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- ¢concerns aboul a recent roony change, on
08/16/11, due to a small fire in his/her room.
Resident #1 stated hefshe had a fifty two (52)
inch big screen television, refrigerator, electric
wheeichair, several figurings, and paintings prior
to the move lo the new room; however, none of
the above listed items were brought lo the ,
resident's new room during the recent move. The
resident staled he/she was in histher new room
for over one week and was not able to have the
television or refrigerator moved from his/her old
room due to the lack of room, Resident #1 also
stated histher family visited him/her one to two
times a month and were nol able to sit anywhere
it the room due lo the resident's banatric bed and
the lack of space in a seml-private room. The
resident stated he/she would tike for histher
family to be able to visit him/her more
comforiably. Further interview revealed hefshe
was lold recently by the Soclal Services Direclor
{SSD) his/her television would be placed in
storage and he/she would be charged for it.

A review of a Social Services note, dated
08/23/41 at 11:50 AM, revealed she "spoke with
the resident retated to contacting his/her family o
get the television from the old room. She
informed the resident if they were unable to get
the television, it may have to be put in a slorage
unit and charged to him/her."

An interview with the SSD, on 08/25/11 at 11:50
AM, revealed "l believe | was the one who lold
him¢her about the room change, and contacled
the resident’s family aboui the television. I am still
unsure about the routine when it comes to a
resident’s belongings baing moved at the time of
a room change, or who would be responsible to
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allegation of comphlionce

Preparation endior execution of this plan of eorrertin
does ant conslute adwission ar agreement by the
provuder af the truth of the facts alleged or conclusiom
set fortl in the statement of deficiencies. The plan of
carrection is prepurcd anedfar executed solely beeause
it is reqrired by the provisions of federal amd state faw

permitted per five code (493.10) wauld have
the potential to be affeeted. No other
residents have requested to bring personal
possessions within the factity which would
compromisc the safety and space ol others,
Therefore, no on clse has been aftected.

Education will be completed with the new
Social Services Director, Assistant Social
Services Director and the Activities Director
by the Administrator regarding room
changes, documentation, and resident follow
up. This will be conducted on 0972111, A
tog will be completed by the Social Services
Director when a resident is going to have a
room change. This log will contain current
room number, room they will be moved to,
date and time room move s discussed with
the residents and where they will move 10,
This log will alse include documentation of
notification of the roommate the resident
wil be placed with. Residents are currently
monitored for three days by nussing staft to
ensure there are no physical and/or
psychosocial concerns of the resident with
the room move with documentation to be
completed in the vurse’s notes. The
monitoring consisis of every shift
monitoring which includes any physical or
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ansure the items were moved. If that comes | allegation of compliance
. 1
:Jen\ieri n:je lham no}: awgre of Et The SSD further , Preparatton andfor execwtion of thus plan of corroction
aleq she spoke ‘:\mh Besudent s 0N ) does not constittde admission or agreement by te
08/24.{1 1, about moving histher refrigerator, which ) provider of the tratl of the fuets alfeged or conclusiony
was e;gh{ (8) days after hefshe was moved lo the : set forth i the statesient of deficiencies The plan of
new room, ‘ eorrectiae is prepaved qndlor executed saloly becane
* wis requitred by the provisions of federal and state v
An observation, on 08/23/11 at 5:05 PM, revealad
Resident #1's belongings, such as hisher large | psy‘chosocm‘l c.h.'mgcs related to the move
screen television, refrigerator, eleclric wheelchair, | change. This is completed by the charge
palntings and some boxed items, were skl in ! nurse each shift for three doys. Should there
his/her old room, d be an identified change either physicatly or
psychosoctaily afler the room change,
An interview with the Administrator, Director of | charting will be extended for three more
Nursing (DON) and Facility Consultant, on : days and the reevaluation will oceur by the
08/26/11 at 4:25 PM, revealed housekeepmg was charge nurse. The charting will continue to
responsible for moving residents' belongings . be extended times three days i a change
during room changes. The DON stated it was she condition as noted above occurs. The
or the Administrator who usually notified resident’s physician and famuly/responsible
B%Jhs‘lafke?‘pmg of the need to move items. The | party will be notified of any condition
oon uin e{rj ;s}ila;re‘d the expeclation was for the change per policy. Residents with room
u{]aes;Sen ag is IEr be}l}ongmgs lq bé movad on moves will continue to have their
woul(?r:g! ﬁ??r‘] lilr:leBtS: there Web:e tlerr;s which personal items placed m the room if the
'ew room. No explanalion was items can safely be placed in the room to
provided in regards to Resldent #1's belongings |, X . date . :
! reasonably accommodate both residents.
nol being moved for a period greater than one This will be completed by the Housekeepeng
week. The refrigerator and the television were Depatment - ‘{ , P
maved to the resident’s room after surveyor epatment upo room change.
intervention. ' Housekeeping Supervisor and the
F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282! Maintenance Director will together decide if

S8=D

PERSONS/PER CARE PLAN

The sarvices prowded or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written pfan of
care,

items are safe to be placed in the resident’s
roomt. ‘This will be decided related to the
amount of space the items will requue,
safety consideravions, and fire code pernuts,
In relation to space, the ttern must fit within
the alotted amount of space per reculation
requirements without infringing upon the
space of the roorunate and/or others. Room
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. . N . o -ompliane
This REQUIREMENT is not met as evidenced - alfegation of comphiance.
by: ) N . . : Preparation andfor execunion of this plau of correction
Based on inlerview and record review, it was does not constitute adnussion or agreement by the
determined the facilily failed to provide services in < pravider of the truth of the facts alleged or conclistons

set forde in the statement of deficiencis . The plan of
carreetion 15 preparved and/or exeented solely becase
i is required by the provisions of federal and state low

accordance with the resident's written plan of
care for one resident (#1), in the selected sample
of nineleen {19) residents, The facility also failed
to develop and implement revised interventions to
: promote pressure Wcer healing and prevent
deterioralion while Resident #1 was removed
from an air mattress and placed on non air
maliress for a period greater than thirly (30)
hours. The facility removed Resident #1 from
his/her specialty mattress, on 04/27/11 at 9:30
AM, and was placed on a regular mattress, until

changes will be discussed s the morning
meeting which s attended by all department
heads which includes Housekeeping
Supervisor. Room changes will he
documented on the White Board in the
moining meeting and follow up will be
conducted by the Unit Managers lor the

01/28/14 at 2:00 PM. During this time the staff 1esicent to ensure the rranster with the

failed to revise the interventions to prevent wound restdent’s Hems was conducted. The Unit

deterioration and promote healing as staff could Managers will Tollow up on any 1oom

not safely turn, reposition, or provide physician change the day of the change to ensure the

ordered dressing changes to histher sacrum and resident’s personal items were moved with

coceyx, This failure resulled in wound : them.

deterioration causing an increase in undermining

of 0.4 centimeters {cm) and a 50% increase in . All residents within the Facility are assigned

the presence of necrotic lissue. (Refer ta F314) an “Angel™ who is an emplovee within the
. ) facility. The Anpel comnumnicates with the

The findings include: restdents on a regular basis {at least weekly

. . and in many cases daily) to ensure they have
A record review revealed Resident #1 was no concerns. The Angel program has been

admitied to the facility on 10/21/10 with diagnoses .
lo include Pyelonephritis, Quadriplegia, .
Neurogenic Bladder, Diabetes Type H,

Depression and Mulliple Decubitus Ulcers. A
review of Resident #1 quarterly Minimum Data  #
Set (MDS) Assessmenl, dated 01/13/11, revealed
tha! residen! was assessed as cognitively intacl,
tolally dependent on staff for bed mobility,

an established customer service program
withun the company for a long period of
time. The Angel will ask the residents on a
weekly basis f they are pleased with their
room accommodations and if they need
anything to make thewr environment more
comfortable and homelike. “Angel” Statf

transfer, personal hygiene, bathing, dressing and have been in-scrviced on ensuring the
ealing. A review of the care plan, dated 81H13/11, - < esident is asked about their room regardiny
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" revealed "Potential for Further Alterations in Skin

Integrity related 1o decreased mobility/immobflity.”
interventions included to use a pressure
redistribution mallress on the bed {STAT 4000).
Further review of the care plan revealed "Actual
Alteration in Skin integrity refated to being
admitted with multipte skin ulcers on hls/her hips,
coceyx, and feel” Interventions included to
provide these areas on his/her skin with
treatments as ordered, twice per day. Dressing
changes to Resident #1's sacrum and coccyx
were done by Physical Therapist (PT) #1,
Monday through Friday on day shift, and nursing
completed dressing changes on evening shift and
all dressing changes on the weekend.

