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Before a nursing facility transfers a resident to a
hospital or aliows a resident fo go on therapeutic
feave, the nursing facility must provide writlen
information to the resident and a family member
or legal representative that specifies the duration
of the bed-hold policy under the State pian, if any,
during which the resident is permitted to return
and resume residence In the nursing facility, and
the nursing facility's policies regarding bed-hold
periods, which must be consistent with paragraph
{b}(3}) of this section, permilting a resident to
return,

At the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing
facility must provide to the resident and a family
member or legal representative written notice
which specifies the duration of the bed-hoid policy
described in paragraph (b){1) of this section.

This REQUIREMENT is not met as evidenced
by

Based on interview, record review and review of
the facility's policy on Notice of
Transfer/Discharge, it was determined the facility
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The statements made on this plan of
F 000 | INITIAL COMMENTS F000| correction are not an admission to and
A standard health survey was infiated on do not constitute an agreement with the
leged deficiencies herein.
10/09/12 and concluded on 10/111/12 and a Life alteg ©
Safety Code survey was initlated and concluded . . )
on 10/09/112. Deficiencies were cited with the To remain in compliance with all
highest scope and severity of an E. The facility federal and state regulations, the center
had the opporiunity to carrect the deficiencles has taken or will take the actions set
?ﬁgg;&:g:"edies would be recommended for forth in the following plan of
F 205 | 483,12(b)(1)8(2) NOTICE OF BED-HOLD F apg| correction. The following plan of
ss=c | POLICY BEFORE/UPON TRANSFR correction constifutes the center’s

allegation of compliance. All alleged
deficiencies cited have been or will be
corrected by the date or dates indicated

F205

It is the practice of this facility to
ensure before a resident transfers to a
hospital or goes on a therapeutic leave,
that we provide written information to
the resident and a family member or
legal representative that specifies — (i)
the duration of the bed-hold policy
under the State plan, if any, during
which the resident is permitted to
retum and resuine residence in the
nursing facility; and (ii) The nursing
facility’s policies regarding bed-hold
periods, which must be consistent with
paragraph (b) (3) of this section,
permitting a resident to return.
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Any deﬂcienc{statenyeni ending with an asterisk (*) denotes a deficiency which the Institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable S0 days
following tha date of survey whether or nof a plan of corraction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available 1o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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. What corrective action(s) will be
F 205 C9nttnued From page ! F 205 accomplished for those residents
failed to ensure residents leaving the facility for found to have been affected by the
physician appointments, emergency room visits . s .
and hospital procedures were provided with a deficient p‘r achc.e 'ReSldCI‘lt.#-'i, #10,
Notice of Transfer/Discharge for eight (8) of #1 8,. #24 sgll re_:nde in the facility.
twenty-four (24} sampled residents and twelve Residents identified were educated and
(12} unsampied residents. {Residents #4, #10, provided with a Bed-Hold Notice form
#14, #15, #18, #22, #23 and #24). by Social Services on or before
The findings include: 11/18/2012, Res:dent. 5 #.I4, #15, #22
and #23 no longer reside in the center.
The facility did not provide evidence of a policy '
regarding Transfer/Discharge. How will you identify other residents
Intervi ith the Director of Nursi (DON) having the potential to be affected by
nterview with the Director of Nursing , on ‘ T
10/11/12 at 3:45 PM, revealed the facility did not tche same d.‘:jﬁc""“t 1"1"““’““(1' ssion
provide residents' transferring from the facilily for urrent residents and new admissions
emergency room visits, hospital visits and have the potential to be affected by the
physician appointment visits with a Notice of deficient practice.
Transfer/Discharge. Current residents will be educated on
ir - i on
1. Review of the clinical record for Resident #4, ;E?qul:leme?t ofBedt Ho"fl Notttl.ce up
revealed the facility admitted the resident with ischarge fo an acute care setting,
diagnoses of Multiple Injuries related to a MVA in therapeutic leave or physician
2011. The facility transferred the resident to the appointment on or before 11/18/2012.
hospital for care on 07/26/12, 081012, 08/24/12 An audit was coimpleted of residents
and 09/19112. The facility was not able to provide discharged to an acute care setting,
documentation the resident received a Notice of therapeutic leave or physician
Transfer for any of these transfers. ap . Py
appointment since 10/11/12 to ensure a
2. Review of the clinical record for Resident #10, Bed-Hold Notice form was completed
revealed the facility admitted the resident with and sent with the resident on or before
diagnoses of Congestive Heart Failure and 11/18/2012 by Social Services.
Chronic Renal Disease. The facility transferred Residents who did not have a Bed-Hold
the resident to the hospital for care after a fall on oo f \ f transfer will be
09/09/12. On 09/10/12, the facillty transferred the Notice form at time of transfer wi
resident back to the hospital for testing. On provided with a copy of the Bed-Hold
09/11/12, the facility transferred the resident back Notice form and educated on the
to the hospital and the resident was admitted, purpose of the form on or before
FORM CMS-2567(02-99) Previous Varsions Obsolete Event ID: SUTN11 Fagility ID: 10020% If cantinuation sheet Page 2 of 29
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The facliity was unable to provide documentation
of providing the resident with Notice of
Transfer/Discharge for any of those transfers,

3. Review of the clinical record for Resident #14,
revealed the facility admitted Resident #14 with
diagnoses of Malnutrition and Alcohol Abuse.
The faciiity transferred the resident to the hospital
for a physician ' s appointment on 09/05/12. The
facility was unable to provide documentation of
the resident receiving a Notice of Transfer for that
transfer,

4, Review of the closed records for Residant
#22, #23, and #24 revealed none had a Notice of
Transfer/Discharge when they were sach
discharged from the factiity.

5. Review of the ciinical record for Resident # 15,
revealed the facility admitted Resident #150n
07/21/07 with a diagnosis of Hypertension,
Dementia and Syncopal episode related to severe
aortic stenosis. The facility transferred the
resident on 07/12/12 to the Hospital for Shortness
of Air. The facility was unable to provide
documentation of the resident receiving a Notice
of Transfer for that transfer.

6. Review of clinical record for Resident #18,
revealed the facility admitted Resident #18 with
diagnoses of Chronic Renal Failure, Anemia,
Pneumonia, and Cardiac Disease on 02/09/08.
The facility transferred the resident to the hospital
for acute care and re-entered the facility on
11/28/11. The facility was unable to provide
documentation on the resident receiving a Notice
of Transfer for those transfers.
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. 11/18/2012 by Social Services.
F 205 | Continued From page 2

F 205
What measures will be put into place
or what systemic changes will you
make o ensure that the deficient
practice does not recur — To ensure
the deficient practice will not recur, the
facility has implemented the use of a
standardized Bed-Hold Notice Form.
The Interdisciplinary team consisting
of the Administrator, the
Administrative Director of Nurses
(ADNS), Social Workers, and
Directors of Care Delivery (DCD) will
monitor completion of the Bed-Hold
Notice Form daily through the Eagle
Room Quality Assessment and
Assurance process to ensure
compliance beginning on 11/14/2012.

Licensed Nurses and Social Services
will be inserviced by Administrator,
Assistant Administrator, Human
Resources Director and Nurse
Supervisor on the Bed-Hold Notice
policy by 11/18/2012. Questionnaire
will be provided to nurses and Social
Services post education to validate
competency,

How does the facility plan to monifor
its performance to ensure that
solutions are sustained —A Bed-Hold
Notice QAA Audit tool will be
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. completed on resident transfers to the
F 205 Contu.wed !-'rom page 3 F208) acute care center, MD appointments or
Interview with Registered Nurse (RN) #2, on on a therapeutic leave by Social
10/11/12 at 11:00 AM, reveated she was not Services t ure the Bed-Hold Notice
familiar with the Notice of Transfer/Discharge and ervices to ens ,
the facility did not use such a form. form is completed at time of transfer by
the licensed nurses, Beginning
Interview with Licensed Practical Nurse (LPN) #1, 11/14/2012 this audit will be completed

on 10M1/12 at 1:50 PM, revealed the facility did

once a week for 4 weeks, monthl
not have a Notice of TransferlDischarga to send Y

out with residents. times 2 months and quarterly for 2 .
quarters., Areas of non-compliance will
Interview with the Administrator on 10/10/12 at be addressed immediately.

4:30 PM revealed the facility had not used a
Notice of Transfer/Discharge letter for all

. ] Audit results will be reviewed during
residents transferred or discharged from the

facility .| our QAA process. The quality
F 241 483.15(a) DIGNITY AND RESPECT OF F 241) assessment and assurance
$S=D; INDIVIDUALITY (QAA) committee (Administrator,
Assistant Administrator, ADNS,
The facility must promote care for residents in a Medical Director, DCD, Social
manner and in an environment that maintains or Services Maintenance) will validate
enhances each resident's dignity and respect in . -
full recognition of his or her individuality, the aCt,mnS tak?n ar.e effectlve.ly .
resolving the cited issues beginning
11/15/2012,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facility's orientation guidebook,
it was determined the facility failed to provide care
In a dignified manner for two (2) of twanty-four F241
(24) sampled residents and tweive (12)
unsampled residents. The facllity failed to
provide privacy during a skin assessment for

11719/2012

It is the practice of this facility to

: ; ; promote care for residents in a manner
Resident #8 which axposed him/her to the . . .
roommate’s visitor. In addition, the facility staff and in an environment fhat- ma:mtan:]s of]
failed to sit while feeding Resident #20. enhances each resident’s dignity an

respect in full recognition of his or her
The findings include: : individuality.
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Review of the facility's orientation guidebook,
dated 2002, revealed it was necessary to knock
before entering a resident's roem because ajl
residents deserve to be treated with dignity and
respect. inorder to promote a resident's dignity
and respect, staff must always knock before
entering the resident's room.

1. Observation of Resident #6, on 10/10/12 at
9:30 AM, during the resident's skin assessment,
revealed Unit Manager Registered Nurse (RN) #1
entered the room and closed the resident's door.
Further observation of Resident #6's room
revealed no privacy curtain around the bed to
shield the resident from being seen from the
haliway. In addition, the privacy curtain between
Resident #5 and the room-mate was only drawn
halfway closed. Continued observation during the
skin assessment revealed RN #1 left Resident
#6's body exposed except when she entered the
bathroom for a wash-cloth, F urther observation
revealed, the visitor for the foommate waiked to
the foot of the resident's bed, which ajllowed a
visual view of Resident #6's body. At 4:40 PM,
Certified Nursing Assistant (CNA) #2 entered the
room without knocking while Resident #5's lower
body was exposed.

Interview with RN #1, on 10/10/12 at 10:00 AM,
revealed all staff were trained to knock before
entering a resident's room. She further stated as
a manager daily rounds and consistent
observations of staff knocking were ways she
ensured privacy was maintained. She continued
to state that CNA #2 entered the room during the
skin assessment without knocking,
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F 241 Continued From page 4 F 241

What corrective action(s) will be
accomplished for those residents
found to have been affected by the
deficient practice? - Privacy curtain
was replaced for resident #6 by
Director of Housekeeping on
10/10/2012,

Resident #20 has been assessed to
determine the level of assistance
required for meals and ADL care plan
has been revised on 11/9/2012 by
DCD. During meal time, staff will sit
and provide assistance to resident #20.

