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88= PERSONS/PER CARE PLAN

The services provided or arranged by the facllity
must be provided by qualified persons In
acconrdance with each rasident's written plan of
care,

This REQUIREMENT is not met as evidenced
by:

Basad on observation, interview, record review,
and facility policy review, it was determined the
facliity failed to ensure services were provided in
accordance with each resident's writien plan of
care for two (2) of twenty (20) sampled residents
{Resident #3 and Resident #12). The facliity
developed a care plan with interventions for
Reslident #3 and #8's nails to be trimmed weekly.
Observations on 03/18/15, during skin
. assassments for Resident #3 and Resident #12,
| revealed tha residents' fingemails and toanails
were long and in naed of timming.

The findlngs include;

Review of the facility policy titled "Care Plan and
Protocol,” revised August 2012, revealed a care
plan would be developed for each resident with
maasurable objectives to meet a resident's
madical and nursing needs.

1. Review of the medical record for Resident #12
| ravealed the facliity admitted the resident on

EPTSENTATNE‘S SIGNATURE : th[ ﬂ’q : THLE 4- /’ ) ﬂ

. staternent ending with an asteriik () denoles a daficiency which the Institution ray ba excused from comecting providing il is determined
other safoguards provide aufficlent protection 1o the patlents , {See instructiona ) Except for nursing homes, the findings stated above are disclosable B0 d
following the date of survey whether f not a plan of comection is provided. For nursing homas, the above findings and plans of cormection are disclasabla 14
days lellowing the date theae documants are made avallable 1o tha facility. If deficiencies are cited, an approved plan of correction is requisite fo continued
program participation,
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08/31/12, with diagnoses that included
Parkinson's diseass, Hypertension, and Acute
Renazl! Failure, Review of 3 quarterly MDS for
Resident #12 dated 12/30/14, revealed the
resident required total assistance of one person
for personal hygiena, Review of a plan of cara for
Resldent #12 datad 07/17/14, ravealed staif
would check the resident's nali length, and trim
and clean his/her nails weekly,

Observation of a skin assessmant for Resident
#12 on 03/18/15, at 10:45 AM completad by
Registered Nurse (RN) #1, revealed the rasidant
was observed to have long fingemails and
nenails that were in need of timming., Hawever,
RN #1 was not observed to trim the residant's
nails,

Interview conducted with RN #1 on 03/19/15, at
1:30 PM, revealsad she had placed Resident #12
on the list of residents to ba seen by the
podiatrist The RN stated she was required to
chesk a resident's fingemails and toenalls when
conducting a skin assessment. The RN stated
she should have trimmed Residant #12's
fingernails, but had not identified the fingernalis
were long and In need of trimming.

4. Review of ihe medical record for Resident £3
revagied the facility admittad the resident on
12/12/08, with diagnoses that included Down's
syndrome, Prostate Hyperplesia, and
Contractures. Review of a quarterly Minimum
Data Set (MDS) dated 03/02/15, revealed the
resident raguirad the total assistance of one
peraan for personal hyglene. Review of the plan
of care for Resident #3 dated 05/19/14, revealed
nalf care would be provided weekly.

-See attached.
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Observation of a skin assessment for Rasident
#3 completed by Licensed Practical Nurse (LPN)
#1 on 03M8/15, at 2:40 PM, revealed the
resident's toenalls were lang and in need of

trimming.