An inlerview with Resident#1, on 08/23/11 at
1:00 PM and on 08/25/11 at 3:47 PM, revealed
hefshe was moved from his/her specialty
mallress to a reqular maitress on the morning of
01/27/11 until "the next day (01/28/11) somelime
fn the afternoon.” This was due lo a malfunciion
wilh histher bed, which caused a "smali fire" in
his/her room and it required he/she to be
removed from the room and the bed.

An interview with PT #1, on 08/25/11 at 2:55 PM
and 3:35 PM, and on 08/26/11 at 2:07 PM,
revealed Residenl #1 was placed in a reguiar bed
versus a bariatric low air loss maliress, on
01427111, related lo a malfunction in his/her bed.
PT #1 slated Resident #1’s body filled up the
enlire {regular) bed and there was no room on
either side (o position safely to complete ihe
dressing change on 01/27/11. PT #1 reported
Resident #1 needed to be lurned completely to
one side and positioned against the side rail {o
complete the dressing changes on his/her

alfeeation of complrace

Preparation andior exeention of His plan of correction
does not vonstinge admisvion or agreement by the
provider of the truth of the facts alleged or conclistos
set forths in the stadement of deficiencies. The plan of
corvection is propared anitlor cyecuted solely becaunse
i s required by the provisions af federal and stite hie

their comfort and homelikeness. This was
conducled by the DNS and Administrator on
09/21/11, The resident’s response will be
documented on the Anget Care form.

Should any resident express concerns, the
Angel will immediately notify the DNS
and/or Administrator who will inmediately
take needed action on the concern, A
grievance form will be completed on any
concern. Additionally, the Administrator
will review all Angel Care Books ona
weekly basis to ensure concerns have been
addressed. The results of the Angel Care
mterviews will be discussed in the Quality
Assurance Mecting monthly. This will
gceur monthly times four months or until
compliance is achieved.

a ol

Compiletion date: 09/30/1t
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sacrum and coccyx. He staled that due {o the
size of the bed with no side rails, it was not safe
to complete the dressing change on 0127111, A
review of the Treatmeant Administration Record
(TAR), dated January 2011, revealed dressing

. changes, on 01/27/11, were signed and circled

which meant they were nol completed. LPN #1
documented, at 3:00 PM, "PT was unabie to do
the wound care to the coccyx and sacrum related
to the bed." A review of the nurses’ note, dated
01/27/11 at 1:00 PM, reveaied wound care was
not compleled related to the resident's bed.

Further review of care plan revealed that no
revisions or updates had been developed or
implemented on the date of the occurrence to
prevent delerioration of wounds related to
Resident #1 not receiving wound treatmsanis or
being placed on regular sized bed with non air

matlress. There was no documented evidence in

the Nurses Notes that the facility had
imptemented any new interventions to preven!
deterloralion of the wound related to the facility
placing resident #1 in a regular sized non air
maliress where the resident could not be safely
turned, repositioned or have physician ordered
dressing changes completed. Nurses Nole,
dated 01/27/%1 at 11,30 PM, stated thal resident

was "lwrned and repositioned every two {2) hours

and as needed (PRN) per staff"; which was the
same intervention in place prior lo resident being
moved to regular sized non air matiress.
However, interview with Resident #1, on 08/25/11
at 347 PM, revealed “the staff were not abte lo
turn or reposition me, hecadse the bed was loo
small. That was why they did not do my dressing
change that night. They were afraid to turn me
because the bed was too smali. | did not sleep all

H
F 282: This Plan of Carrection iy the conter’s eredible

. alleganton of compiance.

:
Preparation andior exeention of this plan of correetion
does not Constunte admission ar qgrecment by the
pravider of the puth of the facts alleged or conclissems
soi forth in the statement of deficienvies. The plan of
correction is prepared aidior executed solely because
it is vequered by the provisions of federal and state fos

F 282

Reswdent #1°s wounds were evaluated by the
Umit Manager and the Wound Champion
who both have advanced wound training and
all wounds have improved. The Residem
was placed on the ordered air mattress as
soon as the company representative brought
the mattress into our facility. Resident #1°s
care plan has been updated to include g 1
hour turaing and repositioning should the
resident be transtesred to any other type of
matiress,

All residents within the facility ona
spectalty mattress have the potential to be
affected. Al residents were evaluated and
no residents have been adversely affected
with regards to their matiresses,

All residents with specialty mattresses are
monitored by the charge nurse

cach shift to ensure mattresses are wotking
appropriately. This evatuation is
docamented on the Treatment
Admmistration Record (TARS) by the nurse.
If a mattress is identified as needmsz service
ol any type a call will be made to the
company representative tmmediately as has
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ailegation of compininee
night.* Additionally, the resident stated "it el like atton ef compi

H L1} r ’ i
my butl was on fire. Prepariiion andipr exeention of thes plan of correchion
does not constitate adpssion or agreement by the

A review of the P|}}‘5iCG| Therapy progress note provider of the trath of the facts alfeged or conchisions
' sel forth in the statement of defierencies The plas of

d?ted 0“28.” 1, revealed “due to a mammc.llon : f correction is preparcd andior executed solely bocaine
with the resident's bed, he/she was placed ina : ! iis requived by the provisions of federal and state law
smaller bed, with no rails, no low air loss for
greater than thirly hours, with no treatment or always been the facility practice. When a
bandage changes on 01/27/11. During today's + call is made to the Facility Representative
{01/26/1 1) dressing change, the wound was ; . for the specialty mattresses. the
noted to have increased drainage, necrotic tissue . X T ’
and a foul odor.” Further review revealed the '
Physical Therapist (PT) #1 provided "sharp
_debridement with forceps/scissors to remove
necrotic lissue from the wound bed and to
facilitate healing of the wound.” The progress
note further revealed there was minimal decrease .

representative will be contacted by

i speakerphone with the Case Manager and
the DNS and/or Administrator present 1o
ensure effective communication with the
Company Representative. Additionally, a
form has been established which will be

in the measurements of tha wound, with an : completed by the two parties present for the
increase of necrolic tissue from twenty five (25) " call which documents date, time and purpose
perceni on 01/21/11, to sevenly five (75) percent * " of the call with representative response. Ha
on M1/28/11, and an increase in undermining ; matfunction should occur on the weekend,
from 1.8 centimeters (om) on 09721711, lo 22 ¢m the Weekend Manager will make the call in
on 01/28/11. A review of the Rehab's daily ‘ the presence of one of the Charge Nurses
activity report revealed lreatment was started, on The same lorm and criteria will be

