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Based upon implementation of the acceptable
PoC, the facility was deemed to be in compliance
on 01/21/16, as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
ather safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facllity. If deficiencies are cited, an appraved plan of comrection is requisite to continued
program parficipation.
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This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments
program, to show those deficiencies previously reported on tha CMS-2567, Statement of Deficiencies and Plan of Correction, that have been

corrected and the dale such comective action was accomplishad. Each deficienc
provision number and the identification prefix code previously shown on the CMS
the survey report form).

y should be fully identified using either the regulation or LSC
-2567 (prefix codes shown to the left of each requirement on

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix F0241 Correction ID Prefix F0279 Correction | 1D Prefix F0281 Correction
15 .20(d), 483, 483.20(k)(3
Reg. # 483.15(2) Completed |Regq.# 483.20(c), 483.20(k)(1) Completed | Reg. # 83.20(k)(3D Completed
LSC 01/21/2016 LSC 01/21/2016 LSC 01/21/2016
ID Prefix Fo282 Cormrection ID Prefix F0315 Correction ID Prefix F0323 Correction
.20(k ) )
Reg. # 483.20(k)(3Xil) Completed |[Reg. # 483.25(d) Completed | Reg. # 483.25(h) Completed
LSC 01/21/2016 LSC 01/21/2016 LSC 01/21/2016
ID Prefix Fo3ze Comrection | ID Prefix Fo441 Correction | 1D Prefix Correction
483.25(k 483.65

Reg. # 83.25(0 Completed |Reg.# 83 Completed | Reg. # Completed
LSC 01/21/2016 I.SC 01/21/2016 LSC

ID Prefix Correction | |D Prefix Correction | 1D Prefix Correction
Reg. # Completed |Reg.# Completed | Reg.# Completed
LSC LSC LSC

ID Prefix Correction | ID Prefix Correction | 1D Prefix Correction
Reg. # Completed |Reg.# Compleled | Reg. # Completed
LSC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATEAGENCY [] | {INITIALS) _ / -
O o |1G, e, Je. Ot/ e

REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO 22 | (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON [J CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

12/18/2015 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY?  —Jves [ NO
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STATEMENT OF DEFICIENCIES {%2) MULTIPLE CON
AND PLAN OF CORRECTION A BUILDING

188088 8. WING

NAME OF PROVIDER OR SUPPLIER
SIGNATURE HEALTHCARE OF BOWLING GREEN

BOWLING GREEN, KY 42101

{%X&) 1D SUMMARY STATEMENT DF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ()
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
"G REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE . baE
DEFICIENCY) °
This Plan of Correction is the center’s credible
F 000 | INITIAL COMMENTS F 000 allegation of compliance,
A Rmﬂcaﬂon 3u~ev and an Abbrev’atad Preporation and/or execution of this plon of
Survey investigating Complaint #KY24120 was correction does not constitute admission or ogreement
conducled on 42/15/15 through 1211815 with by the provider of the truth of the focts ulleged or
daficlancies cited at the highest Scope and conclusions set forth In the stotement of deficlencies,
Severity of a "D", Complaint #KY24120 was The plan of cotrection is prepored end/or executed
unsubstantiated with no deficlencies. solely becouse it Is required by the provisions af the
F 241 483.15(a) DIGNITY AND RESPECT OF F 241 federal and state faw.

$5=0 | INDIVIDUALITY

The facllity must promote care for residents in a
manner and in an environment that maintains or

enhances each resident's dignity and raspect In F 241 483.15(a) DIGNITY AND RESPECT OF

full racognition of hig or her individuality, ANBIVIDUALITY
1. Resident #15 no longer resides in the
This REQUIREMENT I8 not met as evidenced Facllity.
5 &N #1 was re-educated by the Staff
Based on observation, interview, record raview Development Coordinator on 12/17/2015,
and facility policy review, it was detarmined the on providing privacy and dignity for all
fac“ity failed to promme care forresidents ina residents with emphasis on closing doors,
manner and In an environment that maintains or Z‘ﬂﬁiﬁﬁ:ﬁﬁﬁ"’ S
enhances each resident's dignity and respectin -
full recognition of his or her individuatity for ona z :f:,:f;":;g::ﬁ;’&?g:‘iﬁfi:d N
(1) of twenty-four (24) sampled residsnis Administrathve Staff in AballlS and
(Resident #15). completed by 2/ 20/2016. No complaims ar
cancerns noted during interviews of in
Staff failed to provide privacy by closing the resident councll.
shades, pulling the curtain or shutting the deor | 3. All nursing staff and therapy were re-
while providing Gastrastomy Tube (G-Tube) site educated on providing respect, dignity and
care to Resident #15. privacy to all residents at all times by the
Staff Development Coordinator. Education
The findings include: wes compiet=g By /202018

