was put in place on:
} 91202012, !

All staff will receive education regarding

dignity and respect of residents by Social

Services on or by 10/24/12 or prior to their
next scheduled shift. |
Residents residing in the facility were !
educated on the Concemns and Comment ;
Program and how to use the cards during a
Resident Council Meeting held on10/12/12
by the Executive Director and the Social

Services Director. i

All staff will be in-serviced on or by
10/24/12 or prior to their next scheduled -
shift by the Executive Director or the Social
Services Director on the Concerns and |
Comment Program and all new hires will be
: educated on the Concerns and Comments |
Program upon hire by the Social Services !
Director, Interim Director of Nursing, !
Assistant Director of Nursing or Executive
Director. All residents families, responsible
parties, POA’s were cducated about the .
Concems and Comments Program by a
letter dated 10/11/12 that was mailed/given
to on 10/12/12 on how to use the Cards for
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09/20/12 at 4:00 PM, revealad the resident sitting .
on side of the bed wriling on cards. Additional :
interview wilh the resident revealed he/she did

; nof consider the DON actions to be abusive but

* disraspectful. The resident told the surveyor that
the DON had hurt his/her feslings and made

| him/her very upsst. "l cried, then | got angry and
: iashed out." | told the DON to get out of my room. |

b yalled this two times because she would not

. leave at first. The resident restated it was not

; what the DON sald but how she said it. The

" resident staled again that he/she was afraid of

g refaliation and staff wouid not provide for the

‘ resident's needs. The resident stated he/she was
- dependent on staff for assistance.

l Interview with the Social Worker, on 09/20/12 at

; 5:05 PM, revealed the housekeeper supervisor
had reported the resident was upset later, on the
day of the occurrence, When she went to talk

i with the resident, the resident told her, the DON

" was harsh, She then Informed the administrator

: of what the resident had told her. The Soclal

I Worker stated she had not known the resident

~ had cried, If she had been told, she would havs
- quastioned the resident differsnt, She did nof talk
- with the DON.

: Review of a written statement provided by the

| Executive Director regarding a conversation with
. the DON on 07/26/12 that revealed a resident
; had a concern about the way the DON had

; spoken to her/him, The Executive Director

; advised the DON to be awars of the way she

! spoke and the need lo speak in a professional

- and respectiui manner,

*
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f10/22/12.

. have a way of reporting any issues such as:

Concerns and Issues, and it will alsobe
addressed at the Family Council Meeting |
scheduled for 10/24/12 by the Executive
Director or Social Services Director and
upon admission effective 10/12/12. All !
residents not in the Residents Council :
meeting on 10/12/12 were educated about !
the Concems and Comments Program by |
being given/read a copy of the letter dated :
10/11/12 by the Social Services Director- |
and the Director of Sales and Marketing on

|

A Concem and Comment Program has been
put in place, Concerni and Comment Card$
have been placed at each nursing station and
the front entrance of facility, for easy access
to residents, staff, visitors, and family to

1
i
1
H

dignity, resident care, etc. The Concern and
Comment Cards will be placed in boxes
provided oufside the Executive Director’s;
door and the front lobby for a quick
response the next business day. The i
Executive Director will follow up daily !
(Monday — Friday) to ensure any concerns
or issues are addressed appropriately. In the
Exccutive Director’s absence the Social |
Services Direcior will follow up, Inthe
absence of the Social Services Director ar{d
Executive Director the Executive Director
will designate someone to provide follow !
up. The Executive Director’s cell phone i$
also written in the letter so shecanbe |
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i PROVIDER'S PLAN OF CORREGTION .

' 2. Observation of Resldent #6, on 09/18/12 at

"12:04 PM, revealed the Director of Nursing
(DON) pulling Resident #6 by both arms while in
hisfhar wheelchalr, down a long hail while the

i resident had a long strand of drool coming from
the corner of histher mouth,

_Intervlew with the DON, on 09/18/12 at 12:13 PM,
* revealed Resldent #6 did not like for staff fo be

: behind him/er when transporting.

! Record review of Resident #8, revealed he/she

: was admitted on 04/25/10 with a medical history

. of Alzhelmer Disease, osteomyelitls and amputes
- of the toes, Resident #6's BIMS score was a 0,

1 which meant the resident was not interviewable.

!

. Record review of the Safety and Transfers

: in-service training provided by the Therapy

! depariment, on 06/29/12 revealed to never pull
on resldents arms, and to take your time with

| transfers,

| Interview with the DON, on 09/19/42 at 2:50 PM,
} revealed there were multiple in-services the day

"the Safety and Transfer in-service was given, The ;

DON helped present some of the in-services (o
- staff; however, she did not attend the Safety and
Transfer in-service that was provided,

* Record review of the Safety and Transfer
s in-service signature sheet for attendance
ravealed no DON signature,

! Interview with Cerlified Nursing Assistant {CNA)
i #3, on 09/19/12 at 1:68 PM, revealed Resldent e |
: was wheeled to the dining roorn. CNA #3 stated
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reached day or night should a concern arisé
that is not met to their satisfaction. !
Executive Director and/or Director of Social
Services will audit a combined total of 6 |

- staff members from all departments i
(Nursing, Dietary, Flousekeeping, Laundry,
Maintenance, Activities, Administrative
Personnel, Therapy, Medical Records,
Marketing and Admissions, Social Services,
--includes all department managers and the
Executive Director and Director of Nursi ng)
daily (Mon-Friday) x 4 weeks, weekly x4 :
weeks, monthly x 2 months performing i

! resident care or services to ensure dignity |
and respect are being provided to residents,
Potential areas considered when observing
for dignity concerns: hair clean and i
combed, oral mouth care completed, men -
shaved/women free of facial hair, proper l
foot ware, clothing free from stains and
tears, clothing free from food debris, nails!
clean and groomed, free from odors/ladies!
with lipstick etc., staff speaking to resident
in dining room s1ttmg at eye level, tone of,
employee voice, patience of employee,
emotions observed (j.e. crying, sad, happyg
did interaction between resident and :
employee appear comfortable and engaged,
etc... In the event that the Executive
Director and/ or Social Services Director is
out of the facility they will designate !
someone to perform their audits in their |
absence (Monday-Friday). Any/all

t concerns identified will be addressed i
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| she would talk to Resident #6 and ask him/her If immediately by the Executive Director or !

i he/she could pick up his/her feet, Resident #6 ‘ the Soctal Services Director or the person ;
would then respond and CNA#3 would then push designated by the Executive Director in the

i Resldent #6 in the wheelchair. CNA #3 also : absence of the Executive Director and

i stated somﬁtim;s she esciortec[t Resi;ient ;36 by Social Services Director as dictated by the’
taking one hand and walking along side o i tora e 3 |

. Resident #6 backwards. CNA#3 stated she had | situation. If'a concern is ident ified i

: : : pertaining to the Executive Director the |

' witnessed staff pulling both arms while escorting ' 1 Di il tthe |

: Resident #6 down the hall, and that it was not i Social Services Director will report the
appropriate to transfer Resident #6 fike that. CNA concer (o the Director of Nursing and the!
#3 stated if statf pulled on him/her It would be | Regional Viee President and it will be
i against his/her will and felt this was a dignity addressed as dictated by the situation. The
issue CNA #3 stated all you had fo do was talk to resulis of the audits will be brought to the *

- Resident #6 to get him/her to transfer. monthly Performance Improvement meeting

* Interview with GNA#2, on 09/19/12 at 1:42 PM, for rovlew and further recommendation it |

. revealed she knew staff were not to transfer needed. i

! Resxdent#ﬁ by both arms. CNA #2 stated that If .

! Resident #6 was being transferred by both arms, 4. FACILITY PLANS TO MONITOR IT$

t she would then say the resldent was being pulled PERFORMANCE TO ENSURE THAT

* In the wheelchalr, : SOLUTIONS ARE SUSTAINED: |
interview with the Rehab Services Manager, or Executive Director and/or Director of Social

i s . . . . i

1 09/19112 at 9:26 AM, revealed she did ot | ; Services will audit & cl??b‘:lfn“’tf“ of6

; encourage staff to use both his/her hands white in - stait members 1rom all departments ?
the wheelchair, The Rehab Services Manager . (Nursing, Dietary, Housekeeping, Laundry,

: stated she did not think it was approprate for staff ! Maintenance, Activities, Administrative

i to pull Resldent #6 by both of histher arms. The Personnel, Therapy, Medical Records,

{ Rehab Services Manager stated she had Marketing and Admissions, Social Service

- instructed staff to push him/her when he/she was --includes ail department managers and 1h

_encouraged to put his/her feet up and to give * Bxecutive Director and Director of Nursing)

. Resident #5 cue's on days when he/she did not dail Frid 4 s Kly x4

i want to put his/her feet up, She stated we afly (Mon-Friday) x 4 weeks, wee Y X i

_encourage staff to use one hand when trying to weeks, monthly x 5 months performing  ;

: ancourage Reslident #6 to move in hisfher resident care or services to ensure dignity .
wheelchair. The Rehab Services Manager stated : and respect are being provided to residents.
she had provided three (3) in-services in the last | Potential areas considered when obscrvmg
five (5) months. She stated she would not want | for dignity concerns: hair clean and