01/28/11 at 2:48 PM, and was complated at 4:20 completed with this call. Care plans are

PM, for a total of ninety one (91) minules. developed and revised by Charge Nurses and
Conlinued interview with 'PT #1 revealed that Minimum Data Set {MDS) Coordinators as
PT#1 allributed the deterforation of the wound, on deenied necessary. An in-service was
01/28/11, to the failure to comp]elg dressir{g ' . conducted with all kcensed mursing stafl
changes on 01/27/11, and the resident being on | regarding revision of care plans. This was

a reqular maltress versus a low air loss matiress

for greater than thirty {30) hours. -
F 314 483 25(c) TREATMENT/SVCS TO F 314:
s5=p PREVENT/MHEAL PRESSURE SORES

conducted by the Director of Nursing (DNS)
oh 09/29/1 1. This in-service addressed
revision ol indivigual care plans for any
resident who is on a specialty mattress if
there is a malfunction in cither the bed or the
mattress. This included additional turning
and reposifioming {exp g 1 hour versus g 2

Based on {he comprehensive assessment of a
resident, the facilily musl ensure that a resident
who enters the facility wilhoul pressure sores
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F 314 Continued From page 7 F 314§ Thes Plen sz‘('urr'L'ffiorJ is the conter's ervdible
. allegatnn of coppliance
does not devalop pressure sores unless the i ’
individual's clinical condition demonslraies thal i Preparanon andior execntion of this plas of corvection
they were unavolidable; and a resident having ! duey not constite admission or ageeenent by the
pressure sores recelves necessary treatment and : Ru)\-r'r!a;rofffhf truth nf{i:(.afr;c!_? .(.]”c'(:.e‘_f o;-c‘umf’msiu_m
services to promote healing, prevent infection and o sutforth i the stateoent of deficicacies  fe plan of
f d lobi ¢ correction is prepared andior excouted solely becatose
prevent new sores from developing. f it s requived by the provisions of federal and siate fnw
f !
. . . : . hours). This will be docunmented an the care
ghlls REQUIREMENT is nol met as evidenced i plan update sheet alony with the Certitied
’ gésed on inlerview, record raview, review of l Nursing Assistant (C.N.A.} care plans.
L ¥ "
service delail and skin assessment, it was : An audit f Al be completed by the Cas
determined the facility failed lo provide the ! ;\'I]-] s DN o m;l'c.le( b'})- fhe Lase
necessary treatment and sesvices to promote : i {ingget T:?c mi Fi S on a}g‘u y 1d13'|5» .
‘wound healing for one resident (##1), in the Manday through ”d‘“f which wil include
selected sample of nineteen (19). The facility teview of individual air mattiesses,
failed to ensure wound care interventions were documentation by the nurses regarding
implemented to prevent the worsening of wounds - functioning and any calls made to the
and to promote heating while Resident #1 was Company Representative. This audit will be
without a specially maliress for 30 hours, On conducted by the Weekend Manager on
01427411, the facility tiansferred Resident# {o Saturday and Sunday. This will be
another room and a regular bed due to an completed daily times fow weeks. After the
electrical firs. The facility failed to provide four week period, the form will be
appropriale wound care and inlerventions for 30 completed weekly times four weeks. The
hours. This failure fESU'REd in the de{e”m'a_tmn of form will then be completed monthly times
the woung causing an |ncrea5§ in undermining of . four months. All results of the audits will be
04 cenumefters (cr) and a 50% increase in the taken to Quality Assurance on a monthly
presence of necrofic lissue. basis or until comphiance 15 achieved.
he findi include: - . 1l
T ngs include Completion date: 09730411 _(4]5()[ |

A record review revealed Resident #1 was !
admiited to the facilily on 10/21/10 wilh diagnoses
to include Pyelonephiilis, Quadriplegia, ;
Neurogenic Bladder, Diabstes Type i,

Depression and Multiple Decubitys Ulcers.

A review of the cars plan, dated 01/13/11,

Fild

Resident #1 was placed back on a speciadty
mattress as soon as the Company

FORM CMS-2567(02-9%) Pravious Varsinns Claolete
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revealed "Polential for Further Alierations in Skin
Integrity related to decreased mobility/immobility.
Interventions included 1o use a pressure
radistribulion matiress on the bed (STAT 4000).
Further review of the care plan revealed "Actual
Alteration in Skin integrity refated to being

1]

- coceyx, and feet.” Interventions included to
provide these areas on histher skin with
treatments as ordered, lwice a day. Dressing

on day shift by physical therapy lo Resident#1
sacrum and coccyx and nursing was responsible
for the dressing changes on evening shift and all
dressing changes on the weekend. A review of
the quarterly Minimum Data Sel {(MDS), dated
01117411, revealed the resident was assessed as
cognitively intact, totally dependent on staff for

. personal hygiene and bathing.

Review of wound documentation completed by
Physical Therapy revealad: an 04/21/11 "stage
four {4) sacral decubitus: 7.0 centimeters {cm} X
11.8 cm X 5.6 cm with up to 1.8 cm undermining
at the eleven (11} o'clack position, tvenly five
{28) percent slough, seventy five (78) percenl

coupie of days ago”, 01/24/11 "slage four(4)
sacral decubilus: fifty (£0) percent slough, filty
(50) percent beefy red granulation. Good
granuiation in wound bed”; 01/25/11 "stage four
{4} sacral decubilus: ten (10} to twenty (20
percent slough, very bloody with clols in wound
bed. Decreased slough, drainage mose
sanguinous”, 01/26/11 "stage four (4) sacral
decubilus: twenly five (25) percent stough, twenty
five (25) percent darke:ned area, and fifty {50}

admitted with multiple skin ulcers on histher hips,

changes were completed Monday through Friday .

bed mobitity, lransfer, tlressing, eating, lollet use, -

granulation with decreased necratic tissue froma -
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allcgatton of complianee.

Preparation andior avecntion of this plan af correction
does nat constinie wilmission or agreement by the
provider af tie trath of the fucts alfeged or conclusions
set forth in the staiement of deficiencees  The plan of
correction is prepaved andior excouted sefoly Decanse
was regrored Dy the provisinns of federal and stae faw

Representative delivered the mattress to the
facility afier the hed spark occurred.

Resident #1 has been provided wound care
per physictan orders. Therapy stafl has been
in-serviced to alert nursing staff should theie
be any reason why wound care cannot bé
completed. This was completed on 09/22/11
by the Director of Nursing (DNS).
Additionaty, statf has been in-serviced
regatding more frequent turning and
repositioning with care plan update. This
was conducted on 09/29/11 and conducted
by the Dwrector of Nursing (DNS).

Al residents with pressure woumlds and/or
are on specially mattresses have the potential
to be affected. There were no other residents
i the tacility with pressure ulcers.

Reswdents with specialty mattresses were
reviewed with no concerns identitied with
the function of the mattresses and/or bed.

Resident #1°s presswre ulcers are assessed on
a datky basis by the Charge Nurse who
completes the wound dressing on a daily
basis. Should there be any change in the
condition of the wound, the physician will be
contacted as well as the responsible party.

FORKM CMS-2607(02.9%) Pravious Verslons Ol calotle Event ID; CAUT7 11
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DEFICIENCY)

F 314 Continued From page 9

F 314
percent beefy red granulation tissue. No changes :
in condition."

A record review revealed, on 01/27/11 at 9:00

AM, the facilily moved Resident #1 from a

bariatric sized air maltress, with side raiis to a
regular sized non air mattress, without side rails.