Raview of the faciiity's policy titled, "Resident |
Rights", not dated, revealed employees shall treat |
all residents with kindness, respect and dignity.
Furthar review under Guideline number cne (1)

TIVE'S EIGHATURE TITLE

| }

Lo 10 A 4 )
ARy deficiénecy stalement ending v a daficlancy which the inatitution may be axcused from comdceting providing it Is delarmined that
ather safeguards provids sufficlont prolaction to the Patienta. (See instructiona.) Except for numsing homes, the findings stated obove sre disclossble 30 deys
follawing the date of survey whether or not a plan of correction is provided. For nursing hames, the abova findings and plans ¢f corracton are disclosabls 14
days [olflowing the date these decuments are mada available to the faclity. f deficisncies are cited, an approved pian of comection {8 requisite to continued
program participation,
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revealad "Federal and state laws guaraniee
certain basic rights to all residents of this facfity,
Thesa rights include the rasidents right to privacy
and confidentiality."

Record review revealed the facility admitted
Resident #15 on 10/02/45 with diagnoses which
included Cersbrovascular Accident, Deafness,
Congestive Heart Fallure and Diabetes Mellitus.
Review of the Admission Minimum Data Set
(MDS) Assessment, dated 10/09/15, revealed
Residant #15 was unable to complete a Brief
Interview for Mental Status (BIMS) but the faciilty
assessed the resident as he/she was raraly or
never understand which indicated ha/she wag not
intarviawable,

Observation, on 12/17/15 at 2:45 PM, revealed
Registered Nurse {RN) #1 provided G-Tuba site
care for Resident #15; however, RN #1 fafled to
close the window-ghade, pull the privacy curtain
or shut the door to the reom prier to raising the
resident’s shirt up and providing G-Tube sita care.
Further observation revealed he/she had no
roommate; however, he/she could be seen from
both the hall and fram the windew.

Interview with RN #1, on 12/17/15 at 3:00 PM,
revealed he forgot to provide privecy for Resident
#15 prior to starting G-Tube site care. RN #1
stated he normally pulls the privacy curtalr, shuts
the door and pulls the window-shade down to
provide the resident privacy. He sakd other
residents, staff and visitors could have potentially
seen Resident #156 exposed during cara due {o
the window-shade, privacy curtain and door being
lefi opaned.

interview with Resident #15'a family member, on

{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES m - PROVIDER'S PLAN OF CORRECTION 0US)
PREFMX (EACH DEFICIENCY MUST BE PRECECED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRDS&REFEREEECEES‘CT%E APPFROPRIATE OATE
L)
F 241/ Continued From page 1 F 241 (UML )

Observations will be conducted on 5
residants by Unit Managers/ADONs weekly
X 8 weeks, then monthly X 3 months to
ensure respect, privacy and dignity are
maintained for all residents at all times.
The results of the obsarvations will ba taken
to QAP| for with results presented in QAPI
for tracking and trending and further
recommendations. OAPI meetings will he
held weekly till issue is resoived. QAPI
members conslst of the Medical Director ot
ARNP, NMA, DON, ADONS, Unit Manager,
QA {Quallty Assurance) Nurse, RT (Resp.
Therapist), RD {Reg, Dietician]), SDC {5taff
Development Coordinator), MDS
Coordinators., Admission Coordinatar,
Chaplin, 55D (Sodal Service Directars), HR
(Human Resources Directar), Q of |, Dir,
(Quality of Lif¢ Director). The NHA or DON
may ask CNAs or others to participate If the
need arises,
Complation 1/21/2016.

2w
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X4 10
PREFIX
TAG

SUIMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REOULATORY OR LIC IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF GORREGTION )

PREFIX ,f”" GORRECTIVE ACTION SHOULD BE

TAG 0SS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)

F 241

F279
§8=D

Continued From page 2

12/17/15 at 3:10 PM, revealed she expecied staff
to provide privacy when providing cara to the
resident to ensune the residant was nat expased
lo other residents and visltors. She stated
Resldent #45 had always been very prideful and
wolitd not be all right with net having privacy for
promt’:hedures and being exposed for others to see
him/har,

{nterview with the Unit Manager (UM), on
12117115 at 4:09 PM, ravealed she expacted staff
to provide all residents privacy during any type of
care or procedure and that it was not appropriate
for a residant to be exposed and privacy not
being provided.

Interview with the Birector of Nursing (DON), on
12/168/15 at 2:50 PM, revealed she expected staff
to always provide privacy for all residents during
any type of procadure or care being provided.,
4B3.20(d), 483.20(k)(1) DEVELOP '
COMPREHENSIVE CARE PLANS

A facility must use the results of the assassment
to devalop, review and reviss the resident's
comprehensive plan of care.