How will yon identify other residents
having the potential to be affected by
the same deficient practice? -

Current residents and new residents
have the potential to be affected.

A facility wide audit was conducted
for placement and function of privacy
curtains by the Housekeeping Director
on or before 11/9/2012. Rooms
requiring placement and/or repair of
privacy curtains will be corrected by
the Housekeeping Director prior to
11/18/12.

Residents who require assistance with
feeding were assessed for level of
assistance and ADL care plan updated
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] by the DCDs, MDS nurses or Nurse
F 241 | Confinued From page 5 F 2411 Supervisor on or before 11/18/12,
:2&2{5‘::&“;5@ #ezr; (t)rn ilmc: ?" 1 f 32;1;4?0 ‘ZM- Staff feeding residents that require
een trained to knock befor . T te b .
entering a resident's room. She further stated the aSS}Sta"ce will sit while offering
purpose of knocking was to ensure the resident's assistance.
dignity and respect. She stated she should have
knocked before entering Resident #5's room, What measures will be put into place
Additional interv ith RN #1 on 10/10/12 at or what systemic changes will you
itional interview wi on a .
12:00 PM, revealed Resident #8's privacy curlain make'to ensure that the?deficlent
had been removed by housekeeping to be practice does not recury —
cleaned prior to 1010712, however, she was Housekeeping staff will be educated by
unsure when Resident #6's privacy curtain was the Housekeeping Director on the need
removed. to ensure each resident has a privacy
Interview with Resident #6 in his room, on tt:)mf"tam la 1";: 2‘? 11121 good repair on or
10/10/12 at 10:45 AM, revealed he/she had never etore :
had a privacy curtain around his bed. He/She ) .
further stated that he/she was exposed whenever Nursing staff and therapists assisting
the door was opened and care was being residents with meals will be inserviced
provided. by the Administrator, Assistant
Record review revealed Resident #6 was Administrator, Rehal?.Dtrector, DCDs,
assessed on the Minimum Data Set Assessment Human Resources Dircctor and Nurse
{MDS) dated 08/11/12 to have a BIMS scora of Supervisor on the requirement to sit
15 with no cognitive deficit. Further review of the when providing assistance to residents
MDS for Resident #6 revealed the resident during meals on or before 11/18/2012,
required extensive assistance with perscnal care.
2. The facility was unable to produce a policy or a C.N.A. #2 was edlljcated one on one on
checkiist on feeding the residents. our ADL/Restorative Practice guide by
Director of Care Delivery on or before
Resident #20 was observed during the evening 11/09/2012.
meal in the Life Skills Dining Area, on 10/09/12 at
4:40 PM, being fed by Certified Nursing Assistant . s
(CNA) #8. During that ime GNA #8 was Nursing staff providing care for
observed standing while feeding Resident #20. residents in their rooms ‘}’m be
The Director of Nursing (DON) came into the inserviced by the Administrator,
dining area and offered the CNA a chair and Assistant Administrator, Rehab
FORM CMS-2567(02-99) Previous Versions Obsolele Event 10: SU7H14 Facility ID; 100201 If continustion sheet Page 6 of 29
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motioned him to sit down.

Resident #20 was observed, on 10/10/12 at 11:45
AM, during the iunch meal in the Skills Dining
area being fed by Registered Nurse (RN) #5 and
CNA#6. The RN and the CNA were both
observed standing over the resident while
assisting with feeding.

Interview with CNA #6, on 10/1012 at 12:05 PM,
revealed he had worked at the facility for fifteen
(15) years and was uncertain whether the facility's
policy was to sit or stand whiie feeding a resident,

Interview with the Life Skills Coordinator, on
10/10/12 at 12:10 PM, revealed she had been in
her position at the facility for ten (10) years and
was uncertain what the facility's policy was
conceming sitting or standing while assisting with
feeding a resident.

Interview with RN #5, on 10/10/12 at 12:30 PM,
revealed she was trained to sit down when
feeding a resident. RN #5 commaented there was
not an extra chair in the room and that standing
while feeding might make a resident feel hurried.
RN #5 was uncertain who was responsible to
train the CNAs in the proper way of feeding the
residents.

Interview with RN #8, the Director of Clinicat
Deiivery (DCD) for the Pathway Unit and the
Skilis Living Unit, on 10/10/12 at 2:30 PM,
revealed all CNA's were trained in CNA school on
feeding residents and were given a preceptor
when hired, The proper way of feeding a resident
was reviewed in the new employee orientation
and also reviewed by the new employea's

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
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. Director, DCDs, Human Resources
F 241 Continued From page 6 F 241

Director and Nurse Supervisors to
ensure they understand the requirement
to provide privacy during care and
treatinent on or before 11/18/12. .

To ensure the deficient practice does
not recur as it relates to privacy
curtains, Housekeeping staff will
utilize a daily check off list to monitor
for placement and function of privacy
curtains beginning 11/12/2012. The
daily check off list will be reviewed by
the Housekeeping Director weekly and
corrections made as they are identified,

To ensure the deficient practice does
not recur as it relates to sitting while
feeding residents that require
assistance, dining rooms will be
monitored daily per each meal by nurse
supervisor or meal monitors
(Administrator, Assistant
Administrator, Administrative Director
of Nursing, Business Office, Activities,
Social Services, Human Resources,
Maintenance, Dietician, Nurse
Supervisor, Weekend Manager). New
hires will be educated in orientation on
this new process.

How does the facility plan to monitor
its performance to ensure that
solutions are sustained?-

FORM CMS-2567(02-99) Previous Varsions Obsolets
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To ensure continued compliance,
Housekeeping Director will monitor 28
rooms for a privacy curtain once a
week beginning 11/14/12 utilizing the
Privacy Curtain Audit Tool. Audits
will occur each week for 4 weeks,
monthly times 2 months and quarterly
for 2 quarters to ensure compliance.

To ensure continued compliance,
DCDs will monitor to ensure privacy is
maintained during ADL care and
treatment procedures 3 times per week
utilizing a Nursing Services QAPI Tool
beginning 11/14/2012, Each DCD will
Audit 7 residents cach week for 4
weeks, monthly times 2 months and
quarterly for 2 quarters to ensure
compliance.

To ensure continued compliance, meal
monitors /Department Managers will
monitor meal delivery 9 times per week
to ensure compliance with dignity as it
relates to sitting during meal times
utilizing Dining Observation QAPI
Tool beginning 11/14/2012. Audits
will occur each week for 4 weeks,
monthly times 2 months and quarterly
for 2 quarters to ensure compliance.
Areas of non-compliance will be
addressed immediately.

Audit results will be reviewed during
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preceptor. The DCD revealed that all facility
supervisors were responsible {o see that CNA's
were trained on the proper ways to feed a
resident,

Interview with the DON, on 10/11/12 at 3:45 PM,
revealed a CNA should have known not to stand
| When feeding a resident because they were
taught proper feeding techniques during their
training for CNA certification. The DON revealed
she did not think the facility had any training in
place for the proper feeding of residents because
she had not had any issues concerning feeding
residents. The DON was uncertain if the Dining
Checklist the CNA's are given in new employee
orientation mentioned whether staff was 1o sit or
stand when feeding a rasident.

F 262} 483.15(h)(1) F 252
$8=D | SAFE/CLEAN/COMFORTABLE/HOMELIKE
ENVIRONMENT

The facility must provide a safe, clean,
comfortable and homeiike environment, ailowing
the resident to use his or her personal belongings
to the extent possible.

This REQUIREMENT is not met as evidenced
by.

Based on observation, interview, and review of
the facility's policy, it was determined the facility
failed to provide a clean and odor free
environment for one (1) of five {5) units for three
(3) days on the Arcadia unit, One (1) of six (6)
resident shower rooms was observed to have a
caked blackforown substance on the grow line of
the tiled wall and floor. In addition, soiled,
odorous clothing were left exposed in resident
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DEFICIENCY)
. our QAA process, The quali
- F 241| Continued From page 7 F 241 Q P quality

assessment and assurance

(QAA) committee (Administrator,
Assistant Administrator, ADNS,
Medical Director, DCDs, Social
Services, Maintenance) will validate
the actions taken are effectively
resolving the cited issues beginning
11/15/2012,

11/19/2012

F252

1t is the practice of this facility to
provide a safe, clean, comfortable and
homelike environment, allowing the
resident to use his or her personal
belongings to the extent possible.

What corrective action(s) will be
accomplished for those residents
found to have been affected by the
deficient practice — Resident #3 still
resides in the center, Resident #3 and
rootmate’s soiled linen and soiled
personal laundry will be bagged daily
and taken to appropriate receptacle.
Brown substance on tile walt and floor
was cleaned by the Director of
Housekeeping on 10/12/2012.

How will you identify other residents

FORM CMS-2567(02-99) Pravious Verslons Obsolete Event 10:SUZN11 Facllity 1D; 100204
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rooms alfowing the odor to parmeate the room
and inio the hall.

The findings include:

Record review of the undated facility policy
Patient Room Cleaning revealed the policy did
not include any scheduled times for cleaning of
facility common areas. The policy titied
Housekeeping Manual, Chapter 3 for Shower &
Tub Cleaning, dated 03/01/03, revealed the
facility was lo establish the proper guidelines and
procedures for cleaning all showers. This policy
did not provide any times for when cleaning was
fo be performed. The undated policy fitled
Specialized Flooring, Chapter 4 for Ceramic Tile,
revealed ceramic tile cleaning is a specialized
procedure fo maintain the tile and the beauty of
the floor and to prevent stips and falls and this
policy did not provide any times for when cleaning
was to be performed. No policy was provided on
odors. No policy was provided on handling soiled
resident clothing.

1. Observation, on 10/09/12 at 8:30 AM, during
tour revealed a strong pervasive odor of
musty/urine on the hailway into and past the
double doors leading in the locked Arcadia unit.
One housekeeper was observed with a ¢leaning
cart going in and out of resident rooms as
residents were getting up for breakfast,

Observation, on 10/09/12 af 2:15 PM, in Resident
#3's room revealed both residents had laundry
baskets lined with ptastic bags, no lids and open
to air. Resident #3's roommate laundry basket
contained wet clothing with a strong smell of
concentrated urine that permeated the room and

{¥4)10 SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
‘ DEFICIENCY)
. having the potential to be affected b
F 252 Continued From page 8 F 252 & P d

the same deficient practice? — Current
residents have the potential to be
affected.

A facility wide audit will be conducted
by the Housekeeping Director on or
before 11/18/2012 of resident rooms to
ensure personal clothing and linen
laundered by family is bagged and
placed in appropriate receptacle with a
lid. Residents having clothes faundered
by facility will have linen hamper
removed from their room.