Interview conducted with LPN #1 on 03/18/15, at
2:45 PM, revealed she was responsible to ensure
Resident #3's nails were trimrmad. LPN #1 stated
Resident #3's toenails wera long and thick and
would naed to be timmed by the podiatrist,

Interview conducted with the Director of Nursing
(DON) on 03/15/15, at 5:05 PM, revealed RN #1
should have timmed Resident #12's naila when
completing histher skin assessment on 03/18/15,
The DON atated LPN #1 should have placed
Resident #3's name on the list of residents fo be
saen by the podiatrist. The DON ravealed nurses
were required 10 assess a resident's nails when

, canducting a waekly skin asseasment The DON

stated she had not identified any concerns with
nall care not being provided previously,
483.25(a}(3) ADL CARE PROVIDED FCR
DEPENDENT RESIDENTS

A resident who is unable to camy out activities of
dally living raceives the necessary services ti
maintain good nutrition, grooming, and parsana)
and oral hyglene,

This REQUIREMENT is not mat as evidenced
by:

Based on abservation, Interview, record raview,
and facility policy review, it was determined the
facility falled to ensure necessary services to

F 282

F 312
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maintain grooming and personsl hygiens were

provided for two (2) of twenty (20) samplaed

residents (Resident #3 and Resident #12).

Observation on 03/18/15, during skin

assessments for Resldent #3 and Resident #12,

revesled the residents’ nalls were long and in
nead of timming.

! The findings include:

Review of the fadility policy titted "Protacal for Nail
Care," undated, revealed nall care would be
provided waekly,

1. Review of Residant #12's medlcal record
revealed the facility admitted the resident on
08/31/12, with diagnoses that included
Hypertension, Parkinson's disease, and Acute
| Renal Failure.

Raview of a quarterly Minimum Data Set (MDS)
dated 12/30/14, revealed Residant #12 required
the totai assistance of one person for personal
hyglene. Review of Resident #12's plan of care
dated O7/17/14, revealed nursing staff would
check the residant's nall length and trim and
clean his/her nails waakly,

Observation of a skin essessment for Resident
#12 on 03/18/15, at 10:45 AM complated by
Registerad Nurse (RN) #1 revealed the resident's
fingernails and toenails were long and in need of
trimming. RN #1 did not trim the resident's nails
during the skin asseasmant.

Interview conducted with RN #1 on 03/10/15, at
1:30 PM, revealed sha should have trimmed
Resldent #12's fingernalls, but did not identify tha
fingemalls were long and in need of timming.

~ See a—&ac\ned-
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RN #1 stated a podiatrist would have to trim the
rasident's toenails, The RN stated she was
required to check a rasident's fingernalls and
toenalls when conducting a skin assessment

2. Review of Resldent #3's medical record = Sié. Q.‘&ﬁd’\ed -

revealed the facllity admitted the msident on

« 12/12/08, with diagnoses that includad
Contractures, Down's syndrome, and Prostata
Hyperplasia.

Review of a quarterly MDS dated 03/02/15,
revealed Rosident #3 required the total
assistance of one person for personal hygiena,
Review of Resident #3's plan of care dated
09/19/14, revealed nail care would be provided
waekly,

Obsgervation of a skin assessment for Resident
#3 completed by Licensed Practical Nurse (LPN)
#1 an 03/18/15, at 2:40 PM, revealed the
reaident's toenails wara sbservaed to be long and
in nead of timming.

intarview conducted on 03/19/15, at 2:45 PM with
LPN #1, revealed she was responaible to ensure
Resident #3's nails were trimmed. The LPN
stated Resident #3's toanails were long, thick,
and hard to cut and would need to ba trimmed by
tha padiatrist,

An Interview with the Director of Nursing (DON})
on 0318715, at 5:05 PM, revealed RN #1 should
have trimmad Resident #12's nafls on 03/18/18.
In addition, the DON stated Resident #3's name
should have been placed on z list to be seen by
the podiatrist Tha DON revealed nurses were
required to asseas a resident's nails when

| canducting a weekly skin asseasment. Tha DON
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stated she had not identified any concems with
, hall care not being provided. :
F 322 ° 483.25(a)(2) NG TREATMENT/SERVICES - F 322

$s=h RESTORE EATING SKILLS : - S e QT\.\-QC\(\QA .