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

The care plan must describe the servicas that are
{o be furnished to altain or maintain the resident's
highest practicabie physical, mental, and
psychosocial well-being as required under

F 2419

F279
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D)0 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF GORRECTION 1x8)
PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORAECTIVE ACTION BHOLLD BE COMPLETION
A6 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG mmmemzol'%eawmmms DATE
F 279 Continued From page 3 F279
§483.25; and any serviges that would otherwise F 279 483.20(d), 483.20{k)(1) DEVELOP
be required under §4583.25 but are not provided COMPREMENSIVE CARE PLANS
due to the resideni’s exercise of rights under
§483.10, including the right 1o refusa treatment L retien: 35 b et s e o
under §483.1({b)(4). tube site care on 12/30/2015. Resident 415
no langer resides in the facility.
2. Al residents with g-tub iewed
This REQUIREMENT is not met as evidenced the Quality Asmmgl;ce rf;r?:;:rgigglzo?s
by: and each gne had been assessed and a care
Based an interview, record review, and raview of wlan was in place for the g-tube care,
facility policy, it was determined the faciiity failed 3. Licensed staff have been re-cducated by the
to develop a Comprehensive Care Plan for ane Staff Development Coordinator an praper
(1) of twenty-four (24) sampled resldents related e el ok
to gastrastorny site care (Resident #15). 1/20/2016 ]
Resident #15 was admitted to the facllity on 4. AN residents with gtube ssed
10/02/15 with a Gastrostomy Tube (G-tube); e Chalty RS Surmce Horee oo S SVARES 1o
however, no cara plan was developed to address ensura each one had proper orders,
the care of the residant's G-\ube site. assen;nhenas all'ld care plans in place for the
care. The Quallty Assurance Nurse will re-
Tha findings include: ':“fs Tnv new resident with a g-tube upan
admission or upon the insertian of 3 g-wube
Review of the facility's paficy titled, "Care weekly x 4 weeks, then manthiy x 4 months
Plans Comprehensie’, daiod 0RO, reveded R L T
*An individualizad comprehensive care ptan that
includes measurable objectives and timetables to 2’:::,::;::‘,3:"&";":,:'&;’; e
meet the resident's medical, nursing, mental and weekly till issue is resolved. GAFT members
psychological needs Is developed for each consist of the Medical Director ar ARNP, NHA,
resident.” Under guidaline number one (1) it DON, ADONs, (A Nurse, Unit Manager, AT
states: The nursefinterdiscipinary team, in {Resp, Thetapist), AD (Reg. Dietictan), SOC
coordination with the resident, hisfher famlly or {Staff Development Coordinator}, MDS
responsible party develops and maintains a Coordinators., Admisslon Coordinator,
comprehensive care pian for each resident that f:::l'::‘ ::':o‘:;‘:'uﬁ‘:g)”g‘m'g-'"“
heckiost 1y g arpectae £ o, nder (Qualty of U irecir. The N or 0O
guideline nurmber three (3) it states: each ,,"‘.".?’,‘,’ﬁ,“,f_‘“ ¢ oy ta particleate £ the
resident's comprehensiva care plan Is designed 5.  Completion 1/21/2015.
1o identify the professional servicas that are
respansible for each element of care | { QII b
FORM CMS-2567(0:2.00) Previcus Versians Obscisie Event ID T&ZC11 Facity 10: 100410 It continuation sheet Page 4 of 28
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F 279 | Continued From page 4 F 279

Record review ravealed the facility admitted
Resident #15 on 10/02/15 with diagnosas which
Included Carebrovascular Aceident, Deafness,
Congestive Heart Failure and Diabetes Melitus.
Review of the Admission Minimum Data Set
{MDS) Assessment, dated 10/09/15, revealed this
rasident was unable to complete a Briaf Interview
for Mental Status (BIMS) because he/she was
rarely or never understood and this indicated
he/she was not interviewabla. in addition, tha
resident was assessed to have a tube feading in
place while at the taclilty.

Raview of the Comprehensive Care Plans for
Resident #15, dated 10/09/15 and 10/13/1§,
revaealed there were no identified interventions
related to G-Tube site care,

Review of Resident #15's Decamber 2015
Treatment Administration Records {TAR)revealed
there was no G-Tube site care recarded on the
TAR so licensed staff would be cued to perform
the care.