FORM CMS.2587(02-60) Pravipus Versions Obsaleta Evonl 1D: DSOWIH Fatibly 1D: 100489 1§ continuation sheet Page 13 of 24




PRINTED: 09/27/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0$38-0391
STATEMENT OF DEFICIENCIES 3 PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION JOENTIFICATION NUMBER: COMPLETED
A BUILDING
186149 0. WING 09/20/2012
NAME OF PROVIDER OR SUPPLIER . STYREET ADDRESS, CITY, STATE, ZiP CODE
120 LIFE CARE WAY
LIFE CARE CENTER OF BARDSTOWN BARDSTOWN, KY 40004
(X4} ID ! SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i {X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDEQ BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG |  REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE | DATE
, DEFICIENCY) _ ;
F 241 f, Continued From page 13 F 241
F 241

i someone pulling har in a wheelchalr and fell it

i was not only a safely issue but a dignily issue as
“well. The Rehab Services Manager stated she
educated staff on the spot when sha witnessed

- staff pulling the resident by both arms,

combed, oral mouth care completed, men |

shaved/women free of facial hair, proper !
foot ware, clothing free from stains and |
tears, clothing free from food debris, nails|
i clean and groomed, free from odors/ladies’
_ with lipstick etc., staff speaking to resident

" Interview with the DON, on 09/19/12 at 2:50 PM,
. rovealed she denied pulling Resident #6 by the

. arms. The DON stated she was holding both of - - in dining room sitting at eye level, tone of,
i hisfher hands and Resident #6 pedaled histher employee voice, patience of employee,
" feet. The DON stated she was not aware she was emotions observed (i.¢. crying, sad, happy),
§ not to hold bath hands while transferring Resident - did interaction between resident and

. #16 in the wheslchair. The DON stated she would employea appear comfortable and engaged,

! not want someone to pult her to cafeterla with

- drool coming down from her mouth, She did not

- think to wash Resident #6's face before escorting .
, Resident #6 to the dining room. The DON stated out of the facility they will designate
i because the resident had droo! coming from i someone to perform their audits in their
| his/her mouth, this courd affect Resident #6's | absence (Monday-Friday). Any/all

* ete... In the event that the Executive
' Director and/ or Social Services Director i 1s

i dignity. concerns identified will be addressed !
F 332 483.25(m)(1) FREE OF MEDICATION ERROR F 332 immediately by the Executive Director or |
$s=D} RATES OF 5% OR MORE the Sociat Services Director as dictated by

: The facllity must ensure that it Is free of the sl.tu.at:on. If a concern is I.d entified

" medication error rates of five percent or greater. pertaining to the Executive Director the
. Sacial Services Director will report the
' concern to the Director of Nursing and the
: . . Regional Vice President and it wifl be
! This REQUIREMENT Is not met as evidenced | addressed as dictated by the situation. The
j by: . ) results of the audits will be brought to the 3
! Based on observation, intervisw, and record monthly Performance Improvement meeting

review It was determined the facllity falied to & h fu A
ensure a medlcation error rate of five (5) percent ; for review and further recommendation if

" or less. Observation during the medication pass 1 needed,
" revealed a medication error rate of 13.043 i i
: percent. These errors occurred on one unit, one | i 5, Compliance date 10/25/2012, i
i shift, and with one nurse. [ :

! { :
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: The findings include: fanc Al St

i Review of the medication administration policy,

! revised 10/2004, revealed ali medications are

" administered safely and appropriately o help

- residents overcoms iliness, relieve/prevent
symptoms, and halp in diagnosis, Initial each

. medication In the correct box on the Medication

- Administration Record (MAR) after the

: medication Is given.

Observatinn during the medlcation pass, on
i 09/18/12 at 10:00 AM, revealed unsampled
i Resident C received eleven (11) pilis and an
! Inhaler medication Spriva. LPN #1 slated this was
‘ the last resident for the morning medication pass.
" She took the medication cart to the nurses desk
and watked away.

{ Review of unsampled Resident C's clinical record

! (physiclan orders to reconclle the medications)

- revesled six medications: Asprin low-EC 81 mg,

| Wallbutrin SR 150 mg, Plavix 75 mg, Aricept 10

. mg, Cymbalta 60 mg, and Lisinopril 20 mg was
ordered but omitted durlng the madication pass

[ observation, Further review of the (MAR)

, revealed the facility had scheduied those

i medications to be given during the moming

' med!cation pass.

I {nterview with LPN #1, on 09/19/12 at 10:30 AM,
l revaaled the nurse had completed tha morning
medlcatmn pass. Review of the MAR and tha
! most current physician orders with the nurse
i revealed she had omitted 2 whole sheet of
i medications from the mediation pass. The nurse
stated she must have flipped through the MAR .
; and had just missed that page. The medications

1
H
i
i

1. CORRECTIVE ACTION TAKEN FOR]
THOSE RESIDENTS FOUND TO HAVE
BEEN AFFECTED BY THE DEFICIENT
PRACTICE

LPN # 1 received an education i
acknowledgement on 9/29/2012 by the [
; Interim Director of Nursing regarding |
: following the medication administration
policy. A medication pass observation was
completed on 10/8/12 upon return of LPN #
1 from vagcation by the Unit Managerto
ensure safe and complete medication !
administration as it relates to the policy. ;
¥
Please note that the resident had no adverse
effect related to LPN # 1 missing a sheet o]
medications on the MAR. The medications
were administered upon notification to the!
LPN by the surveyor as ordered by the !
physician,

2. IDENTIFICATION OF OTHER
: RESIDENTS HAVING THE POTENTIAL
t TO BE AFFECTED BY THE SAME
DEFICIENT PRACTICE:

All residents would have the potential to
have been affected.

A 100% review of all resident’s
MAR/TAR’s was completed on 10/10/12 by
the Interim Director of Nursing, Unit )
Managers and MDS Nurse(s) for the last | i
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ware then given to the resldent after surveyor 30days to ensure all residents were :
intervention. freceiving all prescribed medications during
; medication pass, Any issues identified were
. . p
. Interview with the Director of Nursing, on ; addressed immediately. A 100% of nurses
 pharmasy porirms medication pass abservaton il be observed during a medication pass
for the facllty on all nurses, LPN #1 had been by the Interim Director of Nursing, Unit
| observed by pharmacy and found to have Managers or MDS Nurse(s) on or by .
! problems with technique not missing medications ; 10/24/12 to ensure all residents were |
' and retraining was providaed. . ! receiving atl prescribed medications durmg
. | medication pass. 1
I Review of the pharmacy medication pass quallty i
i ;:s#rznrca e\éaluatéqnv rrevealed on qti“ 81'312, LPN i 3, MEASURES THAT WILL BEPUT -
ad five {5) medication errors with med error | INTO PLACE OR SYSTEMIC CHANGES
rata of 20%. On 08/01/12, the nurse was : T SURE THAT THE ]
observed again by pharmacy with a medication MADE TO EN TT i
- arcor rate of 22%. On 09/09/12, the Assistant DEFICIENT PRACTICE WILL NOT
. Director of Nursing observed LPN #1 and found RECUR:
i no medication errors. ! An in service was Initiated on 10-2-12 and
F 4411 483.66 INFECTION CONTROL, PREVENT ' F 441 will be completed on or by 10-24-12 by the
88=D . SPREAD, LINENS I Interim Director of nursing related to
; - medication administration. Any licensed
i The facility must establish and maintain an I .
| Infection Control Program designed to provide a nursing personnel not receiving thisin
i safe, sanitary and comfortable enviranment and scrvice prior to 10-24-12 will receive the in-
i to help prevent the development and transmission service prior to their next scheduled shift. }
" of disease and infection, Pharmacy consultants will conduct
. medication pass observations of 2 nurses |
; (@) Infection Control Program quarterly, The Interim Director of Nursing,
| ;?:ggﬂltgng:rs:vﬁéibl??h an Infection Control Assistant Director of Nursing, Unit
' (1) Investigates, controls, and prevents Infections Coordinators and MDS Nurse(s) will
" in the facility; conduct medication pass observations dally
{2) Decides what procedures, such as Isofation, I (Monday-Friday) of 4 nurses times 4 weeks,
: should be applied to an individual resident; and 4 medication passes weekly times 4 weeks,
(3) Maintains a record of incidents and corrective 4 medication pass observations monthly ‘
- actions refated to infections. | times 3 months, upon hire effective :
| ! 10/24/12, annually and PRN. f
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4. FACILITY PLANS TO MONITOR ITS
PERFORMANCE TO ENSURE THAT
SOLUTIONS ARE SUSTAINED:

4 Medication pass observations will be
conducted daily (Menday-Friday) x 4
weeks, 4 medication pass observations will
be conducted weekly x 1 month and then

4 medication pass observations monthly

times 3 months by the Interim Director of
Nursing, Assistant Director of Nursing, Unit
Coordinators and MDS Nurse(s) to ensure
all medications are administered during
medication administration pass times, The
results of the audits will be brought to the
monthly Performance Improvement meeting
for review and further recommendation if
needed,

5. Compliance date: 10-25-12
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- {b} Preventing Spread of infection i
I (1) When the Infaction Control Program
: determines that a resident needs isolation to

i prevent the spread of infection, the facility must

* 1. CORRECTIVE ACTION TAKENFOR —~
 THOSE RESIDENTS FOUND TO HAVE
+ BEEN AFFECTED BY THE DEFICIENT

. Isolate the resident. PRACT]CE
' (2) The facility must prohibit employees with a
communicable disease or infectad skin leslons

" from direct contact with residents or their food, if

! direct contact will transmit the disease.