A review of the Fire Depariment report, dated | :
01/27/11, revealed they were called lo the facilily |

at 9:07 AM and responded at 9:08 AM, related {o !
the ihcident with Resident #1's bed. Further
review of the report revealed "last unil cleared” at |
9:26 AM. Interviews with Licensed Praclical
Nurse (LPN} #1, on 08/24/11 al 3:24 PM,

Cerlified Nurse Aide (CNA) #1 on 08/25/11 al
11:.056 AM | and Registered Nurse {RN) #2, an

- 08/25M11 at 11:12 AM, revealed Resident #1 was

moved from the air mallress using a hoyer lift,
after the incident with his/her bed on 01/27/11
and placed on a non alr matiress, without side
rails, in a room across the hall. A review of a
nurse’s note documented by LIPN #1, dated
01/27/11 at 1:00 PM, revealed dressing changes
ware not completed to Resident #1's coccyx and
sacrum "related to the resident's bed.” An
interview with Resideni #1, on 08/23/11 at 1.00
PM, and on 08/25/11 al 3:47 PM, revealed hisfher
room “caught on fire" around December 2010 or
Janwary 2011, The resident revealed staff was
unable to move his/her bed as it was too large to
get out of the room. He stated hefshe spent the
night across the hall on a regular bed, due to the
malfunction of his/her bed.

Further review of care plan, daied Q1/13/11,
revealed there was no documented evidence the
facility had implemented new inlerventions
prevenl decline in the wound, related to Resident

This Plan of Correction ts the conter’s ctedibde
allegation of comphiance,

Prepareuion andior excentton of this plan of correcton
dues nol constituie admission or ageeement by v
provider of the tenth of the facts alfeged or conclusions
st forih in the statement of deficiencies. The plan of
carrection is preparsd andior executed solely becntise
it 15 requived by the provistons of federal and staie Taw

The resideni bas had no new pressure ulcers
since admission to the ficility, All of the
resident’s wounds have shown improvement
with 7 of the 13 adoutted with wounds
successfully healed.

The Staff Development Coordinator has -
serviced nursmy staffm delivery of
necessary heatments and serviees to promote
healing of pressure ulcers. In-services
inchuded providing treatmets according to
physician's orders, use of apprapriate
pressure relieving surface and turming and
repositioning per plan of care, This -
service was conducted on 09/15/1 1
Education will be provided with the therapy
department on 09/22/11 by the Ditector of
Nursing to ensure therapy 1s aware to notify
the Unit Managers when dressimg changes
will oceur so assistance can be provided as
needed, Additionally, therapy will notey the
Direclor and/for Unit Manager when
addittonal assistance is needed to conduct
dressing changes.

The Director of Nursing and/or the Wound
Champion will review treatment records and
pressure uleer monitoring reports daify to
ensure appropriate interventions are m place

FORM CMS-7567(02-99} Previovs Versions Cbsolele
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#1 being placed in regular sized bed with non air
maltress. Nurses Note, daled 01/27/11 at 11:30
PM, staled thal resident was “lumed and
repositioned every two {2) hours and as ngeded
{PRN} per staff’; which was the same
interventions in place prior to the incider! on the

. morning of 01/27/11. However, further interview

with Resident #1 revealed “the staif could not

" turnfreposition me because the bed was too

small " An interview with Licensed Practical

Nurse (LPN) #1, on 08/24/11 at 3:24 PM,

revealed Physical Therapy (PT) was unable o
compiele the dressing change on 01/27/11,
because the bed was not big enough to turn
him#her on histher side. LPN #1 documented, on |
the Treatment Administration Record (TAR), on !
01727111 at 3,00 PM, that "PT was unable to '
complete the wound care on the resident's

coccyx and sacrum related to the bed.” A review
of the nurses' notes, dated 01/27/11 at 1:00 PM,
ravealed the coceyx and sacrum wound care was
not completed relaled o the bed. Additionally, a
review of the TAR, dated 01/27/11, revealed the
PM {reatment was not completed as welt. Review
of the PT daily progress not revealed no wound
treatment was compleled on 01/27/11. An
interview with PT #1, on 08/25/11 al 2:556 PM and
3:35 PM, and on 08/26/11 at 2:07 PM, revealed
Resident 111 was placed in a regular bed versus a
barialric ow air loss mattress, on 01/27/11,

related to a malfunction in his/her bed. Staff was
unable to turn Resident #1 properly to do histher
dressing changes hecause of resident’s size, the
size of the bed, and the fact that the bed did not
have side rails. PT it1 raported that Resident #1
needed to be turned over completely on one side
and positioned on the side rail to be able to
complete dressing changes to sacrum and

alfegation of campliance

Preparafivn windior excenteon of they plan of cotrecten
does not constthide adintssion or agreement by the
provider of the trutlt of the faces allcged or conclusions
set forth w the stacemens of deficiencies. The plan of
carrection iy prepaved andior execured sofel becanse
it iy requered by the provisiom af fedecad and ete finy

and treatments have been completed per
physician orders to promaote wound healing.
This review will occur Monday through
Friday. The Weekend Muanager will review
these records on Saturday and Sunday. This
review will occur daily times four weeks,
The teview will then occur weekly times
four weeks if no tssues have been found.
The review will then occur monthly bmes
four meonths. The Wound Champion has
always observed wownds on a weekly basis
and will continue to do so. Additionatly. sf
there is any change noted in o resident’s
wouned during a dressing change the Wouad
Champion will observe the wound at that
time. The Quaklity Assuranve pressure uleer
teol wall be completed monthly. This wilh be
reviewed at the QA mecting monthly times
tour months or until comphance 1s achieved.

élaoln

Completion date: 09/30/11

FORM CMS-2567(02-99) Pravious Verslons Obsolato
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SUMMARY STATEMENT OF DEFCIENCIES

n PROVIDER'S PLAN OF CORRECTION (L5

coceyx, PT #1 stated Resident #1's body tilled up
the entire (regular) bed and there was no room on
either side to position the resident safely to
complete the dressing change on 01/27/11. He
staled it was not safe fo turn/reposition the
resident in the bed at that time.

Additionally, there was no documented evidence
in the Nurses Notes that revealed the facility had
implemented any new interventions to prevent
worsening of the wounds, related to resident |
being in regular sized non air mallress and the
inability 1o turn and reposition the resident in the
bed.

An interview with Resident #1, on 08/23/11 at
1:00 PM, and on 08/25/11 at 3:47 M, revealed
staff could not lurn/freposition me becauss the
bed was foo small and that was why they did not
do my dressing change thal night." Resident #1
stated he/she was uncomfortable, did not sieep
alt night and had reported to slaff that “my bult
[was) on fire.” An intorview with Cerlitied Nurse
Alde (CNA) #1, on 08/26/11 at 11.05 AM,
revealed "l know hefshe was uncomforlable” in
reference to the resident being on a regular bed.

An interview with RN #1, on 08/25/11 at 3:40 PM,
revealed she was uncertain if she or someone ;
else contacted the technician to come o the
facility to replace the mattress. She expecled |
the call to the technician to be made immediately
and slaled " am sure § probably did, and | do not
remember, bul he came right away." A review of
the facility's invesligation, dated 01/28/11 at 2.00
PM, revealed the lechnician "brought a new air
matiress for Resident #1's bed and the rasident
was put back on i.” RN #1 verified the

X4 1D
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY Ot LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE At
DEFICIENCY)
]
F 314 Continued From page 11 F 314' This Plan of Correction s the conter's credible
. allegation of compliance

Preparation andior execution of this plan of corvection
does ot cansitiite admission or agrecnient by the
provider of the trwdh of the fucts afleged or gonclustons
set farth in the statenient of deficiencies The plan of
correctran is prepared oy eveenied solcly becawic
i1 regquared by the provisions of federpd and stite taw
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PROVIDER'S PLAN OF CORRECTION (RD)

documentation on the investigalive report as well
as her signature. She stated  she "documented !
the dale to be 01/28/11, then it was 01/28/11" |

however, she thought it was the same day .