Interview (Post Survey) with Licensad Practical
Nurse (LPN) #5, on 12/30/15 at 10:47 AM,
revealed Resident #15 should have had a care
plan daveloped for care of the G-Tube site,

Interview (Post Survey) with tha Quality
Assurance (QA) Nurse, on 12/30/15 at 11:30 AM,
ravagled a care plan should have been
implemented on admissien in regards to G-Tubse
site care for Resident #15,

Interview with the facllity Administrator, on
12130115 at 11:40 AM, revealed a care plan
should have been implemented in regards to
G-Tube sile care for Resident #1& upon

FORM CMS-2587(02.09] Previsus Vorsions Obsoleta Event ID: T8ZC11 Fucitly ID; 100418 ¥ continuation shest Pags 5¢f 28
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STATEMENT OF DEFICIENCIES £%1) PROVIDER/SUPPUER/CLIA (@) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
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{%4) 10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION e
PREFIX (EACH DERCIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH COPRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR |58 IDENTIFYING INFORMATION) TAG GHOS&IEFEREMEDNT%EMOPR“E CATE
F 279 | Continuad From page § Fav9
admigsion.
F 281 | 483.20{k)(3)() SERVICES PROVIDED MEET F 281
ss=0 | PROFESSIONAL STANDARDS - -
F 281 483.20{k}{3){i} SERVICES PROVIDED MEET
The gervices provided or arranged hy the facllity PROFESSIONAL STANDARDS
must meet professional standards of quality.
1. A Thedressing on resident #7 was changed
and dated on 12/17/2015 by the Waund Care
Nurse and the licensed nurse who had
R:.is REQUIREMENT s not met as evidenced previously changed the dressing and did not
s date the dressing, was glven 9 coach and
Based on obsarvation, intarview, recard raview counseliing by thgé Olrector of Nursing on
and review of the facllity's Parmry and Potier 12/21/2015.
Qstendarf Clinical Nursing Skills & Techniques 8.) Tha RN #1 wha provided tmproper g-tube
Bth Edition, it was determined the facllity failad to sight care to rasident #15 was given a
provida sarvices that meet professional standards toaching and counsclling by the Director of
of quality for two {2) of twenty-four (24) sampled Nursing on 12/21/2015.
residents (Resident #7 and Resident #15). Staff 2. A)Wound Care Nursa checked all the wound
faied i date and tme 2 wound dessing o e e b
Resident #7 and failed to provide Gastrostarny aurses oroviding braner & tube cane.
tube sita cara appropriately for Resident #15, B The Wil complcten carapatartey o BrCper
getube care by the Staff Developmant
The findings include; Coordinator on 12/17/2015 and again on
1/8/2016, All residents with g-tubes were
1. Review of facllity standards of practice, revigwed by the Quality Assuranca Nurse on
entitied: Perry and Potter Ostendorf Clinical 12/30/2015 and each one had been assessed,
Nursing Skills & Techniques 8th Edition, revealed : ::;! P'am: :m*:- r::: :':‘hﬁ::a h{:: "
" rece| n e
to 1abal dressing with date drassing applied. p-tube care, Competency Chack ofs on g-tube
Recard review revealed the faci admitted site care was completed on all licensed
Resident #7 on 03/03/15 with diggnom, which e
included Diabates Mellitus I, Sepsis, and a Stage completed on 1/20/2016.
1| Pressure Ulcer. Reviaw of the Quarterly 3 All licensed staft were re-educated by the
Minimum Data Set (MDS) Assesament, dated Staff Development Coordinator to always date
11/23/15, revealet Reeident #7 was assessed as and initial wound dressings and the proper
requiring extensive assistance with activities of way to perform g-tube care. Education was
dally living {ADLS3), and to be cognitively intact completed by 1/20/2016.
with a Brief Interview for Mental Status (BIMS)
score of fiteen {15) which indicated the resident
FORM CMS-2387(02-9¢) Previsus Varsions Obsoleln Evenl i T82CN Faciity 1D 100410 i contipuation shaet Pege 8 of 28
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was Inlerviewable.

Observation, an 12/17/115 at 3:35 PM, revealed
the Wound Care Nurse completad a drassing
change to Resident #7's pressura ulcar on his/her
sacrum. There was no date, time or initiallng en
the dressing removed from the resident. The
Wound Care Nurse stated the dressing should be
dated, timed, and inltialed par faciity policy.

Interview with Unit Manager (UM) #1, on 12117115
at 1:56 PM, and Interviews on 12/18/15 with the
Direclor of Nursing {DON) at 11:20 AM, and the
Administrator at 9:46 AM, ravealed they expacted
dressings to be inftialed and dated when applied.