' Based on the comprehensive assessment of & [
i residant, the facility must ensuré that -

(1) A resident who has been abla to eat enough
alona ar with assistance is not fed by naso gastric
tube unless the resident* s dinical conditicn
demonstrates that use of a naso gasiric tube was
unavoidable; and

i (2) A resident who is fed by a naso-gastric or i

gastrostomy tube recelves the appropriate i
treatment and services to prevent aspiration
pneumonis, diarrhea, vomiting, dehydration,
metabolic abnomalities, and nasal-pharyngeal
ulcers and to restore, if possible, nomal eating
skills,

Thia REQUIREMENT I3 not met as aevidenced
| by:

Based on abservation, interview, record review,
and facility policy review, it was determined the
facility failed to ensura residents who were fed by
a gastrostomy tube received the appropriate
sarvicas to ensure residents’ tuba feeding formula
was [abeled with the type of feeding and the date
and time it was [nitiated for two (2) of twenty (20)
sampled resldents (Resident #8 and Resident
#18). Observation on 03/17/15 of Resident #8
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and Resident #16 revealed the residents'
gastrostomy tubae feadings were not labealed with
the type of formuia or the date and time the tube
feeding was inltiated.

The findings include;

Review of the facility policy titied “Administration
of Medications par Gastrostomy Tube Pollcy,*
undated, revealad the policy did not address
lebeling gastrostomy tube feadings. No other
poiley was provided by the facility. An interview
with the Director of Nursing (DON) an 03/19/15,
at 5:05 PM, ravealed nursing staff should labet alt
tube feading bags or bottles with the type of tube
| feeding and the date and time the tube feeding
was [nitiated.

1. Review of the medical record for Resident #8
ravealad the facility admitted the resident on
11/30/11 with diagnoses that included
Hypertension, Senlle Dementia, Congastive Heart
Failure, Small Bowel Obstruction, Anemia,
Depression, Anxiaty, and Alzheimer's Disease.

Review of a Quarierly Minimum Data Sst (MDS)
assessment dated 02/03/15 for Resident #8
revealed the resident had a gestrostomy tube
feeding. Raviaw of physician's orders for
Resident #8 dated 03/01/15, revealed an order
for the resident to recelve TwaCal {nutritional

| supplement) at 80 milliliters per hour via
gastrostamy tube,

Review of the Comprehensive Care Plan for
Resident #8, dated 03/04/15, ravaalad Resident
#8 recaived TwoCai nutritional supplement at 80
| milliliters par hour via gastrostomy tube for 14
hours from 8:00 PM to 10:00 AM per feeding
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pump.

Observation of Resldent #8 on 03/17/15, at 8:25
AM and 9:51 AM revealed tube feeding was
infusing via the resident's gasirostomy tube.
However, the formula was not labeled as to the
type of tube feeding or the date and time the tube
feeding was initiated.

2. Review Rasidgent #16's medical racord
revesled the facility admitted the rasident on
04/19/13, with diagnoses that includad Cardiac
Oysrhythmias, Alzhaimer's, and Hypothyroidism,

Reviaw of a significant changa in condition MDS
assassment dated 12/31/14 revealed Resident
#16 receivad gastrostomy tube feedings, Review
of physician’s orders dated 03/01/15, revesled an
crder for Osmolite 1.2 at 45 millliters per hour via
gastrostomy tube. Review of Resident #18's plan
of care datad 01/08/15, reveaied the nurse would
ensure the resident was receiving the comrect
formuta as it was amderad by the phyaician.,

Observation of Resident #16 on 03/17/15, a1 8:35
AM, revealad Osmolite 1.2 was observed to be
infusing via Resident #18's gastrosiomy tube at
45 milliliters per hour. However, observation of
the tube feeding bottle revealed the time the
bottla was initiated was not decumented on the
bottle.

interview conductsd with Registered Nurse (RN)
#1 on D3/19/15, at 1:30 PM, revealed she had
provided care for Resident #8 and Resident #18
on 03/17118, The RN stated Resident #8's tube
fesding bag should hava been labeled with the
tube faading type and data and time the tube
feeding was initiated, and did not know why it was

F 322
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not labalad.