* (3) The facility must require staff to wash thelr

i hands after each direct resident contact for which

; Resident #5 was assessed by a charge nurse
. on 9/30/12 during a skin assessment and

resident #7 was assessed during wound |
rounds by the wound care physicianon

9/24/12 both with no adverse effects. noted
related to LPN # 1 and Dircctor of Nursing
not washing hands or changing gloves.

{ hand washing s indicated by accepted
- professional practice.

! (c) Linans
i Parsonnal must handle, store, process and
f transport linens s0 as to prevent the spread of
{ infection,

LPN # 1 was re-educated by the Interim !
‘ Director of Mursing on 10-8-12 after |
i returning from vacation regarding :
' appropriate infection control guidelines that

:

: ; are to be utilized when providing care to |
This REQUIREMENT Iis not met as evidenced | i residents or performing skin assessments, :
i by H : '{
i Based on observation, Interview, record review ; . 1

1 and review of the facilily's policy, it was i
| determined the facility failed to ensure staff : - 2, IDENTIFICATION OF OTHER

i washed thelr hands when moving from a dirty ! RESIDENTS HAVING THE POTENTIAL

- area lo a clean area for fwo (2) of sixteen (16) ! i TO BE AFFECTED BY THE SAME |
sampled residents, Resident #5 and #7. Staff i DEFICIBNT PRACTICE: :
. members ware observed going from a diry area  ; g All residents have the potential to be !
to a clean area without washing hands and ) | affected by the practice i

¢ { removing gloves while conducling a skin
assessment on Resldent#56. The facility staff

i was also observed to practice improper hand

t hygtene while conducting a skin assessment for
Resident #7.

; A 100% observation of all nurses will be i
% completed by the Interim Director of -
. Nursing, Unit Managers and MDS Nurse(s)
* on or by 10-24-12 to ensure compliance of
! all nurses when providing care to residents

: The findings include: : or performing skin assessments,

L
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3. MEASURES THAT WILL BE PUT

" Revlew of the Infection Control Policy, revised INTO PLACE OR SYSTEMIC CHANGE:S
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F 441 Continued From page 17 i F 441
I
: 02/06/08, revealed the facility would implement | : MADE TO ENSURE THAT THE
: strategies to achleve a facllity wide hand hygiene i DEFICIENT PRACTICE WILL NOT |
program that compiied with CDG hand hygiene ! RECUR: f

H
H
i

All staff will receive re-education by the .

i guidelines and Natlonal Patlent Safety Goals.

Review of tha Hand Hygtene Policy, revised

i 05/21/2004, revealed the purpose of the policy . Interim Director of Nursing on or by !
| was to decrease the risk of transmission of i 10-24-12 regarding the Infection Control |
" infection by appropriate hand hyglene, Hand : Policy, faciiity wide hand hygiene program,
- washingfhand hyglene was generally considered CDC’s Infection Control Guidelines and :
! g;gJgﬁz;gnﬁfsrgirgrﬁ;gﬂ'ﬁfgéﬁgﬁg”{ﬁefgrr National Patient Safety Goals to prevent the
5 appropriate gloves when it can be reasonably dcve'lop mf:nt and transmission ofd;sease {
- anticlpated that there may be hand contact with and infection. .. o
“ blood or other potentially Infectious matarals and Any personnel not receiving this in service
| when handling or touching contaminated items or on or by 10-24-12 will receive the in-
: surfaces; replace gloves If contaminated or it their service prior to their next scheduled shift. !
. ability to function as a barrier has been Education will be provided by the Interim|
compromised. ., Director of Nursing, Assistant Director of-
' Nursing and Unit Managers and MDS

H
i 1. Observations made of Licensed Practical X i . 1 d ded
Nurse (LPN) #1 and the Director of Nursing ' Nurse(s) upon hire, annually, and as needed.

i (DON) completing a head to toe skih assessment Ali nurses will have successfully completed
! for Resident #5 on, 09/18/12 at 2:33 PM, i ;
‘ revealed LPN #1 and the DON standing around | i 10/24/12 or prior to their next scheduled ;
| Resldent #5 across from each ofher, checking l E shift, All nurses will also complete hand
|
i

handwashing competencies on or by

| Resident #5's body from both sides. As LPN #1 : etenci hire effective!
assessed the Resident #5's feet, legs and washing competencies upon hire effective;

buttocks on the left side of the body, the DON 10/24/12, Facility Rounds willbe

- was observed assessing Resident #5's feat, legs completed daily (Mon-Friday) by Executiye

“and butlacks on the right side of the body. LPN Director, Interim Director of Nursing,
#1 then assessed the back, arms and head of Assistant Director of Nursing, !
Resident #5's left side of the body and the DON Housekeeping Supervisor, Maintenance ;

- then assessed the back, arms and head of i Director, BOM, Social Services Director, .

| Resident #5's right side of the body, Both LPN | Rehab Manager, Activities Director, HIM

% and DON were observed to not remove thelr and MDS Nurse(s). Any Infection Contr 0:1
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. gloves or wash their hands when moving from the
! feet to the head of the resident during the '
assessment

Intervlew with LPN #1, on 09/18/12 at 2:33 PM,
revealed she should have washed her hands
" after assessing Resident #5's peri area. LPN #1
: stated sfaff should wash their hands to prevent
E the spread of Infection as she had been frained to |
1 do.

O SUMMARY STATEMENT OF DEFICIENCIES D i {HE)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE |  DATE
DEFICIENCY) :
|
F 441 Continued From page 18 F 441 i

Issues identified will be discussed during
the Daily Standup Meeting and will be
followed up by the department manager
responsible for infection control issues
identified.

1
|
4. FACILITY PLANS TO MONITOR ITS
. PERFORMANCE TO ENSURE THAT |
SOLUTIONS ARE SUSTAINED:

' Interview with the DON, on 09719712 at 2:50 PM,

| revealed though she watched LPN #1 conducta
* skin assessment on Resident #5, she could not -
" racall assisting LPN #1 with the skin assessment.

; The DON further slated she could not recall LPN
' #1 not washing her hands or changing her :

- gloves. The DON stated she could not recall
touching Resident #5's peri area and once LPN
“#1 had touched the peri area she shoold have

| removed her gloves and washed her hands. The

i DON finally stated when you mova from dirty to

. clean you could transfer infection to another part
of the body.

!nterwaw with the Infection Conlrol Nurse, on
l 09/20/12 at 4:07 PM, revealed she conducted
; ! infection control in-services upon hire and |
i annually, with opportunities to conduct educations :
" quarterly. The Infection Control Nurse stated she
and the DON conducted a mandatory in-service
on infection control fast quarter and all staff were |
- to attend. The Infaction Control Nurse stated staff ;

+ Nneeded to wash their hands when they ramoved -
{ thelr gloves. She stated she would have !
i

. suggested that the DON and LPN #1 remova
: their gloves whan going from dirty to clean, The

Infection Control Nurse stated they wash their |
;

The Interim Dircetor of Nursing, Assistanﬁ
Director of Nursing, Unit Managers and
MDS Nurse(s) will perform Infection
Control Surveillance Rounds throughout :
facility daily (Mon-Friday) x30 days,
weekly x4 weeks, then monthly x7 monthsi.
The audits will be condueted {0 ensure !
compliance, in all areas, with the faclhtles
and CDC’s Infection control guidelines,
The results of the audits will be brought to
the monthly Performance Improvement
meeting for review and further
recornmendation if needed.

5. Compliance Date: 10/25/2012

i

| t
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F 441 Continued From page 19 :

_hands so that E-coli would not be carrfed to other f
i parts of the body. :

2 Review of the facilily's hand hygiene poilcy,
: dated 05/21/2004, revealed a six (6) step process
! for hand washing. Step five (5) stated faucets
i should be turned off with a paper towel which

F 441

+would then be-discarded.

: Obsaervation, on 09/18/12 at 2:15 PM, revealed

i both LPN #1 and the DON did not use paper

i lowels to turn off the sink's faucet handles after

: washing thelr hands during the skin assessment:
" for Resident #7.

i Interview, on 09/20/12 at 1:00 PM, with LPN #1

| revealed she should have lurned off the faucet

" handles with a papsr towel, which she thought

: she did because her routine was to also clean up
' | the sink with a paper towel after drylng her hands, |

LPN #1 stated the problem with not observing ali
i the steps in the hand washing process In the
i facility's policy would be the potential for re-soiling
her hands and spreading Infection to the
, fesidents and staff members. LPN #1 stated she |
, attended an infectlon control in-service one year
i ago as a new employee to the facliity.