2. Further review of faciity's standards of
practice, Perry-Potter-Ostendorf Clinical Nursing
Skills and Technlques Eighth (8th) Edition,
revealed under ‘Care of & Gastroslomy or
Jejunostomy Tube, on page 784, staff should
perform hand hyglena and apply clean gloves;
remove ald dressing and fold drassing with
drainage contained Ingide, then remove gloves
inside out over dressing and discard; assesa exit
site; clean skin around sita with warm water and
mild soap or saline using four (4) by four (4)
gauze and if drainage is present apply clean
glaves; dry sita completely, if dressing is ordered,
place a drain-gauze dressing over the disc;
secure diessing with tape; place date, time and
initials on new dressing: and remove gloves and
dispose of supplias in appropriate receptacle and
perform hand hygiene,

Record review revealed the facllity admitted
Resident #15 on 10/02/15 with dlagnosas which
included Carebrovascutar Accident, Deafnegs,

Congestive Heart Failure and Diabetes Mellitus.

) SUMMARY STATEMENT OF DEFICIENGIES 1o PROVIDER'S PLAN OF CORREQTION x9)
FREFIN {EAGH DEFICIENCY MUST B& PRECEDED BY FULL PREFIX (BALH CORRECTIVE ACTION SHOULD HE COMPLETION
1A6 REGULATORY OR L3C IDENTIFYING INFORMATION) TAG caoss-neramgg% Iro f;l)z APPROPHIATE CATE

F 281 | Continued From page 8 ¥ 281

4.

(k)

The Unit Managers/ADONs and Staff
Develapment Coordinators will observe 5
residents with wound care dressings and 5
rasidents requiting g-tube care weekly x 4
weeks, manthly x 4 months and the results
of observations will be reported to the QAP
committee for tracking and trending and
further recommendations. QAP meetings
will be held weekiy till issue Is resolved.
QAPI members consist of the Medical
Director or ARNP, NHA, DON, ADONs, QA
Nurss, Unit Manager, RT {Rasp. Therapist),
RO (Reg. Dieticiin), SDC (Staff Development
Coordinater), MDS Coordinators.,
Admission Coordinator, Chaplin, SSD (Social
Service Directors), HR (Human Rescurces
Director), @ of L Dir, (Quality of LUife
Directar), The NHA or OON may ask CNAs ar
others 1o participate if the need arises.

Completian 1/21/2016.

ady
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Raview of the Admisslan MDS Assessment,
daled 10/09/15, revealed Resident #15 was
uneable lo complete a BIMS becausa he/she was
rarely or never understood and this indicated
he/she wes nct interviewable. In addition, the
resident was assessed lo have a tube feeding in
place whila at the facility.

Observation, on 12/17/15 at 2:45 PM, revealed
Registersd Nurse {RN) #1 with glaved hands
wheeled Resident #15 Into hisher eom and
asranged supplies of a drainage-gauze, tape, a
towel and a wash cloth and placed them on the
bedside table. RN #1 raised Resldent #15's shirt
to expose the G-Tube site and then removed the
old dressing, which had visible brownish drainage
present, and threw It in the trash can. He then
took his gloved right Index finger and removed a
brownish crust-llike material from Resident #15's
G-Tuba site. He grabbed the washeloth from tha
bedslde tebie, wet the washcloth at the sink, and
applied soap ta the washcloth. RN #4 ratumed to
Resident #15 and began ta wash Resident #15's
G-Tube site with the wel, soapy washeloth, RN
#1 then took the soiled washeloth back to the
sink, rinsed it out, applied soap to it again,
returned to Resident #15, and washed Resident
#15's G-Tube site again with the same washcloth.
He then piaced the soiled washelath In Resident
#15's gink, picked up the towel, drled Resident
#15 ' 3 G-Tube site, and then placed tha towel in
the sink. RN #1 opaned the dralnage-gauze
package, removed the gauza and placed the
gauze over the G.Tube site and secured it with
tape, then initiaied and dated the dressing. Me
then lawerad Resident #15's shirt and stated ha
was complete with the G-Tube sile care. RN #1
failed to wash his hands and apply ctean gloves
prior to the procedure, used the same washcloth
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to clean the G-tube site twice, and failed to
change gloves after remeving the cld drassing,
and after cleaning g-tubs sita, and applying clean
dressing per the standards of practice,

Interview with RN #1, on 1211715 at 3:00 PM,
ravaaled he forget to change gloves butin
hindsight should have changed gloves prior ta
stariing G-Tube site care, after removing tha old
dressing, after removing brownish crustike
materal from the G-Tuba sita and prior to placing
the new dressing to Resident #15's G-Tube sits,
RN #1 stated he should have had mora supplies
in place, to include a basin with warm water and
additional wash cioths and he should not have
used the same solled wash cloth for a second
time to cleanse Resident #15's G-Tube sile
because the wash cloth was dirty from the first
cleansing.