An audit of other shower rooms will be
completed by the Housekeeping
Director and provided with deep
cleaning if indicatéd on or before
11/18/2012,

What measures will be put into place
or what systemic changes will you
make to ensure that the deficient
practice does not recur? — To ensure
deficient practice does not recur,
facility staft will be educated on
change in system for storing soifed
linen by Administrator, Assistant.
Administrator, HR, Nurse Supervisor
or Director of Housekeeping on or
before 11/18/2012. Those changes
include: personal clothing and linen
laundered by family is bagged and
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out into the hall way.

Observation, on 10/09/12 at 5:60 PM, on the
locked Arcadia unit revealed the same pervasive
odor of mustyfurine on the haliway.

Observation, on 10/10/12 at 8:30 AM, of Resident
#3's room revealed both iaundry bin were open to
air and the resident in bed 1's laundry bin had not
been emptied of the soiled clothing and the
strong smell of urine remained.

Observation, on 10/10/12 at 11:00 AM, revealed
the same strong pervasive odor of musty/urine on
the haliway into and past the double doors
leading in to the locked Arcadia unit.

Observation, on 16/11/12 at 3:15 PM, during the
environmental tour revealed a pervasive odor of
musly/urine on the hallway Into and past the

double doors leading in the locked Arcadia unit.

Interview, on 10/11/12 at 3:15 PM, with Certified
Nursing Assistant (CNA) #7 revealed she thought
the reason for the odor on the Arcadia Unit was
from the carpet in the hallway. She furlher
revealed residents’ laundry baskets should have
lids to prevent odors.

interview, on 10/11/12 at 3:20 PM, with Director
of Environmental Services during the
environment tour revealed that both the {aundry
baskets in Resident #3's semi-private room did
not have lids. He further stated the laundry
basket contained dirty clothes and smelled of
urine, The director revealed that the soiled
resident clothing should have been bagged up
and taken to the laundry.
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, placed in appropriate receptacle with a
F 252 Continued From page 9 F 252

lid. Residents having clothes laundered
by facility will have linen hamper
removed from their room.

To ensure the deficient practice does
not recur, a Shower Room Cleaning
Assignment sheet has been
implemented to be utilized by
housekeeping staff for a daily cleaning
of shower rooms beginning 11/1/2012
by the Housekeeping Director. Facility
staff were educated on the requirement
to have a proper fitting lid on dirty
clothes receptacles for personal linen
that is laundered by family by
Administrator, Assistant Administrator,
HR Director, Nurse Supervisor or
Housekeeping Director by 11/18/2012,
Facility staft will also be educated on
bagging personal clothing and linen for
residents where facility does laundry
during this same inservice.

Housekeeping Director educated
housekeeping staff on the Shower
Room Cleaning Assignment sheet on
10/31/12.

How does the facility plan to monitor
its performance to ensure that
solutions are sustained — An audit of
10 rooms for linen done by families
and linen done at the center as well as
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, monitoring for odors will be conducted
F 252 Continued From page 10 F 252 by the Housekeeping Director and
. C to en
Interview, on 10/11/12 at 3:30 PM, with the Assistant Ad"l"“és"ato‘ e
Charge Nurse of the Arcadia Unit, Registered environmental odors are containe
Nurse {(RN) #2 revealed the laundry baskets in utilizing the Linen Audit Tool
Resident #3's semi-private room had no lids and beginning 11/14/2012.
was open to air. RN #2 revealed the laundry
basket for bed one cor_\tamed dirty clothes w.tth Areas of non-coinpliance will be
the smeli of urine coming from the basket without ted i diatel n discove
a lid and they should have been bagged up for correcled immediately upo overy
the faundry or for the family to take home and by Housekeeping Staff and Nursing
wash. She further stated staff have been trained Department. These audits will be
to handle soiled clothes and linen but was not completed 2 times per week for 4
f‘rg%ﬁi:%%ro"é'ﬁe ;hﬁ:atzgt‘: d“_rt“eac’f g:fsit weeks, monthly times 2 months and
. She further it was possible . }
un-bagged solled resident clothes could effect the quartefly for 2 quarters. Are(:ias of non
smetl of the unit which was not pleasant, RN #2 compliance will be correcte
revealed she was aware of the smell on the unit. immediately.
::r)\}ewtiew. fof:} 1071 1!(1 DZ (;t\l :)3:40 Pl‘:‘l.dvfr:h the t Housekeeping Director and Assistant
irector of Nursing revealed the carpe . ; :
was a concern on the Arcadia unit because so Administrator WII.I conduct a;; dxt.?.o‘f
many of the resident are Incontinent of bowel and shower rooms 2 times a week utilizing
bladder which can contribute to the smell of urine. environmental/housekeeping QAP] tool
The DON stated the smell of urine was nota to ensure compliance beginning
pleasant environment for the residents. 11/14/2012. Areas of non-compliance
Interview, on 10/11/12 at 4:45 PM, with the :i‘f‘" be °°r{)"‘°§d ““Ewd‘.atelgt“{ff"“ d
Administrator revealed facility odors were not Iscovery Dy Housekeeping otall an
something they wanted at their facility. Nursing Department,
2. Qbservation, on 10/10/12 at 10:45 AM, These audits will be completed 2 times
revealed the 100 unit shower room stalf had a per week for 4 weeks, monthly times 2
caked brown/black substance on the grout line of ths and quarterly for 2 quarters
the tiled walt and floor. months and quarterty 1or 2 quarters.
Areas of non-compliance will address
interview, on 10/10/12 at 10:50 AM, with immediately.
Housekeeper #1 outside the 100 unit resident
shower room, revealed she had just cleaned the Audit results will be reviewed during
FORM CM$-2567(02-99) Provious Varsions Obsclste Event 10;: SU7N1Y
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. our QAA process. The quality
F 252 | Continued From page 11 F252] assessment and assurance
shower room. She further stated cleaning the (QAA) committee (Administrator,
shower room included cleaning the toilet, the . . i
ceramic floor and the shower stall tile were to be ASS'?“““ A:dmmfstr ator, AD}{SI’
deep cleaned every week. She stated she did not Med!cal Director, DCDs, .Soc:a.
deep clean this shower, nor had the 100 unit Services, Maintenance) will validate
shower room been deep cleaned for two (2) the actions taken are effectively
weeks. resolving the cited issues beginning
Observation, on 10/10/12 at 11:05 AM, revealed 11/15/2012.
the 100 unit shower stall did not look any different
after being cleaned than the first observation 11/19/2012
made at 10:45 AM.
Observation, on 10/11/12 at 2:30 PM, revealed
the 100 unit shower stall had a brown/black
substance on the grout line of the tiled wall and
fioor as was found on 10710/12.
Interview, on 10/11/12 at 2:30 PM, with the
Director of Environmental Services revealed he
had cleaned the shower stall on the 100 unit as it
was in need of cleaning. He further revealed the
facility policy was to deep clean the resident
shower rooms every week and the facility
provides a steam cleaner to complete those
cleaning task. The Director of Environmental
Services stated he did not utilize or maintain any
audit or check list sheets for the facility shower
rooms when cleaned.
Interview, on 10/11/12 at 4:45 PM, with the
Administrator revealed all facility staff are trained
in orientation on policy and procedures and it was F279
his responsibility to ensure the facility was clean.
F 279 | 483.20(d), 483.20(k){(1) DEVELOP F 279 .
$5=D | COMPREHENSIVE CARE PLANS A facility must use the results of the
assessment to develop, review and
A facility must use the results of the assessment revise the resident’s comprehensive
FORM CMS-2567{02-99) Pravious Verslons Dosolele Event ID: SUZN1Y Facility ID: 100201 if continuation sheet Page 12 of 29
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to develop, review and revise the resident's
comprehensive plan of care.

The faciility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the seivices that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that wouid otherwise
be required under §483.25 but are not provided
due to the resident’s exercise of rights under
§483.10, including the right to refuse treatment
under §483.10{b)(4}.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and review of
the facility's policy, it was determined the facility
failed to develop comprehensive care plans for
residents on psychotropic medications to inciude
non-pharmacological interventions for two {2} of
twenty-four (24) sampled residents and twelve
{12) unsampled residents (Residents #4, #10).

The findings include:

Review of the facility's policy, Psychotropic
Medications-Mood and Behavior Care Plans,
dated 03/2011, revealed comprehensive care
plans were developed based upon assessmants
of the resident and focused on all the resident's

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (%59
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. plan of care. The facility must develop
F 279 | Continued From page 12 F 279

a comprehensive care plan for each
resident that includes measurable
objectives and timetables to meet a
resident’s medical; nursing, and mental
and psychosocial needs that are
identified in the comprehensive
assessment,

What corrective action(s) will be
accomplished for those residents
found to have been affected by the
deficient practice — Resident #4 and
resident #10 clinical record has been
reviewed and the clinical record revised
for resident #4 to reflect management of
residents anti-anxiety medication and
updated to reflect changes as indicated
by Directors of Care Delivery on or
before 11/9/2012.

How will you identify other residents
having the potential to be affected by
the same deficient practice? — ADNS]
DCDs or Nurse Supervisor will
complete an audit of like residents who
receive anti-anxiety medication and
update clinical record to include non-

pharmacological interventions on or
before 11/9/2012,

What measures will be put into place
or what systemnic changes will you
make to ensure that the deficient

FORM CMS-2567(02-09) Previcus Verslons Obsolate Event ID; SUTN11
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issues Including those associated with behavior
or mood symptoms. Non-pharmacologic
interventions can minimize the need for
medications and permit the medication to be
decreased or discontinued. The interventions
were to be individualized for the resident based
on the resident's preferences and daily customary
roulines,

Review of the clinical record for Resident #4,
revealed the facility admitted the resident with
diagnoses of Multiple injuries from a MVA in
2011. The facility readmitted the resident on
06/13/12 and completed an admission Minimum
Data Set (MDS) assessment on 06/20/12 which
indicated the resident had a BIMS of fifteen (15)
and the resident required extensive assistance of
staff for dressing and fimited assistance with
hygiene.

Review of the comprehensive care plan, dated
06/20/12, for Resident #4, revealed the facility
identified the resident had anxiety issues related
to a change in routine/caregiver and foss of
control. This problem was addressed and last
updated on 06/20/12. The interventions were to
provide the resident with medication, evaluate the
resident for side effects and to offer choices.

Interview with Resident #4, on 10/06/12 at 1:30
PM, revealed the resident experienced anxiety
and nervousness, especially in the evenings. He
stated he asked for his medication and was
provided with the medication. The resident
indicated the facility had never discussed a daily
routine, anxiousness, or ways to assist the
resident in feeling more in control,
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. ractice does not recur? — ADNS
F 279 Confinued From page 13 F 279 P ’

DCDs or Nurse Supervisor will re-
inservice Social Workers, MDS
Coordinator, Activities Director,
Dieticians and Licensed Nurses on
completing and revising eare plans
based on a comprehensive assessment td
include the implementation and
documentation of non-pharmacological
interventions on or before 11/18/12.