!

i Interview with the DON, on 09/19/12 at 3:25 PM,

i revealed she typically used her elbow or a paper

| towel to turn off the faucet handles after washing

" her hands, and the problem with not consistently

- observing alt the steps outiined in the facility's
hand washing policy would be the potential for i
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- spreading infectlon to residents and staff
members. The DON stated she and the infection

| €ontrol nurse led the infection controlfhand

: washling in-services and al! employees were !

| required to attend the in-service annually. The  °

; DON stated a formal system for monitoring

. Infection control compliance among direct-care

! staff was not in place at this ime.

H

! Interview, on 08/20/12 at 4:10 PM, with the

- Assistant Director of Nursing (ADON) revealad

i

i 1. CORRECTIVE ACTION TAKEN FO

THOSE RESIDENTS FOUND TO HAVE
BEEN AFFECTED BY THE DEFICIENT
PRACTICE: :
No residents were found to have been |
affected by the glucose logs not up to date}

2. IDENTIFICATION OF OTHER ?
RESIDENTS HAVING THE POTENTIAL

: 818 was responsible for ensuring all employees
i attended an infection cantrol in-service at least
+ annually. The ADON stated staff should wash
i thelr hands after giving direct care to residents |
- and that proper hand washing technique includad !
* turning off faucet handles with a paper towsl to
prevent recontamination of clean hands, The
ADON slated an Al-Siaff infection control
: in-service was conducted on 05/18/12. However,
: review of the all-staff infection control attendance
roster revealed LPN #1, and the DON had not
. signed the attendancs roster for this In-service.
F 456; 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE
§5=D| OPERATING CONDITION

| The facility must maintain all essential
- mechanical, electrical, and patlent care
¢ equipment in safe operating condition,

]

i This REQUIREMENT s not met as evidenced

i by:

; Based on interview and review of the facility's

- palicy and revisw of the glucometer log, it was
determined the facility faled to conduct quality

. tontrol testing for Glucase Glucometers foritwo

 (2) of four {4) meters involving one of two units. ,

!

TO BE AFFECTED BY THE SAME :
DEFICIENT PRACTICE: i
All residents have the potential to be |
affected by this practice. A Glucose Control
Test was performed by a Unit Manager onl
both units on 10-1-12 to ensure all glucose
monitors in use tested accurately. No issues
were identified, A 100% review ofall |
Diabetic resident glucose readings were
reviewed on 10-9-12 by Interim Director of
Nursing and Bast Unit Manager to ensure |
all Diabetic residents had glucose levels |
logged on Medication Administration ~ :
Record. All glucose levels were recorded.
with no discrepancies in glucose levels
noted, {

F 456

3. MEASURES THAT WILL BE PUT i
INTO PLACE OR SYSTEMIC CHANGES
MADE TO ENSURE THAT THE :
DEFICIENT PRACTICE WILL NOT |
RECUR: !
All Licensed staff will be in-serviced on ok
by 10-24-12 or prior to their next scheduléd
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F 456  Continued From page 21 F 456
: (West Wing). ! shift by Interim Director of Nursing
regarding Glucose Control testing a

: The findings include; * minimum of every twenty-four hours and fo

; Review of the facil ) ding GI record results onto the Quality Control

Contol Testing with the Oblum 52 Biood - Results Log. All Glucose Control Logs will

: Glucose Monitor, dated 08/10, revealed qualiity ; be audited daily by on coming Charge ;
control testing must be performed a minimum Nurse with End of Shift Charge Nurse to
once every twenty-four (24) hours. The policy ensure Glucose Controls have been obtainéd

: directed staff lo record results onto the Quality and logged. The Interim Director of :

; Controi,Results Log Nursing; Assistant Director of Nursing; Unit

Managers and
Rewew of the Optium EZ Blood Glucose Quallly Glucigse Loazs ﬁiiyfiegzxﬂlﬁﬁihiy

i Control Resulls log for two (2) glucometer on x8 months.

i Medicalion cart #1 and #2 (on the West Wing) : ;
revealed the controf test was not conducted every i ;
twenty-four (24) hours as indicated in the policy. t 4. FACILITY PLANS TO MONITOR ITS

! The equipment was not tested on September : PERFORMANCE TO ENSURE THAT !

f 14-16, 2012, ; SOLUTIONS ARE SUSTAINED:; o

i Interview swith the Director of Nursing, on i All Glucose Control Logs will be audited

i e , O H : :

: 0019/12 at 19:00 AM, revealed the glucose dely by on comine Charge st ith End

 control test should be conducted daily on the f arge hurse to ensure Glucose |

. night shift. She revealed the facillty recently had a : Controls have been obtained and logged. |

' JCAHO accreditation survey that identifled the | The Interim Director of Nursing, ASSISfﬂI‘It
. same problam; however, she had not provided | Direetor of Nursing, Unit Managers and

I  follow-up training to the nurses. She stated she i MDS Nurse(s) will audit Glucose Logs ,

* had pulled the old test logs and started with a Weekly x 1 month, Monthly x8 months,
fs‘gl\; Isoisefgracelaﬁgn?iggoomne;?(:\ﬁgh?:g &"-L‘: lgtlgg?o The results of the audits will be brought to!
i

§  the nurses onpho'.-..r to conduct the glucose control the n}onthly Pe{fonnance Improvement i
iest with a return demonstration raquired. meeting for review and further ;
However, she had not had time to conduct that recommendation if needed. ;

- training, !

F 514 483.76()(1) RES F 514/ 5. Compliance Date: 10/25/2012
SS=Dl RECORDS-COMPLETE/ACCURATE/ACCESSIB .

LE |

H i

i 3
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F 614 Continued From page 22 I F514 i
f The facility must maintain clinical records on each F514 ’MQ
i resident In accordance with accepted professional 1. CORRECTIVE ACTION TAKEN FOR
: standards and practices that are complete; THOSE RESIDENTS FOUND TO HAVE
{ accurately documented; readlly accessible; and BEEN AFFECTED BY THE DEFICIBNT
 systematically organized. " | PRACTICE:

H Resident B was observed by the Social -

* The clinfcal record must contain sufficlent . s e
* information to identify the resident; a record of the : Worker on 9/28/12 up and participating

 resident's assessments; the plan of care and i with therapy laughing and talking with staff.
| services provided; the resuits of any Sociat Worker also noted that she assisted;
' preadmission screening conducted by the State; Activities in a soup/chili sale to raise mongy

- and progress nolss. for the Alzheimers Association. Social
. ‘ Worker visited Resident B on 10/17/12 and
Resident B was tearful and stated that she :
was not crying about anything going on
here—everyone is treating me fine; but
asked for prayer for a family member.
Resident B stated that “the mood has
seemed to improve here over the past few !

o : This REQU!REMENT Is not met as svidenced
i by
E Based on interview and record review it was

- determined the facility falled to ensure the clinical
; record was complete and accurately documented

g for one resident (unsampled Resident B) out of
| ecord s not incuda absarvation ofiha wroeks ever since the previous DON left—
 residonts behavior and tearfulness wit staff | | Srorvo /ISt ;;;ﬁt;l;afgggoﬁggg;;g

, Interventions provided for an incident that ; ;
: occurred in July 2012. | and has been active in facility activities. ;

: The findings include: ! i 2. IDENTIFICATION OF OTHER :
: : : RESIDENTS HAVING THE POTENTIAL
: The facllity provided a Nursing Documentation - ! TO BE AFFECTED BY THE SAME
: pollicg. revised 03!11f, h(c)iwevel', ti:e pc;lk;ly did not ! DEFICIENT PRACTICE: ‘
i include procedures for documenting behaviors ! All residents have the potn'antial to be :
and Interventions in the clinical record. affected by this practice. f
: Interview with unsampled Resident B, on Social Services Director interviewed !
1 09/18/12 at 2:00 PM, during the group meseting | residents with a BIMS score of 13 or more,
* revealed an incident where a staff member came | on 10/9/2012 to ensure psychosocial needs
: into the resident's room and spoke disrespectiul | were being met. No psychosocial concerns
= and made the resident cry. This was wilnessed by; were identified and no behaviors noted, |
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" another staff member.

Follow-ug interview with the resident, on 09719712

at 4:30 PM, revealed the staff member had made !
; the resident angry and the resident told the staff
i member to get out of the room. Refer to F-241,

' Review of tha clinical record's nurses notes,
- dated 03/08/12 through 07/31/12, revealed no
i documenitation of the resident crying. Further i

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {%6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
i 1 DEFICIENCY)
] :
F 514" Continued From page 23 i F514

: An abservation of all residents was

i completed by East Unit Coordinator and
Social Services Director on 10-9-12t0 |
ensure no behaviors are being displayed

: without documentation and intervention for
I behavior observed.

|3 MEASURES THAT WILL BE PUT .
INTO PLACE OR SYSTEMIC CHANGES

Interv:ew with the Director of Nursing (DON), on
09/20/12 at 2;55 PM, revealed she had observed

: unsampled Res;dent B become angry and cried

i during a conversation regarding a room change
for the renovalion of the resident's room. The

u DON stated she had falled to document the ,
: resident's behavior and tearfulness in the clinicat ;
record and she should have.

|
:
|

: review of the record, on 09/20/12, revealed MADE TO ENSURE THAT THE
- 07/31/12 was the last entry In the nurses notes. DEFICIENT PRACTICE WILL NOT
RECUR: .