Interview with the UM, on 12/17/15 at 4:09 PM,
revealed she expected staff to provida proper
G-Tube site care per professlonal standarnds,

Interview with the DON, on 12/18/15 at 2:50 PM,
revealed she expectad staff to provide proper
G-Tube site care per standards of practice and
Licensed Staff should be aware of the Facility
palicy and procedures related to G-Tube site
care,

F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282
§5=D | PERSONS/PER CARE PLAN

The services provided or arranged by the facllity
must be provided by qualified persons in
accordance with each resident’s written plan of
care.
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This REQUIREMENT Is not met as evidenced F 282 483.20{k){3)) SERVICES BY QUALIFIED
by: PERSONS/PER CARE PLAN
Based on ohservation, intarview, record review,

and faciiity policy review, it was determined the 1, Thefacility p'mvldes care In accondance with
facility failed to ensure staff provided services In the residents’ plan of care, RN 'I’ 2 was :
accordance with the written plan of care for ane ""‘:f""" by the :D‘" on :’E’:""’u’;‘ proper e
{1} of twenty-four (24) sampled residents ;j‘u ,‘g;;"’"" competency completec o
(Resident #?} The factity falled to follow 2. Thestaff D-evelopmem: Coordinator ohserved
Resident #8's care plan intervention of providing Foley catheter care on all residents with 3 Foley
catheter care per facliity pollcy. Catheter and care was provided as core

planned. This was coinpleted by 1/20/2016. All
The findings include: residents with Foley cathaters were assessed

for proper orders and camplete care plans.
Review of facility's palicy tithed, "Cara 3. All licensed staff were re-educated by the Staff

ty's palicy tithed,
Plans-Comprehensive”, dated 06/01/15, revealed Development Coordinator an following the
"An individualized comprehensive care plan thet il sl
Includes measurable objectives and limatables to ;3:‘07‘;;1‘:’" i was completed on
meet the resident's medical, nursing, mental and 4, Care plans.and following tha plan of care will be
psychological neads is developed far each sudited and observed on 5 residents with Foley
resident” Under guideline number one (1) it Catheters by the Unit Mangers/ADONs weekly
states: The nursafinterdisciplinary team, in % & weeks and then monthly x 4 months with
coordination with the v;ea‘sldant, hismar family or results presented in QAP for tracking and
responsible parly develops and maintains a trending and further recommendations. QAP
comprehensive care plan for each resident that meetings will be held weeldy tlll issue s
identifies the highest leve) of functioning the ;S";“- 0::'”';“:'::’“ Dg":*fﬂg"“‘:m“‘“'
rector or . N
r?#;ﬂiﬁ?mwfﬁe%ﬁtﬁg?:é;nm Nurse, Unit Manager, RT (Resp. Therapist], RD
g ; ' {Reg. Dietician], SDC (Staff Development
resident's comprehensiva cara plan is designed Coardinator), MDS Coardinators., Admission
to idenli%;ltl'!? Pma'g:sxa:ﬁ”:c“ ;haltjger Coordinator, Chapiln, SSO (Socta! Service
responsioie 10r @ m ar care, Directors), HR {H R Qirector), Q of
guideline number eight (8), it states cara plens L bir. IQr:)aIitv f:f ‘L’i:‘:;ir::t:flr.m T:e Nrf-ml;rr DON
are revised as Informaticn about the resident and may ask CNAs or athers to participate If the
the resident's condition change. need arises.
Review of the facllity policy titied, "Catheterization 5.. Completiun 1/21/2016
Care", last reviewed 08/01/15, revesled staff
should organize equipment for perineal cara; la
wash and dry hands thoroughly-put on glovas, III
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with female residents: use non-dominant hand to
gently separata labia fully to expose urethral
meatus and catheter and maintain position of
hand throughout Erocadum; grasp cathetar with
two fingers to stabllize it; assess urathral meatus
and surrounding tissue for inflammation, swelling,
discharge or tissue trauma; provide perineal
thlana using mild soap and warm water; use a
clean wash cloth and clean cathelar-starting
close to urinary meatus clean catheter in circular
rmatian along its length for about four (4) inches
moving away from the body; reapply catheter
securement devica and allow slack in catheter so0
movement does not craate tension an it,

Record review revealed the faclity admitted
Residant #8 on 12/11/15 with diagnuses, which
tncluded Urinary Tract Infection and Renal
Insufficiency.

Review of Residant #5's Interim Admission Care
Plan, dated 12/10/15, revealed staff was to
provide catheter care per policy.