To ensure the deficient practice does
not recur, the interdisciplinary team
consisting of the Administrator, ADNS
DCDs and Social Workers, will
monitor non-pharmacological
interventions through the Eagle Room
process daily beginning 11/14/2012.
Staff identified to be non-compliant
with process will be educated and/or
disciplined by the DCDs. Areas of
non-compliance will be corrected
immediately by the IDT.

How does the facility plan to monitor
its performance to ensure that
solutions are sustained -?

Residents admitted on anti-anxiety
medications or receiving new orders
for anti-anxiety medications will have
their care plan audited upon admission
or when the new order is received and
reviewed daily in Eagle Room by
DCDs for 4 weeks, monthly times 2
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Interview with Licensed Practical Nurse {LPN) #2,
on 10/11/12 at 2:45 PM, revealed Resident #4
would request psychotropic medication, when
feeling anxious, and received the medication.
She stated she was not aware of any
non-medication interventions being trled to relieve
the resident's anxiety and the care plan had no
information regarding non-medication
interventions.,

Review of the clinical record for Resident #10,
revealed the facility admitted the resident on
08/01/12, with diagnoses of Congestive Heart
Failure and Chronic Kidney Disease. The facility
compfeted an admission MDS on 08/14/12 which
revealed a BIMS of fifteen {15). The resident
required extensive assistance of staff for hygiene
and limited assistance for dressing. The
physician ordered an as needed psychotropic for
anxiety on 09/28/12.

Review of the comprehensive care plan, dated
09/28/12, for Resident #10, revealed the facility
developed a care plan for agitation and anxiety
due to lack of control. The care plan addressed
administering the medication and monitoring for
slde effects and effectiveness; however, the care
plan did not inciude any non-medication
interventions to assist the resident in decreasing
the anxiety.

Interview with Resident #10, on 10/11/42 at 9:00
AM, revealed the facility had not discussed a plan
to assist the resident with anxiety using
non-pharmacologic interventions.

Interview with Registered Nurse (RN) #2, on
10/11/12 at 11:00 AM, revealed she was unable

utilizing the Psychoactive QAPI tool
beginning 11/14/2012. Areas of non-
compliance will be corrected
immediately by the DCDs. Education
on this process will be reviewed in
orieration for new nurses.

Audit results will be reviewed during
our QAA process. The quality
assessment and assurance

{QAA) committee (Administrator,
Assistant Administrator, ADNS,
Medical Director, DCDs, Social
Services, Maintenance) will validate
the actions taken are effectively

resolving the cited issues beginning
11/15/2012,

11/19/2012
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. months and quarterly for 2 quarters
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to provide any documentation indicating
Residents #4 and #10 had care plan interventions
of a non-pharmacologic manner to reduce anxiety
or agitation. She stated the residents complain of
anxiety and nursing provides them with the drug
ordered by the physician. She stated she was not
trained on non-pharmacologtc interventions and
the care plans for both residents did not provide
her with information.
Interview with the Director of Nursing, on
10/11/12 at 3:45 PM, revealed staff had not
received {raining on using non-pharmacologic
interventions for residents on psychotropic
medications. She sfated she was not sure about
what interventions may have been atlempted
pricr to the medications being implemented or if
they were successful,
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309! F309
88=E | HIGHEST WELL BEING :
Each resident must receive and the facility must Itis the practlcc? of this fa.c1hty t% b
provide the necessary care and services to attain ensute each resident received and be
or maintain the highest practicable physical, provided with the necessary care and
mental, and psychosocial well-being, in services to attain or maintain the
accordance with the comprehensive assessment highest practicable physical, mental
and plan of care. and psychosocial well-being, in
accordance with the comprehensive
assessment and plan of care.
This REQUIREMENT is not met as evidenced What corrective action(s) will be
by: i t idents
Based on observation, interview, record review ?cco?;ph;hed t;:)r ho;: rtes:] bn the
and policy review, it was determined the facility ound to have been affected by
failed to follow physician orders to prevent deficient practice — Res #15 no longes
medication errors for two (2) of twenty-four (24) resides in the center.
sampled restdents and one (1) of twelve (12)
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unsampled residents. Resident #10, #15 and
unsampled Resident #L.

The findings include:

Review of the facility's Medication Management
Guidelines: Errors, dated 08/11/08, revealed an
“error" means any preventable event that may
cause or lead to inappropriate medication use or
patient harm while the medication was In the
control of the health care professional, patient, or
consumer,

1. Observation of Licensed Practical Nurse {LPN)
#4 performing a Medication Pass with Resident
#10, on 10/10/12 at 8:30 AM, revealed the nursa
pulfing multiple medications without glancing at
the Medication Administration Record (MAR).
LPN #4 counted out fifteen (15) medications and
administered the medications which inciuded
Diitiazem ER 360 mg to Resident #10,

Record review of the Resident #10's MAR, dated
10/12, revealed the medication Diltiazem ER was
not present on the MAR,

Interview with LPN #4, on 16/10/12 at 5:21 PM,
revealed she knew Resident #10 was to receive
the Diltiazem ER because she gave Resident #10
the medication last month. LPN #4 stated you get
into a routine of pulling a medication and made a
mistake for not checking the MAR. LPN #4 stated
she was checking the MAR but not closs enough,
LPN #4 stated she did not normally just pull
medications and not look at the MAR. LPN #4
stated Diltiazem ER was a heart medication and if
administered in error could cause some heart
complications.
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Res #10 was assessed by DCD on
F 309

F308| 10/11/2012 and suffered no ill effects
as a result from receiving physician
ordered medications.

Resident L no longer resides in the
center.

How will you identify other residents
having the potential to be affected by
the same deficient practice? — Current
residents and new admissions have the
potential to be affected.

The DCDs or Nurse Supervisor
reviewed current resident medications
to ensure physician orders were
followed on or before 11/18/12. Any
areas on non-compliance found were
corrected by the DCDs or Nurse
Supervisor to include notification to the
attending physician and resident and/or
responsible party.

What measures will be put into place
or what systemic changes will you
make to ensure that the deficient
practice does not recur? — Current
Licensed Nurses administering
medications to residents were re-
inserviced on medication
administration standards of practice by
the ADNS, DCDs or Nurse Supervisor
on or before 11/18/12. Current RNs
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Interview with tha Director of Clinical Delivery
{DCD) #3, on 10/10/12 at 10:40 AM, revealed
nurses were o check the MAR every tima when
giving medications. The DCD #3 stated Resident
#10's blood pressure could drop if he/she was not
supposed to receive the medication,

2. Observation of LPN #8 performing a
medication pass on Resident #15, on 10/10/11 at
9:00 AM, revealed the nurse pulling nine (9}
medications and administering them as ordered
to Resident #15.

Record review of Resident #15's MAR, dated
10/12, revealed LPN #6 failed to administar Folic
Acid 1 mg (Vitamin), Lasix 20 mg. (medication for
water retention and blood pressure) and Kepra
500 mg. {medication to prevent seizures}.

Record review of Resident #15's physician
orders, dated 09/26/12, revealed an order for
Sanokot {constipation reltef) two (2) tabs by
mouth evary day was ordered.

Record review of the MAR revealed Senokot was
not present on the MAR and was not given by
LPN #6. A total of four medications were ordered
for Resident #15 but were not given to Resident
#15 during the medication pass observation.

Interview with LPN #6, on 10/10/12 at 9:22 AM,
revealed she was not aware she had missed any
medications.

interview with the DCD #4, on 10/10/12 at 10:06
AM, revealed she was responsible for the nurses
on the unit. The DCD #4 stated the missed
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PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 308 ' and LPNs will conduct medication
Continued From page 17 F309| administration skill validation observed

by the ADNS, DCDs, Nurse Supervisol]
or clinical services consultants on or
before 11/18/12. Those licensed nurses
unable to successfully complete a
medication administration skill
validation will be re-inserviced by the
ADNS, DCDs or Nurse Supervisor and
an additional medication administration
skills validation will be completed until
licensed nurse is able to demonstrate
medication administration without
error.

To ensure the deficient practice does
not recur, licensed nurses with annual
review and new orientees during
orientation will be educated on the
Standards of Practice for medication
administration as well as have a
Medication Administration Skills
Validation completed by the ADNS,
DCDs or Nurse Supervisor. Areas of
non-compliance will be re-inserviced
by the ADNS, DCDs or Nurse
Supervisor and additional medication
administration skill validations will be
completed until licensed nurse is able
to demonstrate medication
administration without error.

How does the facility plan to monitor
its performauce to ensure that

FORM CMS-2567{02-99) Previous Verslons Obsolole Event IQ: SUZN11
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F 309 | Continued solutions are sustained — To ensure
ontinued From page 18 F309) continued compliance, the ADNS,
dosage admml_straiion of Kepra could affect the DCDs or Nurse Supervisor will
level of Kepra In the system and cause the d dicati dininistrati
resident to have seizures. When the DCD #4 was con uct me ‘lcatton adminis ratiqn
asked how she ensured the nursing staff were skills validation of 1 nurse per shift
performing their duties correctly, the DCD stated utilizing the Medication Administratior
she had not completed any random checks on QAPI tool two times per week for four
medication pass. _ for 4 weeks, monthly times 2 months
Record review of LPN #6's employee file revealed and gual.'terly for 2 quarters to ensure
LPN #6 worked as a Certified Nursing Assistant medications are given per phys.lclan
in the facility and had just received her LPN order beginning 11/14/2012 Licensed
license within a six (6) month period. Whiie in nurses unable to successfully complete
orientation of the facility working as an LPN, LPN the Medication Administration Skills
#6 did not receive an examination on medication sao : : ;
pass, but received a floor orientation. Validation will be inserviced b"’.’ the
ADNS, DCDs or Nurse Supervisor and
Interview with the Director of Nursing, on an additional Medication Skills
10/11/12 at 1:27 PM, revealed upon hire the Validation will be completed until
gigsrlrg?\astgag :)v;re 9"’3:‘“ I"" 'mted‘icattond. " licensed nurse is able to demonstrate
fo ore administering medicatton, ot PR :
Since LPN #6 was aiready an employee in the medlcatlp n admmlstnatlop without
facility, LPN #6 only received the floor training error. Licensed Nurse will be
and did not go through the class training. supervised by DCD or Nurse
Supervisor to ensure accuracy of
Interview with Physician #1, on 10/11/12 at 4:20 medication pass. Areas of non-
PM, revealed Resident #15 had sustained a head : : .
injury prior to coming to the facitity and Resident (.:Ompzfmcf will be corrected
#15 was taking Kepra as a prophylactic. immediately.
Physician #1 also stated Resident #15 had never .
sustained any seizures, but because the injury Audit results will be reviewed during
was $0 severe to the brain, Resident #15 was our QAA process. The quality
given the medication as a preventive madication. assessment and assurance
3. Observation of LPN #5, on 10/11/12 at 7:40 (QAA) comuittee (Administrator,
AM, revealed the nurse pulled eleven (11) Assistant Administrator, ADNS,
medications, crushed ten (10) medications Medica! Director, DCDs, Social
(including Bupropion SR 200 mg.{sustained Services, Maintenance) will validate
release medication which helps with the the actions taken are effectively
FORM CAS-2567(02-99) Prevlous Versions Qbsolete Event JD: SUYN1
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the medications in applesauce to unsampled
Resident #L.