Al staff will receive education regarding | ,
reporting and documenting behaviors to the
" Interim Director of Nursing, Unit Managers,
Charge Nurse, and/or Social Services
Director upon hire and annually by the |
Social Services Director, Interim Director of
Nursing or Assistant Director of Nursing to
i ensure documentation and interventions are
entered in the resident’s clinical record., !
Residents residing in the facility wiil be
educated on the Concetns and Comment :
Program and how to use the cards during a
{ Resident Council Meeting was heldon !
10/12/12 by the Executive Director and the
Social Services Director. !
J
" Residents residing in the facility were
educated on the Concerns and Comment
i Program and how to use the cards during a

i I
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Resident Council Meeting held on10/12/12
by the Executive Director and the Social
Services Director,

All staff will be in-serviced on or by
10/24/12 or prior to their next scheduled
shift by the Executive Director or the Social
Services Director on the Concerns and
Comment Program and all new hires will be

educated on the Concerns and Comments
Program upon hire by the Social Services
Director, Interim Director of Nursing,
Assistant Director of Nursing or Executive
Director. All residents families, responsible
parties, POA’s were educated about the
Concems and Comments Program by a
letter dated 10/11/12 that was mailed/given
to on 10/12/12 on how to use the Cards for
Concerns and Issues, and it will also be
addressed at the Family Council Meeting .
scheduled for 10/24/12 by the Executive
Director or Social Services Direstor and
upon admission effective 10/12/12. All
residents not in the Residents Council
eeting on 10/12/12 were educated about
the Concerns and Comments Program by
being given/read a copy of the letter dated
10/11/12 by the Social Services Director
and the Director of Sales and Marketing on
102212,

A Concern and Comment Program has been
putin place, Concern and Comment Cards
have been placed at each nursing station and

Page 24 A




the front entrance of facility, for easy accass
to residents, staff, visitors, and family to
have a way of reporting any issues such as;
dignity, resident care, etc. The Concern and
Comment Cards will be placed in boxes
provided outside the Executive Director’s
door and the front lobby for a quick
response the next business day. The
Executive Director will follow up daily
(Monday — Friday) to_ensure any concermns

or issues are addressed appropriately. In the
Executive Director’s absence the Social
Services Director will follow up. Inthe
absence of the Social Services Director and
Executive Director the Executive Director
will designate someone to provide follow
up. The Executive Director’s cell phone is
also written in the letter so she can be
reached day or night should a concem arise
that is not met to their satisfaction.

4, FACILITY PLANS TO MONITOR ITS .
PERFORMANCE TO ENSURE THAT
SOLUTIONS ARE SUSTAINED:

Interim Director of Nursing, Unit Manager,
or Social Services Director will complete an
audit of 5 resident’s daily (Mon-Friday) x
4weeks, weekly x4 weeks, then Monthly x2
months observing for behaviors to ensure
documentation and interventions for
behaviors observed. The resuits of the
audits will be brought to the monthiy
Performance Improvement meeting for
review and further recommendation if
needed,

5. Compiiance Date: 10/25/2012
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X4} 1D ! SUMMARY STATEMENT OF DEF|CIENCIES D ! PROVIDER'S PLAN OF CORRECTION ; %S

LIFE CARE CENTER OF BARDSTOWN

i 1%5)
PREF#X (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ; DATE
N : DEFICIENCY} H

K000

K 000: INITIAL COMMENTS )
: This Plan of Correction is submitted under

" GFR: 42 CER 483.70(a) Federal and State Regulation and status
. applicable to Long Term Care Providess, |
; BUILDING: 01 This Plan of Correction does not constitute
i an admission of liability on the part of the.
. PLAN APPROVAL: 1978 Origindl buitding, 2012 facility as such liability is hereby denied. |
Building Addition. The submission of this Plan does not
1 SURVEY UNDER: 2000 Existing | constitute an agreement by the fac-iiity Iha‘é
i : , the surveyor’s findings or conclusions are:
FACILITY TYPE: SNF/NF ‘ accurato, that the findings constitutea |
deficiency, or that the scope and severity |
: TYPE OF STRUCTURE: One (1) story, Type V regarding any of the deficiencies are cited:
1 {000) correctly. Furthermore, we request this Plan
: . of Correction service as our credible |
! gg”lm?)};ﬁn?g,'rt‘f’\RTMENTs' Eight (8) smoke allegation of compliance.
N t

 FIRE ALARM: Complete fire alarm system with | ;
i heat and smoke detectors. ) i

. SPRINKLER SYSTEM: Complete automatic, dry
" sprinkler system, ‘

. GENERATOR! Typa il ganerator, 30 KW, fus}
| source is propane gas.

- A standard Life Safely Code survey was

: conducted on 09/18/12. Life Care Center of

; Bardstown was found not in compllance with the
| Requiraments for Participation in Madicars and

i Medicaid,

The findings that follow demonstrate :
noncompliance with Title 42, Code of Federal
- Regulations, 483.70(a) et seq, (Life Safety from

: Fire}
; 1 i
LABORATORY DIRECTOR'S OR FROVIDER/ISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE
\(‘ }_/—M /l/l /ﬂMeCZ'C‘/L_, S(Exgme'b;mdh, }{_ JO =2 et=t2,

Any deficlency stalement ending with sn asterisk (*) danoles a deficlancy which the Insii!utfon’may be excused from correcting providing It is determined that
other safeguards provide sufficlent protection to the patienis. (See Inslructions.) Except for nursing hemes, the findings stated above ara dlsckosable 80 days
follesving the dato of survey whethar or not a plen of correcilon is provided. For nursing homes, the above findings and pfans of correction are disclosable 14
days followlng the date these documents are made available to tha facliity. If deficlencles are ¢ited, an approved plan of correctlon (s raquisite to continued
program parlicipallon. froom
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[ ' i
K 000@ Continuved From page 1 P K000 !
i K 062 10/;5/12
i i Deficiencles were cited with the highest : Koorsen Fire & Secunty completed a 5 Yéﬂl‘
! deficlency identified at F lavel. internal pipe inspection on 9/28/12. Per :
K 0621 NFPA 101 LIFE SAFETY CODE STANDARD K062} service work order “no excess debris wasi
§8=F found at this ime”, The Maintenance
- Required automatle sprinkler systems are Director and Assistant Maintenance
continuously maintained in reliable operating

; condition and are Inspected and tested
. periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,
19.7.5 ;
|

" This STANDARD is not met as evidenced by:
" Based on record review and interview, it was
| determined the facifity failed to ensure the
* sprinkler system was being maintained and
i tested In accordance with NFPA standards. The
| deficiency had the potential to affect each of the |
. elght (8) smoke compartments, all residents, staff |
* and visitors. The facility has one-hundred (100)
‘ certified beds and the census was eighty (80) on
; the day of the survey,

: - The findings Include:
{

: Record review, on 10/18/12 at 3:45 PM, with the
- Maintenance Direclor revealed the tast interior

i pipe inspection for the automatic sprinkler system

: was unknown. This inspection must be done |
, once every five years,

interview, on 10/18/12 at 3:45 PM, with the
; Maintenance Director revealsd he was not aware .
; the interior pipe inspection of the automatic '
. sprinkier system had not been performed within
- the past five {5} years.

|

Director were re-educated by the Executive
Director on 10/9/12 regarding K 062 NFPA
101 Life Safety Code Standard,
All residents had the potential to be affected
but there were no negative outcomes andno
residents were affected. ;

|
The Maintenance Director and Assistant :
Maintenance Director were re-educated on
10/9/12 by the Executive Director regarding
K 062 NFPA 101 Life Safety Code |
Standard and a review of the 9/18/2012 Life
Safety Code Deficiencies which details e
requirement for an interior pipe inspectioh
of the automatic sprinkler system every 5!
years. The Maintenance Director wil} |
ensure that the interior pipe inspection i 1sr
completed again within 5 years of 9/28/12.
Annual calendars have been printed for |
2013 thru 2017. The 2017 calendar has a
reminder on the month of July to schedu!e

" the 5 year interior pipe inspection of the i

automatic sprinkler system to be completed
in August 0f 2017, The month of August
2017 has a reminder to determine that thd
interior pipe inspection has been completed
The date of September 28, 2017 has been
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CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/27/2012
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185149

(%2} MULTIPLE CONSTRUCTION {X3),DATE SURVEY

A. BUILDING 01 - MAIN BUILDING 01

B. WING

COMPLETED

|

! requirements
| maintenance of
; determine the

| testing, and
| malntenance.

! Chapter 9,

| 9-1

1 e
H .

- weather)
1 2-2.5

i

é Reference: NFPA 25 (1998 Edition).