Observation of Registerad Nurse (RN) #2
providing urinary indwelling catheter care fer
Resident #8, on 121715 at 1:10 PM, revealsd
RN #2 placad gloves on prior to ohtalning a wash
cloth, soap and a basin with warm water and
ralsing Resident #8's bed up. The RN failed ta
wash her hands and apply gloves after she had
gathered her suppfies and positioning the
resident par resident care plan, She then
informed the res!dent of neading to provide
catheter csre, and ramoved the resident’s covers
and lowar extremity clothing. She remaved the
catheter securament device, which was on tha
resident'’s upper right thigh, Further observation
revealad RN #2 then grabbed a wet soapy wash
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cloth and cleansed the resident's vaginal atea
without changing gloves and separating the labla
to expose the urethral meatus and catheter to
assess the urethral masatus and surrounding
tissue for inflammation, swelling, discharge or
tissue traumne per rasident care plan. RN #2 then
startad to wash the residant's cathetsr with the
same washcloth instead of a clean washcloth.
Residant #8 refused lo let RN #2 complete
catheler care afier RN #2 started cleansing the
cathetler,

Interview with RN #2, on 12/17/15 at 1:30 PM,
revealed she was expected to know the resident's
care plans and she should have fallowed it

(ntarview with the Unit Manaper (UM}, on
1211716 at 4:09 PM, revealed sha expected staft
to be familiar with the rasldents' care plans and lo
follow them.

Interview with Director of Nursing (DON), on
121615 at 2:50 PM, revealed she expected staff
to know and follow the residents’ care plans.
483.25(d) NO CATHETER, PREVENT UTI,
RESTORE BLADDER

Based on the resident's comprehensive
asseasment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
rasiient's clinical condition demonstrates that
catheterization was necessary; and a resident
whe Is incontinent of biadder receives appropriate
treatment and services to prevent urinary tract
infections and to rastore as much normal bladder
funciion as possible.

F 282

Fa31%
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BLADDER
This REQUIREMENT isnct et a evidenced Sl s L L IS
by:
Based cn okservaton, tarview, scord review s o s o o
and faciilty policy review, it was datermined the Neither Incident resulted in a urinary tract
facility fafled to ensure sppropriete treatment and infectian; however both had urinary tract
sarvices wera provided to prevent urinary tract infections when admitted to the faciity,
Infections for twa (2) of twenty-four (24) sampled 2. Al Foley catheter tubing is being monitored by
residents (Rasident #8 and #15). Staff falled to the Unit Managers daily x 7 days to ensura they
provide indwelling catheter care per the fagmty's are not touching the floor. AN #2 completed a
policy/resident's care plan for Reeident #8 and et Ll G RCE e LA R
Devetopment Coordinator on 1/13/2016.
failed to ensure Indwelling catheter tubing was off 3. Al nursing sff and therapy received re.
the finor for Residents #8 and #15, to pravent . B
) rinanj Tract [nfections. education by the $taff Development
. Coordinatar on proper placement of Foley
catheter tubing. All licensed staff were re-
The findings include: educated on proper Foley catheter care by tha
Staff Development Coordinator. All educatian
Review of the facility palicy titled, "Cameterl:f;'alion was completed by 1/20/2016,
Care", last reviawed 08/01/15, revealed staff are 4, S Rasidents with Foley catheters will be
ta organize equipment for perineal care; wash monitored daily x 14 days by the Unit
and dry hands thoroughiy-pm on gloves, with Managers/ADONS and then weekly x 4 weeks
. : and monthiy x 4 manths to ensure tubing is
famale rasidents: use non-dominant hand to T oarty Dlbcad,. AN Foaited S126 wil br
gently saparate labia fully to expose urethral :m"f;:d" y _
praviding Foley catheter care and
meatus and catheter and maintain position of checked off by the SOC. Al results will be taken
hand throughout procedure; grasp cathater with to QAP for tracking and trending and further
fwo fingers lo stabliize it; assess yrethral mealus recoramendations, OAPI meetings wil be held
and surrounding tissue for Inflammation, sweling, weekly till Issus Is resolved. QAP members
discharge or tissua trauma; provide perineal | consist of the Medical Director or ARNP, NHA,
hyglene using miid soap and warm water; usa @ DON, ADONSs, QA Nyrse, Unit Manager, RT
clean wash cloth and clean catheter-starting (Resp. Therapist], RD (Reg. Dieticlan), SOC (Stoff
close to urinary meatus ciean cathater in circular o
Admission Ceordinator, Chaplin, 550 (Secll
motion along lte tength for about four {4) inches Service Directors), HR (Human Resources
moving away from the bady; reapply catheter Director), Q of L Dir. {Quality of Life Director).
se«:ureme:u‘t1 device tancl allo\t; sl:-lxod( in ?meler 80 The NHA or DON may ask CNAs or athers to
movement does not create tenslon on it. participate If the need arlses.
Record review ravealed the facility admitted E.  Completion 1/21/2016.
Resident #8 on 12/11/15 with diagnoses, which ll-’-l.ll I\
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included Urinary Tract Infection and Renal
Insufficiency,

Review of Resident #8's Interim Admisslon Care
Plan, dated 12/10/15, revealad staff was to
provide cathelar cara per palicy.