An interview with a Delivery Technician, on ;
08/25/11 at 145 PM, revealed ha was required to !
respond within a four (4) hour lime frame whena |
faciity called him. He reported it was
approximately two {2) houwrs {rom the time he
received the calf until the fime he got the bed
changed. He stated he was on-call twenty four
{24} hours a day, seven {7) days a week and had
a four {4) hour time frame in which he was
expected to respond. A review of ihe "Service
Request Delail” reveated a dispatch history, dated
01/28/11 al 9:18 AM, which was approximately
twenly four {24) hours after Resldent 1 was
moved fo a smaller non air matiress where
hefshe could nol be turned or repositioned. An i
interview with Resident #1, on 08/25/11 at 3:47
PM, revealed hefshe was movaed to a regular non -
air malltress following the fire, until "the next day,
sometimes in the aflernoon.” Furher review of the
outlet audit form, dated 01/28/11 at 2:00 PM,
revealed documentalion by RN #1 stating the bed
technician "brought a new air mattress for
Resident #1. Resident #1 was put back onit”

An Interview with PT #1, on 08/25/11 al 2,565 PM
and 3;35 PM, and on 08/26/11 at 2.07 PM, PT#1
revealed Resident #1 was retuined {o a bariatric
low air loss mallress, on 01/28/11, and the
dressing change was compleled at that time. A
review of the Physical Therapy daily progress
note, dated 01/28/11, revealed Resident #1
“slates histher backside had been “on fire" earlier
and then went numb. Sacral decubilus

N0 SUMMARY STATEMENT OF DEFICIENCIES oo
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORREGTIVE AGTION SHOULD BE LOMPLLILN
TAG HEGULATORY OR £ 5C IDENTIFYING INFORMATION) TAG GROSS-REFERENGED 10 THE APFROPRIATE DATE
DEFICIENCY)
. : Fhis Plan of Correction 1s the comter’s ovedible
F 314 Coniinued From page 12 F 314 o) Correetie et

allegation of complionee.

Preparation awlior exeontion of tis plan of correcnion
dies net constuce admission o agrecment by e
provider af the ruth of the facrs alleged o conclusions
sat forth in the statement of deficiencies. The plan of
carrectudt is preparved dndior executed solely becuwne
it ix requared by the provisions of federal ard stare ey
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D PROVIDER'S PLAN OF CURRECTION (%5)

measurements were, 6.6 centimeters {crm) X ;
11.5 cm X 5.4 cmwith 2 2 cm undermining at the
twetve (12} o'clock position. Foul odor noted from
salurated dressing from 01/26/11. Increased '
slough, drainage, and odor. Purple areas {o
wound perimeter." Physical Therapy weekly
progress note dated 01/28/11 slatad, "Progress
was noted wilh decrease in iength, width, and
depth. Due to a malfunction with the resident’s
bed, he/she was placed in a smaller bed, without
tails, no low air loss for greater than thirty {30}
hours, with no treatment or bandage changes on
01/27/11. During today's (01/28/11} dressing
change, the wound was noted to have increased
drainage, necrotic lissue and a foul odor. The
resident's current bed is similar to the previous
mallress." Addilionally, the Physical Therapy
weekly progress note revealed there weare
changes from the previous week, to include an
increase in undermining from 1.8 centimeters
{cm), at the eleven {11} o'clock position, to 2.2

cm at the twelve {12} o'clock position, and an
increase in necrotic tissue from hwenly five (25)
percent to sevenly five (75) percent. Note stated
that potential for achieving slated goals was

good, based on "relurn lo correct bed.” PT #1
nole on 01/28/11 staled that he completed "sharp
debridement with forceps/scissors lo remove
necrolic tissue from the wound bed and facilitate
healing of the wound." A review of the Rehab's
daily aclivity repont revealed ireatment was
started, on 01/28/11 at 2:49 PM, and was
compleled at 4:20 PM, for a total of ninely one
(91) minutes. Further interview with PT i1
revealed he atiributed the deterioration of the
wound, on 09/28/11, to failure {o complele
dressing changes on 01/27/11, and the resident
belng on a regular mallress versus a low air loss

X410
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLE TIGH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) { TAG CROSS-REFERENCED TOQ THE AFPROFPRIATE DATE
: ' DEFICICNCY)
] i
. This Plan of Correction is the cester s credible
F 314 Continued From page 13 f F 314 allegation of comphance.

Pieparetion andier evecntron of shas plas of covrecaan
dogs nol constetiete admission ar ggreement by the
provider af the truth of Bhe facts alfeged ar conclusions
set forth iy the statemens of deficiencies. The plus of
corrcation Is prepared anddor executed solely becaive
it is reguived by the provisions of federal ad state favw
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DEFICIENCY)

: This Plan of Corrcction is the center’s credible
F 314 Continued From page 14 F 314f aitegation of complanee.
maliress for greater than thirly (30) hours.
Preparation andor cxecuton of this plon af eorvechon
daes ot consbitute adnission or ggreement by the

An Ir?{(:?NIEW Wdh the D‘lr.ector of NE)I’SH’]Q (DON)' . provader of the truth of the facts alleged or conclusiany
Administrator, and Facilily Nurse Consultant, O,H , set farth in the stetement of deficiencies The plon of

08/26/11 at 4:25 PM, revealed they could provide . correction is prepared andior erecaed seicly beeative
no explanation as to why Resident #1 was noton it ts requised by the provistuns of foderef and sise faov

the specially maitress for over thirty {30) hours.
In reference to notification of the technician, the
DON stated "we called him and he came,” but
she could nol provide a reason as lo why a
specially matiress was not brought to the facility
untif 01/28/11. The DON revealed the resident's
wound had not declined, and when questioned
about PT #1's progress note, dated 01/28/11,
which revealed changes in the resideni's wound,
she slated the nurse assessed the wound betler
than PT. The DON staled, that on the evening of
01/28H1, tha nurse did not report any decline in
the wound. Upon further review of the nurses' :
note, provided by the DON, dated 01/28/11 at

11:30 PM, revealed the treatment was done by

the nurse after PT #1 had already spent ninety

ane {(31) minules lo complele the dressing

change that same day.

Interviews with CNA #1, RN #2, and the DON
revealed (hat resident was lurned and .
repositioned every hour due to resident not being
in histher bed; however Resident #1 inferview on .
08/25/11 at 3;47 PM revealed that "staff coukl not
turn and reposilion me because the bed was too -
small.” PT#1 interview on 08/25/11 at 3:35 PM
also revealed that resident was "in regular sized
bed with no bed rails and it was not safe to lum
him to his side. His body filled up the entire bed
and there was no room on either side.”

An interview with the resident's physician, on

i continuation sheet Page 15 of 19
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The facility must mainlain all essential
mechanical, electrical, and patient care
equipmen! In safe operaling condition.