. 2-1 Goneral, This chapter provides the minimum
- for the routine inspection, testing, and

+ sprinkler systems. Table 2-1 shall be used to

“ minimum required frequencies for inspaction,

i Exceptlon: Valves and fire department
. connections shall be Inspected,
“{estad, and malintained in accordance with

| Table 2-1 Summary of Sprinkler System

+ Inspection, Testing, and Maintenance

i e Activity Frequency Reference

: Gauges (dry, preaction deluge systems)

. Inspection Weelkly/monthly 2-2,4,2

" Control valves Inspection Weekiy/monihly Table

Alarm devices Inspection Quarterly 2-2.8
i Gauges (wet pipe systems) Inspection Monthly
; 1

{ Hydraulic nameplata inspection Quarterly 2-2.7
| Buildings Inspection Annually {prior to freazing

{ Hanger/seismic bracing Inspection Annually 2-2.3

! Pipe and fittings Inspection Annually 2-2,2

i Sprinklers Inspection Annually 2-2,9.1

| Spare sprinklers Inspection Annually 2-2,1.3

i Fire departiment connections Inspection Table 5-1
Valves (all types) Inspection Table 9-1

09/18/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
LIFE GARE CENTER OF BARDSTOWN 120 LIFE CARE WAY
BARDSTOWN, KY 40004
X4y1p SUMMARY STATEMENT OF DEFICIENCIES ! ID : PROVIDER'S PLAN OF CORREGTION : 1X5)
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG I REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE |  DATE
! : DEFICIENCY} . :
i i {
K l'_1621 Continued From page 2 K 062

E circled and a notation has been made that ]

| the Tast 5 year inspection was completed on

: September 28, 2012, The 5 year calendars
dated 2013 thru 2017 will be i
maintained/monitored in the front of the
Executive Director's Capital Planning
Notebook and the front of the Maintenancé
Director's Preventative Maintenance
Program Motebook. As each year passes tLe
respective calendar will be removed, after:
the 2017 5 year interfor pipe inspection hafs
been completed prior to September 28, 2017
and an additional 5 years planning calendars
will be printed and the process repeated. :
The above referenced process will be ;
reviewed in the Performance Improvemen:t
Committee Meeting monthly for 6 months
to ensure that the process remains in place,

i
The Maintenance Director will bring the :
results of the 9/28/12 internal pipe !
inspection to the October Performance |
Improvement Committee Meeting for their
review and further recommendations if |
deemed necessary. The Maintenance -
Director will ensure that the interior pipe i
inspection is completed again within 5 years
of 9/28/12, Annual calendars have been !
printed for 2013 thru 2017. The 2017 |
calendar has a reminder on the month of |

July to schedule the 5 year interior pipe
inspection of the automatie sprinkler systém
to be completed in August of 2017, The .

FORM CMS-2587(02-99) Provious Versions Obsalels Event ID:DSIWR1

Fachity 1D; 100489 If continuatlon sheet Page 3 of 9




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/27/2012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 09380391
STATEMENT OF DEFICIENCIES {xX1) PROVIDER/SLPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN.CF CORRECTION IDENTIFICATION NUMEBER: COMPLETED
A.BUILDING 01 - MAIN BUILDING 01
185149 8. WiNG 09/18/2012

NAME OF PROVIDER OR SUPPLIER

LiIFE CARE CENTER OF BARDSTOWN

STREET ADDRESS, CITY, STATE, ZIP CODE
120 LIFE CARE WAY

BARDSTOWN, KY 40004

(X4} D SUMMARY STATEMENT OF DEFIGIENCIES T ‘ PROVIDER'S PLAN OF CORRECTION b s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX {EACK CORRECTIVE ACTION SHOULDBE | COMPLETION
TAG REGULATORY OR LSC |DENTIFYING INFORMATION) | TAG choss-REFEREglrz:':::s[lca\'IEcr)Vl ("'I'\I-’I)E APPROPRIATE DATE
i i !
. ’ ¥ .
K082 Gontinued From page 3 ! K 0621 E
; Alarm devices Test Quarterly 2-3.3 : ‘ month of August 2017 has a reminder to :
: Main drain Test Annually Table 9-1 g i determine that the interior pipe inspection |
: Antifreeze salution Test Annually 2-3.4 + has been completed. The date of Septembér
; Gauges Test 5 years 2-3.2 28, 2017 has been circled and a notation has
Eprlnki?rs Nexga high temp, Test 6 years 2-3.1.1 been made that the last 5 year inspection |
_ bxception No was completed on September 28, 2012. The
i - S
| Sf;’r’;k:%’;eéf;‘ response Test At 20 years and 5 year calendars dated 2013 thru 2017 will
| thereafter be maintained/monitored in the front of the
- 2.3,1.1 Exception No. 2 Exccutive Director's Capital Planning |
: Sprink[ers Test At 50 years and every 10 years Notebook and the front of Maintenance |
| ;h grﬁ!iﬂer Director's Preventative Maintenance !
, ! Program Notebook. As each year passes the
X:g:esd(?’lal é}{g%sz[ Maintenance Annuatly or as i respective calendar will be removed after |
1 Obstruciion investigation Maintenance 5 years or | the 2017 5 year inte rior pipe inspection has
" as needed Chapter 10 been completed prior to September 28, 2017
and an additional 5 years planning calendars
: 10-2.2* Obstruction Prevention, wiil be printed and the process repeated. ‘
: Systems shall be examinad internally for The above referenced process will be
 obstructions where conditions exist that could reviewed in the Performance Improvemen{
| (t:)ause ObSE‘;’c(lfd q;]plng. g;:he (i:ondilk?'r]\ ':35 "'%t Committee Meeting monthly for 2 months
! been corrected or the condition is one that cou :
l result in obstruction of piplng despite any ! and quarterly for_2 au arters to ensure that
 previous flushing procedures that have been the process remains in place, The N
. performed, the system shall be examined Performance Improvement Committee will
" Internally for obstructions every 6 years. This review the process and muke
investigation shall ba accomplished by examining recommendations if deemed necessary.
Lhe interior of a dry valve or preaclion valve and
: by removing two cross main flushing connections. ; .
. 10-2.3 Flushing Procedure, Completion Date: 10/25/12
- If an obstruction investigation carred out in
accordance with 10-2.1 indicates the presence of
sufficient material to obstruct sprinklers, a
comp!ete flushing program shatt be conducted.
The work shall be done by qualifled personnel, !
K 069 : NFPA 101 LIFE SAFETY CODE STANDARD ;

SS=D§

K089
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X410 ! SUMMARY STATEMENT GF DEFICIENCIES i o i PROVIDER'S PLAN OF CORRECTION P e
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TaG ! REGULATORY ORLSC IDENTIFYING iNFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE l 0ATE
: DEFICIENCY)
. : ! .
K 069 Continued From page 4 i K089 i
i Cooking facitiies are protected In accordance K 069 I 10/25/12

‘with 9,23, 19.3.2.6, NFPA OB :
The Maintenance Director moved the deép,
; fryer 18” away from the stove on 9/18/12.
| The Maintenance Director and Assistant
Maintenance Director were re-educated on

This STANDARD is not met as evidenced by: .
Based on observation and Interview, it was I
[ determined the facility faited to ensure the kitchen |

10/9/12 by the Executive Director regarding

! cooking appliances were in accordance with -
NFPA standards. The deficlency had the potential K 069 NFPA 101 Life Safety Code

| to affect one {1) of eight (8) smoke : Standard and a review of the 9/18/2012 Ltfe
- compartments, resldents, staff and visitors. The . Safety Code Deficlencies which details the

{ facility has one-hundred cartified (100) bads and requirement for the minimum of 16* !

the census was of eighty (80) on the day of the clearance between the deep fryer and the -

% survey. l stove unless an 8” splash guard is installed,

The Maintenance Director or Assistant '

The findi nclude; . .

: The findings inc Maintenance Director audited the space

l Observation, on 09/16/12 at 11:10 AM, with the between the deep fryer and the stove daily|
Malntenance Diractor revealed the grease fryer {Monday-Friday) 9/20/12 thru 10/23/12 to.
" was located directly next to the open flame burner ensure that there was a minimum of 16”

i of the stove, The stove did not have an 8 inch between the stove and the deep fryer until

, splash guard in place. the steel baffle plate was installed on H

- vt 1ot

: Interview, on 09/18/12 at 11:10 AM, with the 10/24/12 at a minimum of 8 in height

! Malntenance Director revealed he was unaware between the deep fryer and the stove. !
the grease fryer had to have a minimum of ' ‘

: sixteen (16) inches clearance between the fryer i Anyone in the kitchen had the potential to.