Interview with LPN #5, on 10/11/12 at 8:51 AM,
revealed she had crushed everything except for
Neurontin {anticonvulsant) which was a capsule.
LPN #5 stated the Bupropion SR was not to be
crushed because of the way the medication
released in the body. LPN #5 stated the
medication could cause ill effects when crushed
and absorbed too quickly, although, she did not
know what those ill effects were.

interview with the DCD #4, on 10/10/12 at 10:05
AM, revealed SR meant sustained relsase
because it released slowly in the body and the
medication was not {0 be crushed because it
could cause the resident to receive too much
medication at one time. The DCD #4 stated she
was concerned and would never want something
to harm a resident.

Interview with the Psychiatric Nurse Practitioner,
on 10/11/12 at 12:15 PM, revealed Bupropicn SR
was not o be ¢rushed because it was a sustained
release capsule. If the medication was crushed
and given It could cause increased anxjety and
heart rate. The Psychiatric Nurse Practitioner
stated she would ask the nurse o monitor
Resident #L, whao received the crushed
Bupropion SR, forincreased anxiety and heart
rate and did not feel this medication error was
something that needed to be addressed at the
hospitat.

[nterview with Physician #1, on 10/11/12 at 4:20
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E . resolving the cited issues beginning
309 | Continued From pagfe 19 F 309 11/15/2012.
treatment of depression}) and placed the crushed
ications i . inistered |
medications in applesauce. LPN #5 administere 11/19/2012.
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Continued From page 20

PM, revealed he was concerned with the large
number of medication errors. Physician #1 stated
all of the medication errors were of significant
concern, however, there were no negative
outcomes to the residents.

Interview with the DON, on 10/11/12 at 1:27 PM,
revealed she took the medication errors serlousiy.
However, she could not tell how she felt about the
errors until she completed some investigating of
her own. The DON could not expound on if she
felt the medicafion errors were significant or not
without further investigation.

483.25(m)(1) FREE OF MEDICATION ERROR
RATES OF 5% OR MORE

The facility must ensure that it is free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, interview, record review
and policy review, it was determined the fagility
failed to ensure a medication error rate of 5% or
less was achieved, The medication pass
observation revealed an error rate of 12 % for six
{6) errors of forty-seven (47} opportunities.

The findings include:

Review of the faciliy's Medication Management
Guidelines: Errors, dated 08/11/06, revealed an
“error” means any preventable event that may
cause or lead to inappropriate medication use or
patient harm while the medication was in the
control of the health care professional, patient or

F 309

F 332

F332

It is the practice of this facility to
ensure it is free of medication error
rates of 5 percent or greater,

What corrective action(s) will be
accomplished for those residents
found to have been affected by the
deficient practice —The Statement of
Deficiencies does not identify any
specific targeted residents,

How will you identify other residentsJ
having the potential to be affected by
the same deficient practice?

Current residents and new admissions
have the potential to be affected.

The DCDs or Nurse Supervisor
reviewed current resident medications
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consumer,

Observations, on 10/10/12 and 10/11/12, of the
medication pass with three nurses reveated a
total of forty-seven (47) medications were given
to random residents observed. Of the forty-seven
{47) total medications observed, six (6) of the
forty-seven (47) medications were administered
in error, not transcribed onto the MAR or totally
missed by the nursing staff. These six
medications errors caused a 12% medication
error rate.

Interview with Director of Clinical Delivery (DCD)
#4, on 10/10/12 at 10:40 AM, revealed she could
not remember if any medication errors had
occurred in the past year. The DCD stated when
the nurses were up for evaluation, the nurses
were evaluated on medication pass at that time.
Tha DCD further stated she was responsible for
the nurses who provided care and if there were
any concerns with the med pass she would
address the nurse at that time, though she did not
do frequent monitoring of the medication pass.

Interview with the Director of Nursing (DON}), on
1011112 at 1:27 PM, revealed she thought the
medication error rate was high, The DON stated
Pharmacy Services had completed random
medication passes, as well, there were random
medication audits, If a nurse was found to make a
medication error the nurse was to watch a video
and complete a post video test. The DON stated
during a mock medication pass fhere were some
medication errors identified, but could not
determine what those errors were without looking
at what the findings were. The DON stated she
was responsible for the nursing staff and felt the

followed on or before 11/18/12. Any
areas on non-compliance found were
corrected by the DCDs or Nurse
Supervisor to include notification to the|
attending physician and resident and/or
responsible party.

What measures will be put into place
or what systemic changes will you
make to ensure that the deficient
practice does not recur? Current
Licensed Nurses administering
medications to residents were re-
inserviced on medication
administration standards of practice by
the ADNS, DCDs or Nurse Supervisor
on or before 11/18/12. Current RNs
and LPNs will conduct medication
administration skills validation
observed by the ADNS, DCDs, Nuise
Supervisor or clinical services
consultants on or before 11/18/12.
Those licensed nurses unable to
successfully complete a medication
administration skills validation will be
re-inserviced by the ADNS, DCDs or
Nurse Supervisor and an additional
medication administration skills
validation will be completed until
ficensed nurse is able to demonstrate
medication administration without
€rTor,
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To ensure the deficient practice does
not recur, licensed nurses with annual
review and new orientees during
orientation will be educated on the
Standards of Practice for medication
administration as well as have a
Medication Administration Skills
Validation completed by the ADNS,
DCDs or Nurse Supervisor., Areas of
non-compliance will be re-inserviced
by the ADNS, DCDs or Nurse
Supervisor and additional medication
administration skills validations wiil be
completed until licensed nurse is able
to demonstrate medication
administration without error,

How does the facility plan to monitor
its performance to ensure that
solutions are sustained --?To ensure
continued compliance, the ADNS,
DCDs or Nurse Supervisor will
conduct medication administration
skills validation of 1 nurse per shift
utilizing the Medication Administration
QAPI tool two times per week for four
for 4 weeks, monthly times 2 months
and quarterly for 2 quarters to ensure
medications are given per physician
order beginning 11/14/2012 Licensed
nurses unable to successfully complete
the Medication Administration Skills
Validation will be inserviced by the
ADNS, DCDs or Nurse Supervisor and
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BEDTIME

Each resident receives and the facility provides at
least three meals daily, at regular times
comparable to norma! mealtimes in the
community,

There must be no more than 14 hours between a
substantial evening meal and breakfast the
following day, except as provided beiow.

The facllity must offer snacks at bedtime daily.

When a nourishing snack is provided at bedtime,
up to 16 hours may elapse between a substantial
evening meal and breakfast the following day if a
resident group agrees to this meat span, and a
nourishing snack Is sarved.,

This REQUIREMENT is not met as evidenced
by:

Based on interview and review of the facility's
policy, it was determined the facility failed to offer
a snack to sixty-seven (67) residents, of the 149
census, with physician orders for a bedtime
snack.

The findings include:

medication pass. Areas of non-
compliance will be corrected
immediately.

Audit results will be reviewed during
our QAA process. The quality
assessment and assurance

(QAA) committee (Administrator,
Assistant Administrator, ADNS,
Medical Director, DCDs, Social
Services, Maintenance) will validate
the actions taken are effectively
resolving the cited issues beginning
11/15/2012.

11/19/2012.

F3a8

It is the practice of this facility to
ensure each resident receives and is
provided at least three meals daily, at
regular times comparable to normal
mealtimes in the community. There
must be no more than 14 hours

between a substantial evening meal ang
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an additional Medication Skills

F 332 i ey . .
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) n place w effective for ) . .
prevention of medication erors. llcer{sed. nurse is a'ble tc_> dempnstt ate
medication administration without

Interview with the Clinical Director, on 10/11/12 at error, Licensed Nurse will be

4:20 PM, revealed he was concerned with the supervised by DCD or Nurse

|arge amount Of medlcatfon errors. Supervisol- to ensure aCc“racy of
F 368 | 483.35{f) FREQUENCY OF MEALS/SNACKS AT F 368
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Review of the facility palicy on meals, undated,

revealed all residents would be offeraed bedtime
snacks.

interviews with Residents #11, #19, and
Unsampled Resident A and B during the Group
Interview, on 10/10/12 at 10:30 AM, revealad the
facility did not offer all residents bedtime snacks,
and at times, residents with orders for snacks did
not receive them. They stated they were not
offered a bedtime snack.

Review of the snack list printed by the facility on
10/11/12 revealed a total of sixty-seven (67)
residents listed with a physician ordered snack.
Resident #11 and Unsampled Resident B were
on the list. Resident #19 and Unsampled
Resident A were nct on the list.

Interview with Cerlified Nurse Aide #4, on
10/11/12 at 2:05 PM, reveated all rasidents were
not offered a snack. She stated the facility had
not trained her to offer a snack to ali residents.

Interview with CNA #5, on 10/11/12 at 2:30 PM,
revealed residents not offered snacks could ask
for a snack if desired. She stated the facility had
snacks locked in a refrigerator on the 100 unit.
She indicated the supervisor could be called and
she could go to 100 and get a snack and bring it
to the resident. She stated residents were told on
admission that they could have a bedtime snack if
they requested one,

Interview with Registered Nurse #4, on 10/11/12
at 2:40 PM, revealed the facility sent out snacks
from the kitchen in the evenings and the snacks
were passed out according to the attached fabels

provided in (4) below. (3) The facility
must offer snacks at bedtime daily. (4)
When a nourishing snack is provided at
bedtime, up to 16 hours may elapse
between a substantial evening meal and
breakfast the following day if a resident
group agrees to this meal span, and a
nourishing snack is served.

What corrective action(s) will be
accomplished for those residents
found to have been affected by the
deficient practice — Resident #19 no
longer resides in the center.

Meeting was held with Resident #1 1, Al
and B on 11/9/2012 by the Dieticians
to review the HS snack program.

How will you identify other residents
having the potential to be affected by
the same deficient practice? —

Current residents and new admissions
receiving an oral diet have the potential
to be affected.

Nursing staff will be educated by
DCDs, Dieticians or Nurse Supervisor
on offering HS snacks to appropriate
residents on or before 11/18/2012

Residents will be educated by the
Administrator, Assistant Administrator
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breakfast the following day, except as
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and Dieticians on the HS snack
progratn on or before 11/18/2012,

What measures will be put info place
or what systemic changes will you
make to ensure that the deficient
practice does nof recur? —

HS snacks will be stocked at the
nurses’ station by dietary staff daily for
nursing staff to access and provide to
residents as appropriate beginning
11/14/2012. One Certified Nursing
Assistant (CNA) will be assigned to
offer HS snacks daily. The assigned
CNA will record HS snack in the
electronic medical record noting if HS
snack was accepted or refused. The
licensed nurses will validate
completion of the delivery of snacks
and completion of documentation prior
to the end of the CNA’s shift.