This REQUIREMENT is not met as evidenced

by:
" Based on obsetvation, review of the electrical
conlracter's report and inlerview, it was
delermined the facility failed to maintain
permaneni wiring and ensure essential electrical
equipment was in safe operating condition, for
one resident (#1), In the selected sample of
nineteen (14}, as evidenced by electrical outlet

STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN UF CORRECTION IDENTIFICATSION NUMBER. COMPLETED
A BUILDING
185196 BWING __. 08/26/2011
NAKME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIf CODE
10466 US HWY 62
OAKVIEW NURSING & REHABILITATION CENTER CALVERT CITY, KY 42029
X410 SUMMARY STATEMENT OF DEFICIENCIES I in PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED DY FULL PREFIX {EACH GORRECTIVE AGTICHN SHOULD BE COMPLEHON
TAG REGULATORY OR LSC IDENTIF YING INFORMATION) T1AG CROS$S.-REFERENCED TO THE APPROPRIATE AT
DEFICIENGY)
s Plo 1 »
F 314 Continued From page 15 314 alloontion o ompiime e
08/26/11 at 5:54 PM, revealed he was In the
acily on 01128111 and was e of the o s o
R . N I 0y LB e i ML " Agreeie . r
0”.27” 1 E!\Cideilt‘WIEh Resldent#1's ,bed' The -provider af the teuth of the foets u{.g:;vgc:'!f:)? t‘r"\.'!t ;:mmn
resident was put in a safe place. i lhink the staff set forth i the statement of deficiencics. The plan of
did what they had to do and put hirm/her in ; correction s preparcd andior executed soleh Decase
anothar hed." \When queslfoned about Resident ; ; i is reqiared by the proviswns af foederal and stane law
#1's dressing change not being compleled on the '
day of the bed's malfunction, he stated, "l do not ! i
think | knew thare was no dressing change on the
day of the maifunction. | do not know about those
circumslances.”
A review of the annual MDS, dated 07/21/11,
revealed the facility continued to assess Resident
#1 as having no evidence of cagnltive :
impairment. Observation during the facifity’s skin |
assessment, on 08/24/11 at approximalely 4.00
PM, revealed Resident #1's wound
measurements of sacral decubilus was 5.2 cm X
10.7 cm X 2.5 cm, with 1.5 cm undermyining at !he
one {1) o'clock pomlcon.
F 456 483,70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 456 F 456
$5=D OPERATING CONDITION )

Resident #1 was the resident in the bed
which had an electrical spark. The resident
was immediately moved off of the bed
across the hall into another bed within the
facithty. The resident was not harmed. An
electrical contractor came into the building
immediately alter the electiical spark on
01/27/11 o inspect the outlet involved with
no 1ssucs identifled.

All outlets in the facthity were checked in the
facility on the day of the spark with no
problems identified,

F ORM CMS-2567{2-99) Pravious Versians Obsolate Evert 16y CAUZ1t

Facihly iy 160330
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{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES I
PREFIX {EACH DEFIGIENCY MUST BE PRECEDE[ BY FULL :
T1AG REGULATORY OR LSC IDENTIFYING INFORMATION} :

1]
PREFIX
TAG

! PROVIDER'S PLAN OF CORRECTION (X5)

! {EACH CORREGTIVE ACTION SHOULY B COMFLETION

CROSS-REFERENGED TO THE APPROPRIATE DATL
DEFIGIENGY)

F 466 Continued From page 16 ;
boxes which protruded two Inches out from the
walls with no barriers in place. Cn 01/27/11,
Resident #1's bed was raised by lhe staff and a
“popping” nuise was heard. Observations
revealed elecirical sparks came out from the
outiet box which resulted in the mellting of the
bed's cord. Additionatly, the outlet box cover
turned black, the resideni's pilow case was
singed, and the air mattress and the pump on the .
bed shorted out. The resident had lo be placed in
another bed. '

. The findings include:

An interview with Resident #1, on 08/23/11 at
1:00 PM oand on 08/25M 1 at 3:47 PM, revealed
the plug on his/her bed "caught on fire" in
December 2010 or January 2011, and he/she
was moved to another room. Resident #1
reveaied Cerlified Nurse Aide (CNA) #1 raised
the head of his/her bed for breakfast and he/she
heard a "popping noise." Resident #1 stated
CNA #1 called for assistance but no one
responded, so shs left the room lo go gel help.
CNA #1 returned with Licensed Practical Nurse
(LPN) #1 and Registered Nurse {RN) #2. Helshe
stated RN #2 pulled oul the plug with her foot.
The resident reveated, in the past, the head of
hisfher bed would not raise or lower properly. The
staff would have to "hold" the plug in the sockel
while the head of lhe bed was raised or lowered.

An inlerview with CNA #1, on 08/25/11 at 11:05
AM. tevealed she was in the room with Resident
#1 at the ime of the incident, which happened on
01/27111. She stated she raised the head of the
bed with a controller and heard a noise, observed
a spark, and then she observed a "black mark”

This Plon of Correction is the center's credibly

" ARG . ’
F 456 allepation of complinnee.

Preparatton and/or execution ef this plan of correcinm
doas not constilute sulmission or agieepient by e
provider of the truth of the fucts alteged v conciusions
set forth in the stetement of deficiencees The plam of
correction it propared andior executed solely becaise
i is required by the provistons of federal and siate lay

Al resident heds were placed away from the
outlet to ensure when the bed  was rassed or
lowered there would be no contact with the
outlet. All nursing stafT were educated on
ensuring the bed is not placed where the bed
can make contact with the outlet when
raising or lowering the bed, This was
completed by the Staff Development
Director on 09/15/11 and will also be
included in new hire orientation un a repitl
basis.

The Maintenance Director and/or his
Assistant will complete 2 maintenance log
an all bed cords 1o ensure no foose screws on
the bed cords, which was the cause of the
spark, in the factlity on a weekly basis. Any
concerns will be addressed immediately.
The log will be reviewed by the
Administrator weekly to ensure completion
of the fogs. An Audit will be compleled by
the Admmistrator on a weekly basis times
four, then monthly times four months. The
results of the audits will be taken to Quahty
Assurance monthly times four months or
until compliance is achieved,

Completion date: 09/30/11

FORM CMS-2587(02-99) Previous Versions Obselola Exenl 1D CAUTYY
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SUMMARY STATEMENT OF DEFICIENCIES '

18] PROVIDER'S PLAN OF CORRECTION %5}

on the wall. She called a "Code Red,"” yelled
“fire,” and pushed Resident #1's bed away from
the wall.

An interview with RN #2, on 08/25/11 al 11:12
AM, revealed she was on har way to the morning
meeting, on 01/27/11, when she was called to
Resident #1's room by CNA #1. She revealed
there was a spark and some smoke. The fire
alarm was pulled and she unplugged Resident
#1's bed with her foot.

An interview with LPN #1, on 08/24/11 at 3:24
PM, revealed he and RN #2 were summoned to
Resident #1's roomn due to “fire," on the morning
of 01127/11. He reporied the bed cord sparked
and the "fire" was extinguished.

An interview with the Mainienance Direclor, on
08/24711 at 3:45 PM and 4:00 PM, revealed he
was called lo Resident #1's room from the

morning meeting, on 01/27/11. He saw "outlet

the fire department responded. He stated there
was black smoke on the wall of Resident #1's
room and the end of the cord to the bed was
melted. He further stated the power went o
because "a breaker blew.” There was a loose
screw which connected the cord lo the bed and
caused the “over amp.” He could not provide an
explanation as to why the screw was loose. He

outiel boxes lo protect them from being struck
when the beds were moved, raised or lowered.