; and the stove unless an eight (8) inch splash be affected by the practice but there were no

" guard is installed. negative outcomes. ;

NFPA 96 (1995 Edition) The Dietary Manager was educated by theif
l% ;s% .3 All deep fat fryers shall be installed with at : Executive Director on 10/10/12 and all |
! 18-In. (406.4-mm) space between the fryer and Dietary staff were educated by the Dietary
. surface flames Manager not to move the deep fryer from !
{ from adjacent cooking equipment. its current location (18" away from the E
Exception: Where a stee! or tempered glass stove) by 10-13-12 and that the space

] | baffle plate Is instalied between the deep fryer and surface ﬂamesI
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from adjacent cooking equipment must be a
minimum of 16 space until the
Maintenance Director had a steel baffle
plate installed on 10/24/12 at a minimum 8"
in height between the fryer and the stove.
The Maintenance Director or Assistant
Maintenance Director completed an audit
tool daily (Monday — Friday) from 9/20/12
thru 10/23/12 to verify that the space
between the deep fryer and the stove was a
minimum of 16” between the stove and the
deep fryer until the steel. baffle plate was
installed on 10/24/12 at a minimum of 8” in
height between the deep fryer and the stove,
The Maintenance Director or Assistant
Maintenance Director will complete an
audit tool to determine that proper
placement of the steel baffle plate is
maintained weekly for 2 months, semi-
monthly for 2 months and monthly for 2
quarters to ensure that the steel baffle plate
continues to separate the deep fryer and
stove. The Executive Director will review
audit findings from the Maintenance
Director/Assistant Maintenance Director
weekly for 1 month, and monthly for 8
months.

The Maintenance Director or Assistant
Maintenance Director will complete an
audit tool to determine that proper
placement of the steel baffle plate is
maintained weekly for 2 months, semi-
monthly for 2 months and monthly for 2

Page 5A




quarters to ensure that the steel baffle plate
continues to separate the deep fryer and
stove, The Executive Director will review
audit findings from the Malntenance
Director/Assistant Maintenance Director
weekly for 1 month, and monthly for 8
months. The Performance Improvement
Committee will review the monthiy findings
and make recommendations if deemed
necessary,

Completion Date: 10/25/12
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A BUILDING 01 - MAIN BUILDING 04
185149 B VNG 09/18/2012
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZiP CODE
LIFE CARE CENTER OF BARDSTOWN 120 LIFE CARE WAy
BARDSTOWN, KY 40004
{%4) 1D i BUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION } {X9)
PREFiIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE , GOMPLETION
TAG |  REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEO TO THEAPPROPRIATE |  DATE
; - DEFIGIENGY) :
) i
K069  Continued From page 5 | K069 :
“ata minimum 8 in, {203 mm) in height between - K144 : :
i the fryer and surface | ; . ) e e !
' flames of the adjacent appliance, : The facliity is requesting a time limited 41‘2{_1_3_
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144| waiver in reference to K 144 being cited op .
§S=F 5 9/18/12 related to not having an annunciator
: Generators are inspected weekly and exercised panel continuously monitored. We will be
j under load for 30 minutes per month in i installing a 350 KW Generator with a ;

: accordance with NFPA 89, 3.4.4.1, ! completion date of 4/9/13 that will mclude

an annunciator panel that will be located
" where it will be contingously monitored.

| © i We have initiated the following safeguards
‘ for resident safety in the interim effective .
10/24/12: f
i ¢ Maintenance Director or Assistant
1 Maintenance Director is testing the

I
| * This STANDARD is not met as evidenced by: : - generator for 30 minutes non-load
Based on observation and Interview, it was : ‘ i k and 2 ti ;
; determined the facility failed to ensure the 2 times a week and 2 times |

. . H
emergency generator was instalied and monthly with full toad, i

i maintained In accordance with NFPA standards. i
. The deficiency had the potentlal to affect each of *  Anytime the power is off and the :

|

| the eight (8) smoke compartments, ali rasidents,

enerator comes on the
staff, and visitors. The facility has one-hundred 8

(100) certified beds and the census was eighty i Maintenance Director is to be .

: (80) on the day of the survey. : called by staff. All staff were re-
! educated on or by 10/24/12 or pribr
The findings include: to their next shift that whoever is in
| charge at the time the generator ,
i Observation, on 09/18/12 af 2:00 PM, with the comes on notifies the Maintenance

; Maintenance Director revealed the annunciator
1 panet for the emergency generator, located in the ! Director or designates another staﬁ‘
* Mechanical and Electrical Room accessed only | member (depending on what the :
i from the exterlor of the building, was not located person in charpge may be needmgito
in an area that was continuously monitored by : : :
. Staff, to ensure the generator was functioning | dovote their personal attention to }at
i i :
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xan | SUMMARY STATEMENT OF DEFICIENCIES ] ID PROVIDER'S PLAN OF CORRECTION : (45}
PREFIX ! {EACH DEFICIENCY MUST BE PRECEDED BY FULL :  PREFIX {EACH CORREC TIVE ACTION SHOULD BE , COMPLETIGN
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! 1 DEFICIENCY) ]
P . :
K144 | Continued From page 8 K 144

properiy.

t Maintenance Director, revealad ha was nof aware
" of a remote annunclator panel for the emergency

1 generator being required to be located outside of
the generating room In a location thatis

. continuously monitored by Staff, i

|
Interview, on 09/18/12 at 2:00 PM, with the l
i
t

; Reference: NFPA 99 (1999 Edition),

* 3-4.1.1.15 + Alarm Annunciator,
- A remote annunciator, storage battery powered,
i shall be provided to oparate outside of the
generating room In a location readily observed by
1 operating personnel at a regular work station (see
! NFPA 70, Nationat Electrical Code, Section
( 700-12.) |
* The annunciator shall indicate alarm conditions of |
- the emergency or auxiliary power source as |
| follows:
" a. Individual visual signals shall indicate the
: following:
1. When the emergency or auxiliary power source
Eis operating to supply power to foad
i 2. When the batlery charger is malfunctioning
"' b, Individual visual signals plus a common
, audible signal to warn of an engine-generator
alarm condition shali indicate the foilowing:
i 1. Low lubrlcating oll prassure .
12, Low water temperalure (below those required
.In3-4.1.1.9) : i
3. Excessive water temperalure )
1 4. Low fuel - when the main fuel storage tank |
; contains less than a 3-hour operating supply
i ; 5. Overcrank (fallad to start) :
6. Overspeed '
" Where a regular work station will be unattended {

the time) fo notify the Maintenancfe
| Director that the facility is on the |
% emergency generator and the ‘
: Maintenance Director or the |
Assistant Maintenance Director
{ comes onsite to check the problen
and remains on site until the
i problem is resolved and the facility
is back on regular power, The
Exccutive Director is immediately
called by the Maintenance Director
or Assistant Maintenance Directof
after receiving the call from the -
facility. The Executive Director :
notifies the Regional Vice I
President and anyone else requiriﬁg
notification based on the length of
time anticipated that the facility
| will be on the generator due to the
interruption of regular service and

: as the situation dictates. !
1

* Daily audit tool checkstobe
completed Monday thru Friday ]
effective 10/24/12 by the i
Maintenance Director and/or the i
Assistant Maintenance Director on
the following items until the new’
generator and annunciator panel js }

i installed: :

FORM CMS-2507{02-89) Previous Verslons Obsolate
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K 144
Wiring
Battery
Anti-freeze
Oil

» The Managers on Duty for
weekends and holidays received
education to look for any visuval
problems with leaks and wiring on
or by 10/24/12 and they will also
be completing audit tools, If the
Manager on Duty identifies and
issue they will immediately notify
the Maintenance Director or
Assistant Maintenance Director
who will come on site and address
the issue at that time.

All residents have the potential to be
affected but there have been no negative
outcomes and no residents were affected.

The new generator annunciator panel will
be located in an area that is continuousiy
monitored by staff to ensure that the
generator is functioning properly.

We have initiated the following safeguards
for resident safely in the interim effective
10/24/12; :
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Mainfenance Director or
AssistantMaintenance Director is
testing the generator for 30 minutes
non-{oad 2 times a week and 2
times monthly with full load,

Anytime the power is off and the
generator comes on the
Maintenance Director is to be
called by staff, All staff were re-
educated on or by 10/24/12 or prior
to their next shift that whoever is in
charge at the time the generafor
comes on notifies the Maintenance
Director or designates another staff
member (depending on what the
person in charge may be needing to
devote their personal attention to at
the time) to notify the Maintenance
Director that the facility is on the
emergeney generator and the
Maintenance Director or the
Assistant Maintenance Director
comes onsite to check the problem

_ and remains on site until the

problein is resolved and the facility
is back on regular power, The
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Executive Director is immediately
called by the Maintenance Director
or Assistant Maintenance Director
after receiving the call from the
facility, The Executive Director
notifies the Reglonal Vice
President and anyone else requiring
notification based on the length of
time anticipated that the facility
will be on the generator due to the
interruption of regular service and
as the situation dictates.

Daily audit tool checks to ba
completed Monday thru Friday
effective 10/24/12 by the
Maintenance Director and/or the
Assistant Maintenance Director on
the following items until the new
generator and annunciator panel is
installed:

Wiring

-Battery

Anti-freeze
Oil

The Managers on Duty for
weekends and holidays received in-
servicing to took for any visual
problems with leaks and wiring on
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or by 10/24/12 and they will also
be completing audit tools, t If the
Manager on Duty identifies and
issue they will immediately notify
the Maintenance Director or
Assistant Maintenance Director
who will come on site and address
the issue at that time.