Nurse Supervisor will conduct 10
interviews of residents regarding an HS
snack being offered to ensure overail
compliance utilizing the QAA HS
Snack Audit tool beginning
11/14/2012.

How does the facility plan to monitor
its performance to ensure that
solutions are sustained — Nurse
Supervisor will conduct 10 interviews
of residents regarding an HS snack
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being offered to ensure overall
36 i . e s
F 368 fCOﬂtInU?: Frorl'r; page g; F 368 compliance utilizing the QAA HS
or specific res ent§. e stated snacks were Snack Audit tool beginning
not offered to all residents. _
F 465 | 483,70(h) F 465 11/14/2012, QAA HS Snack audit will
$8=D | SAFE/FUNCTIONAL/SANITARY/COMFORTABL oceur 2 times per week for 4 weeks,
E ENVIRON mnonthly times 2 months and quarterly

- for 2 quarters to ensure HS snacks are
The facility must provide a safe, functional, being offered. Areas of noh-

sanitary, and comfortable environment for . .

residents, staff and the pubfic. comp hfmce will be corrected
immediately,

This REQUIREMENT is not met as evidenced Audit resuits will be reviewed during

by: our QAA process. The quality
Based cn observation, interview, and review of

the facility's policy, it was determined the facilty assessment and assurance

failed to provide a safe, functional and sanitary (QAA) committee (Administrator,
environment for one (1) of six (6) facility shower Assistant Administrator, ADNS,
rooms. Broken and missing tiles from the shower Medical Director, DCDs, Social

wall and floor were observed at the entrance into

Services, Maintenance) will validate
the shower stall of the 100 unit shower room.

the actions taken are effectively

The findings include: resolving the cited issues beginning
11/15/2012.

Record review of the facllity's documentation
provided as a policy titled Direct Suppiy TELS 11/19/2012
user guide, undated, revealed a work schedule
computer program instructing the user to Print a
Work Schedule, Tasks are documented as
weekly or monthiy and the program automatically K465
provides logbook forms to fill out. The program is
designed to address regulatory guidance,
logbook documentation, loss prevention, and
disaster and emergency preparedness. The

The facility must provide a safe
functional, sanitary, and comfortable

monthly task included inspection of Resident env1r.onment for residents, staff and the
Bathing. The facility did not provide a policy on public.

preventive maintence for the facility shower

rooms.

What corrective action(s) will be
accomplished for those residents
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Observation, on 10/11/12 at 10:46 AM, revealed
on the 100 unit the resident shower room stall
was found to have a row of floor tiles chipped,
and one tile was cracked with missing pieces
which created a small hole. Inside the hole, as a
result of the missing piece of tile, was filled with a
black/brown substance. in addition the wall that
separated the shower stall from the toilet had two
rows of 4 x 4 tiles surrounded by a plastic corner
bumper; however, the surface of the 4 x 4 tiles
were pushed in, cracked and missing from that
wall.

Interview, on 10/11/12 at 2:30 PM, with Director
of Environmental Services revealed he was
aware of the shower room stali which had broken,
cracked, chipped, and missing tie on the fioor
and the wall between the shower stall and the
toilet. He further stated a work order had been
created for repairs.

Interview, on 10/11/12 at 3:00 PM, wilh the
Director of Maintenance during the environmental
tour revealed he had not received any work
orders for broken tile for the 100 unit shower
room nar was he aware of any broken file from
his monthly and weekiy rounds. He further stated
the tiles were old and needed to be replaced.
The Director of Maintenance acknowledged the
possibte risk which included resident skin injury.

interview, on 10/11/12 at 4:45 PM, with The
Administrator revealed the facility shower rooms
should not have broken and chipped tiles and
should be repaired based on facilily staff
observation and daily rounds by the maintenance
staff. He further stated it was his responsibility to
ensure the facility was maintained.
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: found to have been affected by the
F 465 | Continued From page 25 F 465

deficient practice — The shower room
on the 100 hall with the
chipped/cracked tile will be repaired by
the Maintenance Director or
Maintenance Assistant by 11/18/2012.

How will you identify other residents
having the potential to be affected by
the same deficient practice? — Current
residents and new adinissions using
shower rooms have the potential to be
affected.

Shower rooms were inspected for
chipped/cracked tile and a work order
completed by the Maintenance Director
and Maintenance Assistant on
11/2/2012. Areas identified will be
corrected by 11/18/2012.

What measures will be put into place
or what systemic changes will you
make to ensure that the deficient
practice does not recur? —
Housekeeping Director educated
housekeeping staff on the Shower
Room Cleaning Assignment Sheet on
10/31/12,

To ensure the deficient practice does
not recur, a Shower Room Cleaning
Assignment sheet has been
implemented to be utilized by

FORK CMS-2667({02-99) Previous Versions Obsolate

Event ID: SUTN11

Facility ID: 100201
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housekeeping staff for a daily cleaning
of shower rooms beginning 11/1/2012
by the Housekeeping Director,
Housekeeping will identify broken,
cracked or missing tils and complete a
maintenance work order for identified
areas. Work orders will be reviewed
by the Administrator or Assistant
Administrator weekly to ensure the
required repairs are completed, Those
shower rooms with identified broken,
cracked or missing tiles wiil be placed
out of service until repairs can be made
as quickly as possible,

How does the facility plan to monitor
its performance to ensure that
solutions are snstained —Assistant
Administrator or Maintenance Director
will audit shower rooms once a week
for 4 weeks, monthly times 2 months
and quarterly for 2 quarters to ensure
showers have ho broken, cracked or
missing tile beginning 11/14/2012.
Areas of non-compliance will be
corrected immediately

Audit results will be reviewed during
our QAA process, The quality
assessment and assurance

(QAA) committes (Administrator,
Assistant Administrator, ADNS,
Medical Director, DCDs, Social
Services, Maintenance) will validate
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F 514 | 48375()(1) RES F 514 the actions taken are effectively
§$=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB resolving the cited issues beginning
LE 11/15/2012.
The facility must maintain clinical records on each 11/19/2012

resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

F514

The facility must maintain clinical
The clinical record must contain sufficient records on each resident in accordance
information to identify the resident; a record of the with accepted professional standards
resident's assessments; the plan of care and and practices that are - (i) Complete;
services provided; the results of any (ii) Accurately documented; (iii)
preadmission screening conducted by the State; . y oy

and progress notes. readily accessible; and (iv)

Systematically organized.

This REQUIREMENT is not met as evidenced

What corrective action(s) will be
by lished for those resident
Based on observation, interview and record accompiished for those resicents
review, it was determined the facility failed to found to have been affected by the
maintain clinical records for transcription of deficient practice — Resident #15 no
physiclan orders on the MAR for two (2) of longer resides in the center, Resident
twenty-four (24) sampled residents and twelve #10 suffered no ill effects from

1((#112‘5) unsampled residents. Resldent #10 and _ omission of Diltiazem-Er-360mg as

ordered by physician,
The findings inciude:
How will you identify other residents

1. Record review of Resident #10's Discharge having the potential to be affected by

Reconciliation Orders, dated 09/25/12, revealed

; L the same deficient practice?
Res #10 was to continue to take Diltiazem ER . . .
360 mg daily. Record review of Resident #10's Current residents and new admissions
Medication Administration Record (MAR) receiving medications have the
revealed the medication was not transcribed over potential to be affected by the deficient
to the October MAR. practice.

Observation of the medication pass, on 10/10/12

Current licensed nurses as well as
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at 8:30 AM, revealed Resident #10 was given
Diltiazem ER 360 mg by Licensed Practical Nurse
(LPN) #4,

Interview with LPN #4, on 10/10/12 at 5:21 PM,
revealed the medication was not transcribed over
to the MAR from the September MAR. She new
Resident #10 was to receive the Diltiazem ER
because she gave Resident #10 the medication
last month. LPN #4 stated she got into a routine
of puiling a medication and made the mistake of
not checking the MAR. LPN #4 was not aware the
Diltiazem ER was not on the MAR. LPN #4 stated
the admitting nurse was responsible to make sure
all medications were transcribed onto the MAR as
ordered. LPN #4 stated she new the night shift
supervisors were checking MARs at night and
she thought the unit managers double checked
the MARs with the orders,

Interview with Director of Clinical Delivery (DCD)
#3, on 10/10/12 at 10:40 AM, revealed MAR's
were printed off around the fifteenth (15 th) of
every month. The night shift nursing staff was
assigned to complete a certain number of MARs
a day. Once the MARs were completed, on the
last day of the month, a nurse would then double
check the MAR's for accuracy. The DCD stated
last month the facility implemented for the nursing
Managers to triple check the MARs, DCD #3,
further stated that she had conducted MAR
checks for the month of October and missed the
transcription error, DCD #3 further stated she
was responsible for the care provided by the
nursing staff on her unit.

2. Record review of Resident #15's Physician
Orders, dated 10/12, revealed Senokot two (2)

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDEO BY FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
. newly hired licensed nurses will be
F 514 Continued From page 27 F 514

educated on transcription of orders and
the end of month recap process by the
DCDs or Nurse Supervisor on or beforg
11/18/2012.

Clinical Services Consultants validated
accuracy of the end of month recap
process of physician orders from
10/29/2012 to 11/1/2012. Revisions of]
clinicat records were made as indicated
by the ADNS, DCDs and Nurse
Supervisor immediately upon noted
discrepancies.

What measures will be put into place
or what systemic changes will you
make to ensure that the deficient
practice does not recur? ‘
Current licensed nurses as well as
newly hired licensed nurses will be
educated on transcription of orders and
the end of month recap process by the
DCDs or Nurse Supervisor on or before
11/18/2012.

To ensure the deficient practice does
not recur, the center will implement the
Center Recap process which includes
the simultaneous review of old and new
orders for accurate transcription by 2
licensed nurses beginning with the
October/November 2012 physician
order recap.
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F 514 i . . .
E?J';“S;f: E:I?mv[:?z 28 dored. Record F314| The Clinical Services Consultants will
outh e ay was ordered. Recor : ;
review of the MAR for 10/12, revealed the order validate accuracy of the ‘?Omp].ef“’g of
was not transposed on the MAR. Res #15 the recap process beginning with the
subsequently was not given Senokot for ten (10) October/November 2012 physician
days. order recap and continue for 2 months.