Interview conducted with the Director of Nursing
(DON) on ¢3/19/15, at 5:05 PM, revealed nursing
staff should Iabel all tube feeding bags or bottles

with the type of tube feeding as well as the date h ed
and time the tube feading was initiated. The - gz_& 0:\*6‘&.C .
DON siated she made rounts several timas daily
throughout the facility and randomly checked tube
feeding formula. The DON stated she had not

idantified any concems with tube feading bags or
botties not belng fabeled, !
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Annual Survey
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1. Resldent #3 and #12 are receiving appropriate nail care and services by nursing staff in
accordance with the written pian of care.

2. The plan of care for each resident was reviewed by clinical coordinators for each unit to
determine that the resldents are receiving care, specifically nall care In accordance of their
written pian of care by qualified personnei. Additionally, observations of all resident’s nails
were compieted by clinical coordinators to verify that nail care services were being done in
accordance with their written plan of care. No problems were identified.

3. Inservices were held with alt nursing staff on 3/20/15 and 4/1/15 by Director of Nursing and
Administrative Staff. The Inservices addressed the importance of following the written plan of
care In regards to all care, with emphasis on nail care, grooming, and personat hyglene. Also on
notlfication of MD for podiatry services If necessary.

4. The CQl Committee designee will conduct random audits of resident’s plan of care and make
observations to plan of care and their nait care to ensure the written plan of care is being
foliowed by qualified personnel. These audits will be completed on five residents per unit each
week for one month and then manthly for one quarter. Any concerns will be corrected
immediately and reported to the CQl committee for further follow-up.

5. April 30™ 2015



04:38:02 p.m. 04=-10-2013

[ 12§

Corbin Heaith and Rehabilitation Center
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Annual Survey
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Resident #3 and Resident #12's MD's were notified for podiatry consult and arrangements were
made immedlately and Resldent #12's finger naiis were trimmed immediately. Resldent #3 and
Resident #12 Is receiving necessary care and services to maintain good grooming and personat
hygiene.

All resident naiis were checked by the clinlcal coordinator on each unit to ensure proper nali
care was performed. Also residents were observed to ensure they were receiving necessary
services to maintain good grooming and personal hygiene. No problems were identified.
Inservices were held with ali nursing staff on 3/20/14 and 4/1/15 by Director of Nursing and
Administrative Nursing staff to address the importance of providing all residents with necessary
services to maintain good grooming and personal hygiene with emphasis on nall care protocol.
The CQJ designee wiil observe five residents weekly for one month and then monthly for a
quarter to ensure all residents are receiving necessary services to maintain good grooming and
personai hyglene specifically, naii care. Any Irregularities will be corrected immediately and
reported to the CQl committee for further follow-up.

April 30, 2015
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1. Resident #8 and Resident #15 is receiving the appropriate services to ensure residents’ tube

2.

5.

feeding formuia is iabeied with the type of feeding and the date and time It was initiated.

All residents wha are fed by gastrostomy tube were checked per Clinical Coordinators to ensure
all were receiving appropriate services and that the tube feeding formula is jabeled with the
type of feeding and the date and time it was initiated. No other probiems were identified.
inservices were held on3/20/15 and 4/1/15 per Director of Nursing and Administrative Nursing
for ali Nursing staff regarding Tube Feeding protocol with an emphasis on ensuring residents’
tube feeding farmuia is labeled with the type of feeding and the date and time it was initiated.
The CQI designee wiii conduct random audits of residents’ who are fed by gastrostomy tube to
ensuring the accurate tube feeding formula being labeied with the type of feeding and the date
and time it was initiated by making observations and review of clinicai record for accuracy of
type of feeding, rate and frequency. These audits wili be completed on five residents per week
for one month and then monthiy for one quarter. Any concerns wili be corrected immediately
and reported to the CQl committee for further foilow-up.