A review of the electrical contractor's repori,
dated 01/27/11, revealed the “wire mold raceway
and boxes were UL listed and met the Federal

smoke but no fire.” A "Code Red" was called and

revealed there was not a barrier or cover over the

i

X3
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAS REGULATORY OR L5C IDENTIFYING INFORMATIOH) TAG CROSS - NEFERENGED TO THE APFROPUATE ATE
DEFICIENC™
) , ﬂ'F Vel he e pypet Y 5 1 Y
E 456 Continved From page 17 F 456 s Plan of Corvection 15 the center’s ereiible

alleganon of compliance.

Preparation andor exconttor of dus plan of correction
does net comvitute admissian ar agreeaent by e
provider of the truth of the facis elleged or conclusions
set forth it the statement of deficiencies The plan of
correction is prepared amdior esecutod solely beceamne
i 1 required by the previsions of federal and sie faw
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LD SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION o
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {(EACH CORREC TVE ACTION SHOULD RE COMPLETION
1AG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY;
F 456 Continued From page 18 : F 456 This Plan of Correction is the centor's credible
N . . ; alfeganon of compliance
Specs,” and "lhe only mainlenance to be done |
was to Iighlen the two (2) screws which held the i Preprration andior excention of this plon of correction
back of the box lo the front of the box " i docs not constitde admisston er ggreemein by the
: provides of the truth of the facts alleged ar conclusions
; ; : ' ‘ set fortl 0 the statement of deficioneies. The plas of
An o‘i)servallon of Roam #4110 (R.esrldem #'s ! correction iy prepared andior exectited selely becawse
previous room), on 08/26/11 at $:45 A, revealed ‘ it is requived By the provisions of fedorad and state fnn.
the outlet protruded from the concrete walls
approximately two inches on all sides and was in
direct line of the bed frame.
An interview with CNA #2, on 08/26/11 at 4:25
- PiA, revealed the resident was moved lo another
room {#112), after the incident on 01/27/11. She
further revealed Rasident #1's bed "sparked out |
again" On this accasion, the CNA revealed she '
assisted the resident to move up while in the bed.
This caused the bed to move against the wali and
the outlet "arched out again.”
An interview with the Direcler of Mursing (DONM),
on 08/26/11 at 10:45 AM, revealed the facility did
not have a cover on the outlet box and was not
made aware they needed one, i
i
i
FORM CMS-2567{02-99) Previous Yersions Obsalele Evont 1D CAUT 1 Facility 1D, 1€0330 If continuaiion sheel Page 19 of 19
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SUMMARY STATEMEMNT OF DEFICIENCIES

iD : FROVIDER'S PLAN OF CORREGTION

D 15y
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD RE COMPLENSY
TAG REGULATORY OR ESC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFFROPRIATE DATE
| ! DEFICIENCY)
| ' |
K027 ; Continued From page 1 KO27|  This Plan of Correction Is the center's credible
' 20-minute fire protection rating or are at least ! atlegntion of compliance.
. ¥eineh thick sol i z
: ¥ mch thick solid bonded wood core. _Non rated . ; FPreparation andior execution of s plan of carrection
i protective plates that do not exceed ‘?B inches ; does net constitute admission ar agreenment by the
, from the botton of the door are permitted. provider of the truth of the facts alleged or conchisions
i Horizontal sliding doors comply with 7.2.1,14 sel forth in the suuement of deficiencies. The plan of
; Doors are self-closing or automatic closing in correction is prepared anior executed sofely because
' accordance with 19.2.2.2.6. Swinging doors are it s requiired by the provisiens of federal and state Ia
' . . o |
not required lo swing with egress and positive : : . ,
°9 ‘ Hall I, T, and 11T smoke doors were adjusted  0%/30/11

fatching is nct required.  18.3.7.5, 19.3.7 8,

19377

This STANDARD s not met as evidenced by:
Based on observation and interview, it was

determined the facility failed to ensure cross

corridor doors focated in a smoke barrier would

' resist the passage of smoke. Thasa doors must
close all the way to help prevent fire/smoke from

; reaching other parts of the building in a fire

siluation. The deficiency has the potential to

affect three (3) of six {6) smoke compariments,

. {100} residents, staff, and visitars,

The findings include:

: Observation on 0&/24/11 at 851 AM, with the

- Maintenance Supervisor, revealed the smoke

" deors tocated in Hall 1, Hall 2 and Halt 3 would
- not close completely.

Interview on 08/24/11 at 8:51 AM, with the
Maintenance Supervisor, revealed the facility
would adjust docrs to close properly.

. Reference: NFPA 101 (2000 edition)
- 8.3.4.1* Doors in smoke barriers shail close the
- opening leaving

on 08/24/11. Doors will be audited as part
of Preventative Maintenance program, and
will be checked monthly to ensure proper
function. The Performance Improvement
Commitiee will review monthly to ensure
comphance.

FORM C25.2357{02-39) Prewidus Vamons Obsolete

Event 10.CAU721
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRQ$S-REFERENCED TO THE APFROPRIATE GFE
i DEFICIENGY)
i {

K027 Conlinued From page 2 i K027t 7his Plan of Correction is the center's credible
i only the minimum clearance necessary for proper ; allegation af complinnce.
 operation | , _ . .
" and shalt be without undercuts, fouvers, or grilles Preparation andior execution of Hiis plun of correciipn
! » 0r'g . does not constitute admission or agreenent by the

K029 (1 NFPA 101 LIFE SAFETY CODE STANDARD K029 provider of the treth of the facts alleged or conclusions

S5=D | set forth in the statement of deficiencies. The plan of
i One hour fire rated construction (with % hour correction is prepared and/or executed sofely because
! fire-rated doors) or an approved automatic fire it is requiived by the provisions of federal and state lavw,

. exfinguishing system in accordance with 8.4 1
andfor 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the door are

i permitted.  19.3 2.1

This STANDARD is not met as evidenced by:
Based on observation and Interview it was

determined the facility failed to mest the

requirements of Protection of Hazards, per NFPA

| Standards. The deficiency had the potential to

| affect one {1) of six {68) smoke compartments, /
residents, staff and visitors. The facility is
licensed for one-hundred (100} beds and the

| census was ninety- four {84} on the day of the

r

Fsurvey.

|

' The findings include;

|

{

! Observation, on 08/24/11 al 9:26 AM, with the
Maintenance Supervisor revealed the door {o the

i Housekeeping Supply Room did not have a self

The Housckeeping Supply room door had — 09/30/1 1
a self closing device installed on 09/15/11.

The Housckeeping Supply door

will be included in the monthly door PM.
Performance Improvement Committee

will review monthly to ensure compliance.

FORAE CMS-2567(02-58) Pravious Varsions Obsclate

Event 10; C4UT21
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910 | SUMMARY STATEMENT OF DEFICIENCIES e PROVIDER'S PLAN OF CORRECTION ety
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; } H DEFICIENCY)
é ! !
K029 Continued From page 3 K 029 This Plan of Correction is the center's credible

closing device installed on the door.

interview, on 08/24/11 at 9:26 AM, with the

. Maintenance Supervisor revealed he was

+ unaware the door to the Housekesping Supply
. Room was required to be self-closing.

: Reference:

NFPA 101 {2000 Edition).

- 19.3.2 Protection from Hazards.