Interview with LPN #6, on 10/10/11 at 9:22 AM, 1nd i
revealed she was not aware Resident #15's The Clinical Services Consultants

Senokot order was not transcribed over to the educated the ADNS, DCDs and Nurse
MAR,. Supervisor beginning with the
October/November 2012 physician
order recap on the validation process to
ensure understanding and process for

Interview with DCD #4, on 10/10/12 at 10:05 AM,
revealed the night shift nurses checked the
current physician orders and any new orders

were transcribed onto the new MAR. The nurse completion beginning with ..
then compared new MAR to old MAR to make November/December 2012 physician
sure all medications were transcribed over. This order recap.

practice occurred monthly,

. . . ili itor
Interview with the Director of Nursing (DON}, on How does the facility plan to monito

10/11/12 at 1:27 PM, revealed she would expect its performance to ensure that
the nursing staff to follow the physician orders solutions are sustained — The Clinical
because lhis was a part of nursing practice. The Services Consultants will complete a
DON stated she was responsible for the nursing Physician Order Recap Audit

staff to make sure they were providing the

. . beginning 10/29/12 and then monthly x
appropriate care to the residents, The DON

slated there were random medication audits and 2 months. Th.e A‘DNS’ DCDs and
there was a fourth MAR check to prevent Nurse Supervisor will then complete
transcription errors. The nurses should be the Physician Order Recap Audit
checking shift to shift and reporting any holes in monthly x 2 months and quarterly for 2

the MARs. The DON further stated she fait

, quarters to ensure the Physician Order
secure in her process.

Recap was completed accurately.
Discrepancies found in the recap
process will be correctly immediately
by DCDs or Nurse Supervisor Areas of
non-compliance will be corrected
immediately,

FORM CMS$-2567(02-99) Pravious Versions Obsolete Event (D:SUZN11 Facility 10; 100204 If continuation sheet Page 29 of 29




Audit results will be reviewed during
our QAA process. The quality
assessment and assurance

(QAA) committee (Administrator,
Assistant Administrator, ADNS,
Medical Director, DCDs, Social
Services, Maintenance) will validate
the actions taken are cffectively
resolving the cited issues beginning
11/15/2012.

11/19/12
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K000 The staternents made on this plan of
correction are not an admission to and
CFR: 42 CFR §483.70 (a) ' 3 do not constitute an agreement with
the alleged deficiencies herein.

K000 [NITIAL COMMENTS

|
|

_BUILDING: 01

" PLAN APPROVAL: 1970 To remain in compliance with all

federal and state regulations, the

SURVEY UNDER: 2000 Existing : © center has taken or will take the
i . , actlons set forth in the following plan
- FAGILITY TYPE: &/NF DP : . of correction. The following plan of
: TYPE OF STRUCTURE: Ona (1) story, Type Il | correction constitutes the center’s
* (000) i allegation of compliance. All alleged
; ! deficiencies cited have been or will be
, SMOKE COMPARTMENTS: Eleven (11) '; ; cotrected by the da[—e or dates
- FIREALARM: Complete fire alarm system with | | indicated.
 heat and smoke detectors. 5 5
. SPRINKLER SYSTEM:  Automatic (dry) K013 . i ) 14 \ .

sprinkler system, hydraulically designed, '
- GENERATOR: Type It generator Installed in | ftls ‘he]f“f‘&"ce of this f;‘i“’"‘ty to y
- 2006. Fuel source is diesel, ensure a. O0rs pl'ol’ec ll’lg_ COImaor
_ openings in other than required
: enclosures of vertical openings, exits,
: A standard | ife Safgy Code survey ‘-Eﬂs i or hazardous areas are substantial
: conducted on 10/09/12, Christopher East Health doors, such as those constructed of 1
: Care Center was found not to be in compliance ‘ % inch solid-bonded core wood, of

. with the Requirements for Participation in . :
Medicare and Medicald, The faclity has capable of resisting fire for at least 20
minutes, Doors in sprinklered .?

- one-hundred and seventy-eight (178) certified
beds and the census was one-hundred and . buildings are only required to resist
the passage of smoke, There is no

' forty-nine (149) on the day of the survey,
: impediment to the closing of doors.

Doors are provided with a means
suitable for keeping the door closed.

: noncompliance with Title 42, Code of Federal
; Reguiations, 483.70(a) et seq. (Life Safety from
{X6) DATE

{ABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TTLE _
X RCQMM\S-\WZIA'N*‘ X nl'qh%
Any deficiancy stalermant endlng with an esterisk (*) danotes s deficlency wilch the institullon may be excused from cormscling proviiing it i3 detetmined that

cthar safeguards provige sufficient protection to the patients. (388 Instructions.) Except for aursing homes, the findings stated abave are disclosable 90 days
fallowing the date of survay whather or not a plan of comaction (s provided. For nureing homes, the above findings and pens of comection are disclosabia 14
days following the date thase documents are made availabie to the facilily, If deficlancles ara citad, an epproved plan of comection is requisita to centinusd

program particlpation,

i
i
: i
- The findings that follow demonstrate |
|
!

v b
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K000 Continued From page 1 I K 000! What corrective action(s) will be
Fire) ; . accomplished for those residents
- ; fonnd to have been affected by the
¥ " i
Deficiencles were cited with the highest : i deficient practice — Facility removed
deficlency identified at O lavel, ! . hold :
K018 NFPA 101 LIFE SAFETY CODE STANDARD Kot ash cans being used to hold

55=D

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those conslructed of 1% inch solid-bonded core
waod, or capable of resisting fire for at least 20
minutes, Doors in sprinklered bulldings are anly
required to resist the passage of smoke. There is

: no impadimant to the closing of the doors, Doors

. are provided with & means suitable for keeping

- the door closed. Dutch doors meeting 19.3.6.36
are pennitted.  19.38.3

. Roller latches are prohibited by GMS reguiations
. in ali health care facilities.

. This STANDARD is not met as evidenced by: i
" Based on observations and interviews, it was i
. determined the facility failed {o ensure there were g
' no impediments to the closing of corridor doors, }

in aceardance with NFPA standards. The i
. deficlency had the potentlal to affect two (2) of |

eleven (11) smoke compariments, approximately !
{ forty-five (45) residents, staff and visitors. The f

|
I
|

identified doors in rooms 106, 112 and’
120 open and adjusted doors to :
prevent self-closures on 10/17/12.

How you will identify other
residents having the potential to be
affected by the same deficient
practice —Current residents have the
potential to be affected by this
deficiency.,

1
s
i
|
i
i
|

What measures will be put into ‘
place, or what systemic changes you !
will make to ensure ¢hat the ;
deficient practice does not recur —
Daors in the facility were checked by
Director of Maintenanee and :
Maintenance Assistant to ensure doors
were not propped open on 10/17/12.
Administrator, Assistant
Administeator, Human Resources
Director or Nurse Supervisor will
educate staff on or before 11/18/12 on |
NFPA requirement to ensure doors are,
not blocked or impeded from closing. |

How the corrective action(s) will be

monjtored to ensure that selutions
|
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PREFIX
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K018 Continued From page 2
facility has one-hundred and seventy-eight (178)
. certified beds and the census was one-hundred
and forty-nine { 149) on the day of the survey.

The findings include:

Obsearvations, on 10/09/12 between 10:10 AM !
-and 11:46 AM, with the Maintenance Olrector
. fevaealed trash cans were holding resident room
- docors 108,112 and 120 open, When the trash

cans warée removed, the doors wanted to |

self-close, i

- Interviews, on 10/09/12 between 10:10 AM and
- 11:45 AM, with the Malnfenance Director revealed |
i e was unaware the trash cans were being used !
!'to hold open the resident room doors and

1 acknowledged the methods used were an
'impediment to closing the doors in the avent of an
. emergency.

. Referance; NFPA 101 (2000 Edition)
" 19.3.6.3.3*

Hold-open devices that releasa when the doorls
pushed or pulfed shall be permitted.

A19,38.3.3
Doors should not be blocked open by furniture,
door stops, chocks, tie-hacks, drop-down or
plunger-type devicas, or other devicas that
necessitate manual unlatching or releasing action
to close. Examples of hold-open devices that
refaase when the door Is pushed or pulled are
. friction catches or magnetic catches.
K 022 NFPA 101 LIFE SAFETY CODE STANDARD

K 018

K020

)
|
!
DEFRCGIENCY) :
!

are sustained —A door audit will be
completed once a week for 4 weeks,
monthly times 2 months and quarterly '
for 2 quarters by Maintenance Director]
or Maintenance Assistant, :
Maintenance Director or Maintenance !
or Assistant will report any issues from;
the audit results to the QAA committee
until this issne is deemed resolved.
Areas of non-compliance will be
corrected immediately. The quality
assegsment and assurance

(QAA) committee will validate the
actions taken are effectively resolving -
the cited issues beginning 11/15/2012. :

11/19/2012

i
|
|
|
l
|
1

e

K029

It is the practice of this facility to
|
|
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FRINTED: 1 12
DEPARTMENT OF HEALTH AND HUMAN SERVICES rl-:gRM APOI;HR%Z\?ED
CENTERS FOR CARE & ME

EDI D SERVIC QMB NO. 09380391
STATEMENT OF DEFICIENCIES [1.9)] PROWDEWSUPFUEWCUA (%2) MULTIPLE GONSTRWTGON {43) DATE BURVEY
F CORRECTI IDENTIET ON NU R COMPLETED
AND FLAN OF CORRECTION ENTIFIGATION NUMa2 ABULDING 04 - MAIN BUILDING o1
185178 8. WING - 10/09/2012
NAME OF PROVIDER OR SUPPLIER 8T REETADDRESS. CITY, BYATE, 7ip CODE
4200 BROWNS LANE
CHRISTOPHER EAST Y G CENTER
RI STHRALTH GARE CENTE LOVISVILLE, KY 40220
P SUMMARY STATENENT OF DEFICTENGIES T m PROVIDER'S FLAN OF GORREGTION )
PREFLX, (EACH DEFICIENGY MLUSTRE FREGEDED BY FULL PREFIX {EACH CORREGTNEACTTDN SHOULD BE | COMPLETION
TAG | REGULATORY OR LSG IDENTIFYING lNFoRMmON) t TAG QRQS&REPER%‘EC% TO T%E APPROPRIATE : DATE
i H lENC :
! i H
i H
N . 1
K 028 ' Continued From page 3 K029i ensure that one hour fire rated j
§5=D ' ; '

:  eonstruction (with % hour fite-rated

1{13“9- ht';udf gre f&;l?-d Gonﬁﬁu'-‘-ﬂﬂg (\m;iﬂ i doors) or an approved automatic fire
I fire-ratad doors) or an approved a re ; . s :
I extinguishing systam In accordance with 8.4.1 ex.it:thngu is{nn%!systlegl 3“; :coo;dt;n:e
; andfor 18.3.5.4 protects hazardous aress. When wItL 8.4.1 and/or 19.3.5.4 pr
: the approved automatic fire extinguishing system hazardous areas, When the approved
| option is used, the areas are separated from - automatic fire extinguishing system js
. other spaces by smake resiating partitions and used, the areas ars separated from
doors. Doors are self-closing and non-rated or other spaces by smoke resisting
1 field-applied protective plates that do not exceed artitions and doors. Doors are sel£.
! 48 inches from the bottom of the door are : partt : s
i parmitted.  16.3.2.1 ‘ ‘ ¢losing and non-rated or fleld-applied

protective plates that do not exceed 48
§ | inches from the bottom of the door are