Aprii 30, 2015
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K 000 | INITIAL COMMENTS K 000
CFR: 42 CFR §463.70 (a)

BUILDING; 01

PLAN APPROVAL: 1981 = ggé’ a—{-(-O\d’lecl .

SURVEY UNDER: 2000 Existing

. FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type lll "
(000)

SMOKE COMPARTMENTS: Six

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (DRY .
SYSTEM) i

EMERGENCY POWER: Type |l natural gas
generator

A lifa safety code survey was initiatad and
+ concluded on 03/18/18. The findings that follow :
demonstrate noncampliance with Titie 42, Coda :
of Federai Reguiations, 483,70 (a) el seq (Life
Safety from Fire). The facility was found net to be
in substantial compllance with the Requiraments
for Participation for Medicare and Medicaid.

Deficiencies wera cited with the highest
daficiency identified at "F" level,
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038|

: Exlt aceess is aanged so that exits are readily

IREETOR'S OR PROW;.?{UPPU Ik REPRESENTATIVE'S SIGNATURE
s a - \ A 7 i d

- L i,

Any deficiericy stalement ending with an asterisk (%) denoles a deficiancy which the Institution may be axcused frem correcling providing it is determined that
other safeguarda provide sufficlent protection ta the patients, jSee instructions) Except for nursing hames, the findings stated above an disciosable 80 days
following the date of survey whather or not a plan of correction ie provided. Far nursing homes, the abave findings and plans of commection are discloasbie 14
days mw:ﬂgc ithel I:aie these documents are mada avallabie to the facility. If deficiencles are cltod, an approved plan of comection is raquisiie fo continued
Program participation.
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K 038 ' Continued From page 1 K 038

acoesasibla at all imes in accordance with section
74, 1921

This STANDARD ia not met as evidencad by:

Based on observation and interview, the faciiity
failed to ensure that doortocking amangements
met National Fire Pratection Agency (NFPA)
requiremants, This cdeficient practice affected two
{2) of six (8) smoke compartments, staff, and
approximately sixty-twa (62) rasidents, The
facility has the capacity far 100 bads with a
census of 87 an the day of the survey,

The findings include:

During the Lifa Safety Code survey on 03/18/15
at 8:50 AM, with tha Director of Maintenance
(COM), a door leading to an exterior courtyard
from the resident TV room was observed to have
a giide bolt type latch mounted greater than 48
inches above the fioor. An interview with the
DOM on 03/18/15 at 8:50 AM reveaied he was
not awara of height requirements for door
iock/istching devicas, During the survey an
additionai resident TV room was observed to
have a slide bolt atyle lateh mounted greatar than
48 inches above the floor.

Reference: NFPA 101 (2000 Edition).

17.2154

- g(Q qﬂ&t‘tei-
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K038

K047
S8=F

Continued From page 2

A lateh or other fastening devica on a door shall
be provided with a relessing device having an
obvious method of oparation and that is readily
aperated under all lighting conditions, The
reieasing machaniam for any 1atch shall be
iocated not leas than 34 in, (86 em), and not mora
than 48 in, (122 cm}, above the finished fioor.
Doors shail be operable with not more than one
releasing operation.

Excaption No. 2: The minimum mounting height
for the releasing machanism ahall not be
applicabla to existing instaliations.

NFPA 101 LIFE SAFETY CODE STANDARD

Exit and directionai signs are displayed In
accordanse with section 7.10 with continuous
illumination also sarved by the emergency lighting
system, 19,2.10.1

This STANDARD ia not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that doars that could be mistaken
for exits had signage stating that these doors
were not exits. Thia deficient practica affected six
(8) of six () smoke compartments and
occupants of the building. The facliity has the
capacity for 100 beds with a census of 97 on the
day of the survay.