19.3.2. 1 Hazardous Areas. Any hazardous areas

shall be safequarded by a fire barner having a

1-hour fire resistance rating or shall be provided

[ with an automatic extinguishing system in

| accordance with 8.4.1. The automatic

! extinguishing shall be permitted to be in
accordance with 19.2.5.4. Where the sprinkler

- option is used, the areas shall ba separated

. from other spaces by smoke-resisting paritions

i and doors. The doors shall be self-closing or

[ automatic-closing. Hazardous areas shall

i include, but shall not be restricted to, the

fotlowing:

{1} Bailer and fuel-fired heater rooms /

{2} Central/bulk laundnes larger than 100 fi2

(9.3 m2)

' (3) Paint shops

{4) Repair shops

{5) Soiled finen rooms

{6) Trash collection rooms

" {7) Rooms or spaces larger than §0 ft2 (4.6 m2),

| including repair shops, used for storage of

! combustible supplies

i and equipment in quantities deemed hazardous

' by the authority having Jurisdiction

E

allegation af compliance.

Preparation andiar exeention of thts plan of correction
dges not eonstitute admission er agreement by the
provider of the truth of the facts alleged or conclusions
st forth i the statement of deficiencies. The plan of
correcifon is prepared andior executed solely beceanse
it is required by the provisiony of federaf aind state low

FORM CMS.2567(02-89) Previous Verwens Qbsclata
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Facdity 10 100320

it conbnuation sheet Page 4 of 7



PRINTED: 09/12/201¢

DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (Xt) PROVIDER:SUPPLIER/CLIA (X2} MULTIPLE CONSTRLUCTION {xX3) DATE SURVEY
AND PLAN OF CCRRECTION IDENTIFSCATION NUMBER: COMPLETED
A BUILCING 01 - MAIN BUILDING 01 '
8. VANG
185185 08/24/2014
MAME CF PROVICER OR SUPFLIER STREET ADDRESS, CITY, STATE, 7IP CODE
' 10458 US HWY
DAKVIEW NURSING & REHABILITATION CENTER s 52
CALVERT CITY, KY 42029
oHio SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF GORRECTION 5
PREFIX. {EACH DEFICIENCY MUST BE PRECEQED BY FULL ( PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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‘ ! {
K029 (‘ Continued From page 4 K029 This Plan of Correction is the center's credible
i (8) Leboratories employing flammable or allegation of compliance.
. combustible materials in quantities less than p y y ) his ol
: . S lor oxee ' -
' those that would be considered a severe hazard. !i:{ e lf)ﬂ andfor exectition af t is plan of correction
- \ daes not constitute admission or agreement by the
EXC&‘PUO”- Doors in rated enclosures shall b i provider of the truth of the fucts afleged or conciusions
permitted to have nonrated, factory or I set forth i the statement of deficiencivs. The plan of
 fietd-applied ; corvection is prepared andfor executed solely becanse
‘ protective plates extending not more than : it is required by the provisions .uffedcm! and state lav.
. 48 in. {122 cm} above the bottom of the door. ! i ) '
: o rars © LI o G/ 107
K072 i NFPA 101 LIFE SAFETY CODE STANDARD Ko72: Staff were in-serviced on 09/15/11 09/30/11]

558=F
- Means of egress are continuously maintained free
- of all ohstructions or impediments to full instant
" use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruet
" exits, access to, egress from, or visibility of exits.
7.1.10

- This STANDARD s not met as evidenced by:

Based on observation and interview, it was

| determined the facility failed to ensure means of

" egress were maintained free and clear of
cbstructions according to NFPA standards. The

- deficiency has the potential to affect three (3) of

' 5ix (6) smoke compariments, all residents, staff
and visitors. The facliity is licensed for one
hundred {100) beds; the census on the day of the

i survey was ninety-four {94),

. The findings include:

! Observation during the Life Safety Code Survey

a on 08/24/11 between 9:05AM and 10,00 AM, with
| the Maintenance Supervisor, revealed med carls
" by Reom 117 In Hall 1, wheelchairs and Resident
i Chairs in Halt 3, two {2) wheelchairs in Hall 2.

|

regarding the storage of med carts, wheel
chairs, and resident chairs in halls. Audits
of Hall I, 11, and [ wilt be conducted by
the Executive Director, Director of Nursing,
or Unit Managers 5 times weekly to ensure
compliance and then routinely as needed.

Food storage carts were removed from the
means of egress. Staff were in-serviced on
09/15/11 regarding the storage of food carts.
Audits will be conducted by Executive
Director, Food Service Manager, or Director
of Nursing 5 times weekly for 1 month, then
3 times weekly for 1 month to maintain
compliance.
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TaG | REGULATORY OR LS5 IDENTIFY{NG INFORMATION; ‘ A6 CROSS-REFERENCED TO THE ARFROPRIATE HATE
: DEFICIENGY)
| |
. i = | )
K072 : Continued From page 5 i KO72)  Tius Plan of Corvection is thc center's credible
: Also Food Siorage Carts where stored in the Exit j i allegation of compliance.
" Corridor off of the Dining Room. The items i : Proparati " o of this .
: . ) . . i i eprration g or execution of this jrian 0]‘['{)#7 cciien
: observed in f‘he corridors wera §t0r9d a”d_nOt in ‘ L dues not conshiute admission br agreement by the
- use for a period of more than thirty {30) minutes. : | provider of the truth of the fitcts lleged or conviusions
i set forth in the statement of deficiencies. The plan of
' Interview with the Maintenance Supervisor, i J correction is prepared and/or excented solely because
confirmed the items located in the corridors and ‘g I s reqiired Dy the provisions of federal and stote inw
. indicated that was not where they are kept. .
| Reference: NFPA 101 (2000 edition) |
1 7.1.10.1* Means of egress shall be continucusiy ]
! maintained ’
‘ free of all obstructions or impediments to full
' instant use in ?
! the case of firg or other emergency. :
K 147 . NFPA 101 LIFE SAFETY CODE STANDARD K 1471 The open junction box on Hail 11f was 09/30/11
s5=D | covered on 08/24/1§,

: with NFPA 70, National Electrical Code. 9.1.2
\

This STANDARD s not met a5 evidenced by:
; Based on observation and interview, it was
; determined the facility failed to ensure electrical
! wiring was maintained according to NFPA
standards. The deficiency had the potential to
aftect one (1) of six {8} smoke compartments,
ncluding residents, staff, and visitors, The facility
‘is licensed for one hundred (100) beds with a
E census of Ninety-Four {34) on the day of the
| survey.

|
i
!
i
!

i The findings include:

! Electrical wiring and equipment is in accordance -
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8 WING
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XD SUMMARY STATEMENT OF DEFICIENCIES : D PROVIDER'S PLAN OF CORRECTION 15,
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL i PREFIX (EACH CORREGTIVE ACTION SHOULD BE CAMELETIDH
TaG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE

i
!
| OEFICIENGY)
[

K147, his Plan of Correction is the center's credibie
allegation of compliance.

K 147 ' Continued Front page 6

|
Preparation andior execution of this plan of correction

i . i
- Observation, on 08/24/11 a1 9:05 AM, with the i . does not constitute admission or agreement by the

: Maintenance Supervisor revealed one {1} open ] o provider of the truth of the fucts alleged or canclusions
" junction box located in Hall 3 between rooms # : set fortl in the statememt of deficiencres. The pina of

| correction is prepared andior executed solely beciuse
it 1s required by the provisions af federal and state faw

* 348 and# 350.

- Maintenance Superviser revealed he was
| Unaware of the open electrical junction.
|

| Reference: NFPA 70 (1939 edition) i

Interview, on 08/24/11 al 9:05 AM, with the !

| 370.28(c) Covers.

! All pull boxes, junction boxes, and conduit bodies
i shall be provided with covers compatible with the |
i box or conduit body construction and suitable for
' the conditions of use. Where matal covers are
used, they shall comply with the grounding

i requirements of Section 250-110. An extension ;
' from the cover of an exposed box shalf comply !
| with Section 370-22.
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