DMK Development Group is the contractor
being utilized for the project. The work
plan/time line is as follows:

350 KW Generator Pre-Work to be
completed by 2/11/13

Generator Delivery completed by
1/24/13

Generator Pad completed by
2722113

Annunciator Panet completed by
222113

Inspection by State completed by
31513

Doug Crisp of DMK Development Group is
the on-site Project Leader and he and the
Execufive Director are responsiblc for
project oversight. The Project Leader and
the Executive Director communicate daily
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K 144

(Monday-Friday) regarding any/all
construction phasing, progress and potential
obstacles. The on-site Project Leader will
keep the Executive Director informed of
any potential concerns that might result in
the installation of the new generator and
annunciator panel falling behind schedule.
It will then be the Executive Director’s
responsibility to notify the State Agency if
the project falls behind and will not meet
the completion date and the Executive
Director needs to request an extension.
Please note that we have built some
additional time in the timetine for
completion to assist with any unforeseen
obstacles at this point and ar¢ requesting a
completionfcompliance date of 4/9/13.

The Executive Director will review the
Maintenance Director/Assistant
Maintenance Director audit tools and the
Wecekend Manager audit tools weekly until
the project is completed--not to cxceed
4/8/13 to meet our requested time based
waiver completion date of 4/9/13, The
Executive Director will bring the results of
the audits to the monthly Performance
Improvement Committee meeting monthly
until the project is completed and we are in
compliance as of 4/9/13 for review and
further recommendations if needed.
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We have initiated the following safepuards
for resident safety in the interim effective
10/24/12;

Maintenance Director or Assistant
Maintenance Director is testing the
generator for 30 minutes non-load
2 times a week and 2 times
monthly with full load.

Anytime the power is off and the
generator comes on the
Maintenance Director is to be
called by staff, All staff were re-
educated on or by 10/24/12 or prior
to their next shift that whoever is in -
charge at the tfime the generator
comes on notifies the Maintenance
Director or designates another staff
member {depending on what the
person in charge may be needing to
devote their personal attention to at
the time) to notify the Maintenance
Director that the facility is on the
emergeney generator and the

- Maintenance Director or the

Assistant Maintenance Director
comes onsite to check the problem
and remains on site until the
problem is resolved and the facility
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is back on regular power. The
Executive Director is immediately
called by the Maintenance Director
or Assistant Maintenance Director
after receiving the call from the
facility, The Executive Director
notifies the Regional Vice
President and anyone else requiring
notification based on the length of
time anticipated that the facility
will be on the generator due to the
interruption of regular service and
as the situation dictates.

Daily audit toof checks to be
completed Monday thru Friday
effective 10/24/12 by the
Maintenance Director and/or the
Assistant Maintenance Director on
the following items until the new
generator and annunciator panel is
instalied:

Wiring
Battery

Anti-freeze
Oil

The Managers on Duty for
weekends and holidays received in-
servicing to look for any visual
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problems with leaks and wiring on
or by 10/24/12 and they will also
be completing audit tools, t If the
Manager on Duty identifies and
issue they will immediately notify
the Maintenance Director or
Assistant Maintenance Director
who will come on site and address
the issue at that time.

DMK Development Group is the contractor
being utilized for the project. The work
plan/time line is as follows:

350 KW Generator Pre-Work to be
completed by 2/11/13

Generator Delivery completed by

1/24/13

Generator Pad completed by
2122113

Annunejator Panel completed by
2/22/13

Inspection by State completed by
3/15/13

Doug Crisp of DMK Development Group is
the on-site Project Leader and he and the
Executive Director are responsible for
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project oversight. The Project Leader and
the Executive Director communicate daily
(Monday-Friday) regarding any/all
construction phasing, progress and potcntial
obstacles. The on-site Project Leader will
keep the Executive Director informed of
any potential concerns that might result in
the installation of the new generator and
annunciator panel falling behind schedule.
It will then be the Executive Director’s
responsibility to notify the State Agency if
the project falls behind and will not meet
the completion date and the Executive
Director needs to request an extension,
Please note that we have built some
additional time in the timeline for
completion to assist with any unforeseen
obstacles at this point and are requesting a
completion/compliance date of 4/9/13,

. The Executive Director will bring the status
of time lines of the project thru the
Perfomance Improvement Committee
Meeting monthly until the project is
completed and we are in compliance as of
4/9/13 for review and further
recommendations if needed.

The Executive Director wiil review the.
Maintenance Director/Assistant
Maintenance Director audit tools and the
Weekend Manager audit tools weekly until
the project is completed—-not to exceed
4/8/13 to meet our requested time based
waiver completion date of 4/9/13. The
Executive Director will bring the results of
the audits to the monthly Performance
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Improvement Committee meeting monthly
until the project is completed and we are in -
compliance as of 4/9/13 for review and
further recommendations if needed,
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K 144 ; Continued From page 7 K 144! !
" periodically, an audible and visual derangement K 147 . ) ;10/ 25/12
. signal, appropriately labeled, shall be established The power strip being used to power an 1.Y.
. at a continucusly monitored location. This pole in resident room 334 was removed on'
derangement signal shall activate when any of 9/18/12 by the Maintenance Dircetor. The
j the conditions in 3-4.1.1.15(a) and (b) occur, but : power strip belng used to power the i
I need not display these condltions individually ! Lesident’s motorized bed in roon 206 was|
{110: 3-5.5.2] removed on 9/18/12 by the Maintenance 1
K 147=' NFPA 10t LIFE SAFETY CQDE STANDARD K147 . Y . ;
§8=D" Director,

Eleclrical wirlng and equipment is In accordance

; with NFPA 70, Nalional Electrical Code. 8.12 |
|

_ This STANDARD is not met as evidenced by:

- Based on observation and interview, it was

; determined the facllity failed to ensure electrical

, wiring was maintalned In accordance with NFPA

; standards, The deficlency had the potential to

i affect two (2) of eight (8) smoke compartments,
approximately thirty-five (35) residents, staff, and

. visitors. The facllity has one-hundred (100)

: cerlified beds and the census was eighty (80) on
the day of the survey.

|: The findings include:

!

; Observation, on 09/18/12 at 10:30 AM, with the '
: Maintenance Director revealed a power strip was 1
| being used to power medical equipment (an LV, '
i pole) in resident room 334,

; Intarview, on 09/18/12 at 10:30 AM, with the !
" Maintenance Director revealed he was not aware i
, of the misuse of a power strip in resident room

i

On 9/18/12 upon rounds conducted by the.
Life Safety Code Surveyor and the |
Maintenance Director no other areas were!
identified to have a power strip being |
utilized improperly. ' i
The Maintenance Director and Assistant ¢
Maintenance Director were re-educated 0111
10/9/12 by the Executive Director regardif_ng
K 147 NFPA 101 Life Safety Code !
Standard and a review of the 9/18/2012 Life
Safety Code Deficiencies. Al staff will bt
re-educated by the Maintenance Director ?1‘
Assistant Malntenance Director regarding;
not plugging any medical equipment,
refrigerators, microwaves etc... into power
strips on or by 10-24-12 or prior to their |
next scheduled shift, E
The Maintenance Director and or Assistant
Maintenance Director will audit 100% of |
the facility by physically inspecting to
ensure appliances such as medical j
equipment, refrigerators and microwaves
are not plugged into power strips in any |
location in the facility. Audit tools are to ibe
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K 147 : Continued From page 8 K 147] Lo
| 334, Further interview, on 09/18/12 at 10:35 AM, | completed weekly for 2 months, semi- -
with the Nurse in charge of the Wing revealed monthly for 2 months and monthly for 5 !
1 she was unaware of medical equipment being ’ months. The Executive Director will !
_pluggedintoa power strip and acknowledged the | review audit findings from the audits £
; requirement for medical equipment to be plugged ! | weekly for two months, semi-monthly for
directly into a wall mounted electrical outlet. : months and monthly for 5 months. The |
; | s .
[ Observation, on 09/18/12 at 2:30 PM, with the Pe‘f"mﬁ"“ I"‘ﬁ?‘g“(‘f‘“ C°“3m1$‘ze will
* Maintenance Direclor revealed a power strip was review the monthly findings and maks any
; being used to power medicat equipment (the recornmendations they decm appropriate. ;

! resident's motorized bed) in room 206. ? 5
| The Maintenance Director and or Assistant

: Interview, on 09/18/12 at 2:30 PM, with the Maintenance Director will audit 100% of .
Malntenance Director revealed he was nof aware the facility by physically inspecting to |

i of the resident's motorized bed being plugged into t ensure appliances such as medlcal

; & power Strip. equipment, refrigerators and microwaves _
? are not plugged into power strips in any
location in the facility. Audit tools are to be
completed weekly for 2 months, semi-
2 monthly for 2 months and monthly for 5
months. The Executive Director wili i
review audit findings from the audits i
 intended use of the patfent care area. There shall 1 weekly for two months, semi-monthly for i‘?'
| be sufficient receptacles located so as to avold i months and monthly for 5 months. The |
! the need for extenslon cords or multiple outlet | Performance Improvement Comumittee will
| adapters. review the monthly findings and make an¥

‘ Reference: NFPA 99 (1999 edition)
; 3-321.2D

; Minimum Number of Receptacles. The number
- of receptacles shall be determined by the

recommendations they deem appropriate.

) Completion Date: 10/25/12 i
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