The findings include:

During the Life Safety Code survey on 03/18/15
al B:40 AM, with the Dirsctor of Maintenance
{DOM), & door leading to an inner courtyard was
abserved not to have signage stating that this

K038

K 047

'SLQ Mc,hecl

FORM CMB-2587{02.53) Previous Varsions Obsolste Event IC:0ST724
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K Q47

Continuad From page 3

was not an exit. "No Exit" signage is required cn
doors that are likely to be mistaken for an exit
During the survey six other doors leading to the
inner courtyard were obsarved not to have the
required "No Exit" signaga.

An intarviaw with the DOM on 03/18/15 at 8:40
AM reveaied he was not aware the "No Exit*
signage had been removad,

The findings were revealed to the Administrator
upon exit.

Reference: NFPA 101 (2000 Edition).

7.10.8.1* No Exit.

Any door, passage, or stairway that is neither an
exit nor a way of exit accass and that is located or
arranged sa that it is [ikely to be misteken for an
axit shali be identified by a sign that reads as
follows:

NO

EXIT

Such sign shall have the word NO in latters 2 in,
(5 cm) high with a stroke width of 3/8 in. {1 cm)
and the word EXIT in latiars 1 in. (2.5 em) high,
with the word EXIT below the word NO.
Exception; This requiremant shali nat apply to
approved axisting signa.

A7.10.8.1

I The hkelihood of aceupants mistaking

passageways or stairways that iead to dead-end
spaces for exit doars and becoming trapped
governs tha need for exit signs. Thus, such
areas should be marked with e sign that reads as
follows:

NQ BXIT

K 047

_See attached

FORM CM3-2547(02-25) Previous Versions Obaciala Event ID: 957721
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. Supplementary identification indlcating tha

character of the ansa, such as TO BASEMENT,
STOREROCM, LINEN CLOSET, or the ilke, Ia
pemitted to be provided. {Sae A.7.10.2.)

-See aached:
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Corbin Health and Rehabilitation Center

Life Safety Code Plan of Corrections

March 18, 2015

K038

zl

All slide bolt type latches in TV Rooms were immediately removed from doors.

All doors leading to the exterior were checked per Director of Maintenance to ensure thera was
no siide bolt type latches mounted an any doors. No further latches were noted.

Director of Maintenance and Administrator inserviced per Regional Director of Operations on
March 20, 2015, regarding Life Safety Code Standard for latches or other fastening devices on a
door shall be provided with a releasing device having an obvious method of aperatlon and that
the releasing mechanism for any latch shell be iocated not fess than 34 inches and not more that
48 inches above the finished flioor.

The CQI designee will conduct random audits by visual observation of five facility exterior doors
weekly for one month and then monthly for a quarter to ensure facility is meeting the national
Fire Protection Agancy requirements for door-iocking arrangements. Any irregularities will be
carrected immediately and reported to CQI committee for follow-up.

April 30, 2015
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Corbin Health and Rehabilitation Center

Life Safety Code Plan of Corrections

March 18, 2015
K047

1. All Exit doors to courtyards had “NO EXIT” signs displayed on them immediately.

2. Director of Maintenance checked all doors to courtyard and any other door that could likely be
mistaken for an exit to ensure a sign, “NO EXIT”, was displayed. No further problems were
identified.

3. Director of Maintenance and Administrator were inserviced by Regional Director of Operations
on March 20, 2015, on guidellnes for appropriate signage to any daor, passage, or stairway that
is neither an exit nor a way of exit access and that Is located or arranged so that it is likely to be
mistaken for an exit.

4, The CQI designee will conduct random audits on courtyard doors by visual observation to ensure
proper signage Is visibie and correctly displayed. This will be done weekly for one month and
monthiy for a quarter. Any problems wili be corrected immediateiy and reported to the CQi
committee for further follow-up.

5. April 30, 2015