This STANDARD is not met as evidericad by: What corrective action(s) will be
Based on observation and interview, it was accomplished for those residents
determined the fagimy fa‘iéed ?}Tﬂﬂ the found to have been affected by the
- fequirements for Protection o azards, in foe
accordanca with NFPA siandards, The daficiency if‘;a'zg?:gf: d.? :tf}lf"’t’:;":m in
- had the potential to affect one (1) of eleven (11) P . > “fh ]
: Smoke compartments, approximately thirty-five the .ldtc x on 1'0/ 17/12 by the :
1 (35) residents, staff and visors, The facilty has Maintenance Director, :
one-hundred and saventy-eight (178) cartified !
| beds and the census was one-hundred ang : How you will identify other

; forty-nine (149) on the day of the survey, ; residents having the potential to be

i | affected by the same deficient

[ he findings include; practice - Current residents have the

o tion, on 10/09/12 at 1:50 PM, with th Rt o Tected by this
sarvation, on at1: , with the lency. All ing to

' Maintenance Director revealad the door to the g:fgggg st?ra io:rr:al::vd?: checked

+ Ory Starage Room in the Kitchen, did not have a g0 are m

i self-cloging device installed on the doar, for a self-closing device by the

] Maintenance Director and '

j Interview, on 10/09/12 et 1:50 PM, with the . Maintenance Assistant on 11/12/2012 ;

: i

" FORM CME-2567(02-95) Previous Versions Obedlers Evont [0: SUTN2 | Fasihy I 10620t If continuation sheet Page 4 of 7




PRINTED: 10/12/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APF{?ROVIQD

CENTERS FOR MEDICARE & MEDICAID SERVICES , QOMB NO. 0038-0381

STATEMENT OF DEFICIENGIES {X1) PROVIDER/GUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 01
B. WING
185178 10/09/2012
NAME OF PROVIPER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
4200 BROWNS LANE
CHRISTOPHER EAST HEALTH CA R
RE GENTE LOUISVILLE, KY 40220
X SUMMARY STAYEMENT OF DEFICIENCIES : 1D | FROVIDERS PLAN OF GORREGTION P xs)
PREFIX (EAGH DEFICIENGY MUST 6E PRECEDED BY FULL i PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE , GOMPLETION
TAG -  REGULATORY OR LSG IDENTIFYING INFORMATION) i TAG i  CROSS-REFERENCEDTQ THEAPPROPRIATE |  DATE
i ) DEFICIENGY) .
1 !
. : ; :
K029 Continued From page 4 © K029| and these doors were equipped witha .
i
i

Maintenance Diractor revealed he was not aware required self-closure. @
of the Dry Storage Room being catagorized as a - : ,

hazardous slorage room, and the requiremant : . )
that the door be equipped with a self-closing ; i What measures will b_e put into :
davice, . place, or what systemic changes you :
| will make to ensure that the
Reference: deficient practice does not recur -

NFPA 101 (2000 Edition). C.N.As, Staff Coordinator, 2

Housekeepers, Activity Director and
Maintenance) will audit self-closure
room doors weekly to validate self-

!

I '
! Safety Committee (HR Director, 2
|

19.3.2 Protection from Hazarde. :

19.3.2.1 Hazardous Areas. Any hazardous areas I

shaf! be safeguarded by a fire barrier having a

1-hour fire resistanca rating or shall be provided ! closing doors to hazardous areas i

with an aytomatic extinguishing system in ) function ly. Saf i -
i properly. Safcty Committee '

accordanca with 8.4.1, The automatlc | | (HR Direotor, 2 C.N.As, Staff

!

!

1

extinguishing shall be parmitted to be in . A
accordance With 19.3.6.4, Where the sprinklar Coordinator, 2 Housekeepers, Activity ;
Director and Maintenance) was

option is used, the areas shall be separated

from other spaces by smoke-resisting partitions inserviced by Assistant Administrator :
- and doors, The doors shall be self-closing or on doors requiring self-olosure i

automatic-closing. Hazardous areas shall devi 11/13/2012 '
. Inelude, but shall not be restricted to, the evices on : :
. following:

(1) Boller and fuel-firzd haater rooms

{2) Cenfral/hulk laundries larger than 100 f2

Hoxv the corrective action(s) will be
monitored to ensure that solutions

' (9'3,:,"1-2% h are sustained — Safety Committee
{3; Rgg'aif s (HR Director, 2 CN.As, Staff
(5) Soiled linen rooms i Coordinator, 2 Housekeepers, Activity-
. {6) Trash coliection rooms Director and Maintenance) will
{7) Rooms or spacss larger than 50 A2 (4.6 m2), | conduct audits once a week for 4
; g‘;r"}:gllgg MFZP:LF 5':;'331;5. used for storage of ; weeks, monthly times 2 months and
: and equlpmentl?g quantities deemed hazardous qum_'terly . for 2 quarters an'd report
. by the authority having jurisdiction audit findings to the Quality
' (8) Laboratories employing fiammable or Assurance Committee for review until
. combustible materials in quantities less than i ' issue is deemed corrected. Areas of

H
1

FORM CME-286T(02-99) Previous Virsions Obsokele Event ID: SUTN214 Faciity ID: 100201 If cantiniation shaat Page b6 of ¥




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

PRINTED; 10M2/2012
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES
AND PLAN OF CORREGTION O DENTIFICATION NUMBER: | T PLE CONSTRUCTION O CoMpLETED
A.BUILDING 1 - MAIN BUILDING 01
B. WING
185178 10/09/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
CHRISTOPHER EAST HEALYH CARE GENTER 4200 SROWNS LANE
LOUISVILLE, KY 40220
(XD SUMMARY STATEMENT OF DEFICIENCIES liv] PROVIDER'S PLAN OF CORRECTION ' (5)
PREFIX (EACH DEFICIENCY MUST BE PREG BY FULL :
TAG REGULATORY OR LSC IDENTIFYING fb?FEgR!MI;ION) P?‘Eglx c;ﬁ‘;‘;‘,ﬁ%&éﬁ‘;‘;’g '?gT'IEI?EN gﬁ%ﬁnﬁfm i -
DEFICIENCY)
K 029. Cantinued From page 5 . K029| non-compliance will be corrected ;
: those that would be considered a severa hazard, | immediately, The quality assessment
| Exception; Doors in rated enclosures shall be | d :
* permitted to have nonrated, factory or : A s ranee, i
fietd-applied ' i (QAA) committee will validate the
| proteciive plates extending not more than ; act{ops taken are effectively resolving
48 In. (122 cm) above the bottom of the door. | the cited issues beginning 11/15/2012.
K 147 NFPA 101 LIFE SAFETY CODE STANDARD I K147,
$5=D o _ i " 11/19/2012
X E[ecmcai wiring and equipment Is in accordance -
. with NFPA70, National Electrical Code. 8.1.2 | .
i K147 il
: : It is the practice of this facility to i
, This STANDARD Is not met as evidenced by: | onstire that 'el.?cmcal wiring and
Based on ohservation and interview, it was i equipment I 1 n accordane_e with
- determined the facilly failed to ensure slecrical | | NFPA 70, National Electrical Code
- wirlng was maintained in accordance with NFPA 9.1.2,
; s?endards. 2T'ne deficiency had the potentialto . :
. affect two (2) of eleven (11) smoke t 4 i :
. compartments, approximately forty (40} residents, What cr;rn;‘ec[:] :-e a:]fl onfs) ‘;;“ be
' staff and visttors. The facility has one-hundred accomp Ishec [OF L1056 resicents
and sevenly-cight (178) carlified beds and the found to have been affected by the
census was one-hundred and forty-ning (149) on | deficient practice ~ Medical i
- the day of the survey. equipment in rooms 420 and 310 were :
: i removed from power strip and :
] plugged into proper electrical outlet
 The findings Include: on 10/09/12. The refrigerator and i
' microwave in Direator of Social
, Observations, on 10/09/12 between 1:30 PM and Services’ office were removed from
©2:45 PM, with the Maintenance Director revealed: power strip and plugged into proper
e i f
21) In resident room 420, medicat equipment (a electrical outlet on 10/10/12.
* suction device and a mini-nebulizer) were ,
 plugged into a power strip, How you will identify other
FORM GMS-2567(02:98) Pravious Verslons Obsolete Event ID:SUTN2.1 Facifty ID; 100201




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

PRINTED: 10/12/2012
FORM APPROVED

OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGUIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING 01 - MAIN BUILDING 01
185178 B. WG 10/09/2012

NAME OF PROVIDER OR SUPPLIER
CHRISTOPHER EASY HEALTH CARE GENTER

STREET ADDRESS, CITY, STATE, Z|P CODE
4200 BROWNS LANE

LOVISVILLE, KY 40220

(X8} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION .
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY PULL i PAEFIX {EACH CORRECTIVEACTION SHOULDRE | COMPLETION
TAG REQUIATORY OR LSC IDENTIFYING INFORMATION) i TAG CROBS-REFERENCED TO THE APPROPRIATE PATE
PEFICIENGCY)
i
K 147 Continugd From page 6 K147| residents having the potential to be -

:2) In resident room 310, medical equipment (a
motorized bed) was plugged into a powaer strip.

_3) Inthe Director of Seclal Services' office, a

. refrigerator and microwave oven were piugged
, into a power strip.

" Interviews, on 10/08/12 between 1:30 PM and

i

' 2:46 PM, with the Malntenance Director revealed |

. he was nol aware of the misuse of power strips
: within the facifity,
Reference; NFPA 88 (1999 adition)
3-32.1.20

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

intended use of the patient care area. There shail

be sufficlent receptaclas located 5o as to avoid
the nead for extension cords or multiple outist
adapters.

i

|

affected by the same deficient ;
practice - Offices and resident rooms .
in the center were inspected by
Maintenance Director and
Maintenance Assistant on 11/6/2012
and no other rooms were identifted as
having medical equipment plugged
into a power strip, Current residents
have the potential to be affected by
this deficiency,

What measures will be put info
place, or what systemic changes you
will make to ensure that the
deficient practice does nof recur— !
Residents, Responsible Party and staff
will be educated by Administrator,
Assistant Administrator, Nurse
Suopervisor and HR Direotor on the
NFPA 70 National Electrical Code
9,1.2 by 11/18/2012, Safety
Committee (HR Director, 2 C.N.As,
Staff Coordinator, 2 Housekeepers,
Activity Director and Maintenance)
will audit 20 rooms per week to

ensure the proper use of power strips
in offices and resident raoms.

i
|
i
1
i
1
i
1

Hosv the corrective action(s) will be ;
monitored to ensure that solutions
are sustained — Room audits will be
completed once a week for 4 weeks,

FORM CMS-2567(02-99} Previous Versiens Obsolata
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monthly times 2 months and quarterly
for 2 quarters. Human Resources
Director will monitor weekly audits to
ensure safety rounds are completed and
will report audit findings to the Quality
Assurance Committee for review until
issue is deemed corrected, Areas of
non-compliance will be corrected
immediately. The quality assessment
and assurance

(QAA) committes will validate the
aotions taken are effectively resalving
the cited issues beginning 11/15/2012.

11/16/2012

"IA