QObservation of Reglatered Nurse (RN) #2
providing urinary indwelling catheter care for
Resident #8, on 12/17/15 at 1:10 PM, revealed
RN #2 placed gloves an prior to obtaining a wash
cloth, s0ap and a basin with werm water and
raising Resident #8's bad up. RN #1 falled to of
washing her hands and applying gloves after she
had gathered her supplies and positioning the
residemt per facliity policy. She then informed the
resident of needing to previde catheter cara, and
removed the resident's covers and lower
extremity clothing, She ramoved the catheter
secursment device, which was on the rasident's
uppet right thigh. Further cbservation revasalad
RN #2 then grabbed a wet soapy wash cloth and
cleansed the resldent's vagingl area without
changing gloves and separating the labla to
expose the urethral meatus and catheter to
assess the urethral meaius and surrounding
tissue for inflammation, swelling, discharge or
tissue trauma per facility policy, RN #2 then
started to wash the resident's cathetes with the
sama washcloth Instead of a clean washeloth per
policy. Resident #8 refused to let RN #2
complete catheler care after RN #2 started
cleansing the catheter.

Interview with RN #2, on 12/17115 at 4:30 PM,
revealed she would expect to have placed clean
gloves on prior to starting catheter care but forgot
to do so at the time. She further stated she failed
to pravide appropriate catheter care as she was
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unable to position Resident #8 appropriately
afone and needed assistance from staff prior to
starting catheter care, Sha also stated ahe
should have followed tha policy in regards to
urinary catheter care, which would have included
separating the resident’s labia fully to expose the
urethral meatus and catheter for inspection and
therough cleansing.

Interview with the Unit Manager (UM), on
12/17/15 at 4:09 PM, revaalad she expacted staff
to change glaves after setting residents up for
catheter care and prior to starting cathaler care.
She also stated she expected staff to follow the
facliity's pokcy in regards to parforming catheter
care. She further stated pot performing proper
catheter care could lead to urinery tract
infections.

Interview with the Diractor of Nursing (PON), on
12/18115 at 2:50 PM, revealed she expacted staff
ta put on clean glovas prior to starling catheter
care and she further expected staff to fellow the
facility’s policy on catheter care,

Furiher abservation of Resident #8, on 12/15/15
at at 4:45 PM, on 12/16M18 at 9:30 AM, and on

121715 at 4:25 PM, ravealad hisher indwelling
urinary catheter tubing to be resting on the ficor.

2. Record review revealed the faciiity admitted
Resident #15 an 10/02115 with diagnases, which
Included Carebrovascular Accident, Deafness,
Congestive Heart Failure, and Diabetes Mellitus,
Review of the Admission Minimum Data Set
(MDS) Assessment, dated 10/09/15, revealed this
resident was unable to complete a Brief Intarview
for Mental Status (BIMS) because the resident
was rarely or never undersiood, which indicated
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he/she was not interviewable.

Obsarvation of Resident #15 on 12/16/15 at
1015 AM and 12:36 PM, and on 12/17/15 at 2:40
PM, revealad hismher indwelling urinary cathater
tubing to be rasting on tha fioor.

Interview with Cartified Nurse Alde (CNA) #3, on
1211715 st 1:35 PM, revealed he expected all
residents with indwelling urinary catheters to have
the cathetar tubing to ba off the fioor due to the
tubing being on the floor could ceuse a resident
to have an Infection,

Interview with the UM, on 12/17/15 at 4:08 PM,
revealed she expected urinary catheter tubing to
be off of the flacr and that by the tubing being on
the floor there was a polentlal 1o cause & resident
an Infaction.

Interview with the DON, an 12/18/15 at 2:50 PM,
revealed she expecied all urinary catheter tubing
to be off the floor ae this could cause an Infection.
F 323 | 483.25(h) FREE OF ACCIDENT F 323
ssaD | HAZARDS/SUPERVISION/DEVICES

The facllity must ensure that the resident
environment remains 2s free of accldent hazards
as is possible; and each resident recelves
adequate supervision and assistanca davices to
prevent accidents,

Ihls REQUIREMENT I8 not met as evidencad

E;:sed on observation, interview, record review,
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and facility policy review, the facility falled "‘} HAZARDS/SUPERVISION/DEVICES
ensure the resklent environment was free o
accident hazards as possible for one (1) of by ;f,’:,'::;':n'g ::Ji:g;’:::::‘:: Te::':mf?:'"‘"
Memy'four (24) sampled reeldents (R“Hent #1 ) thoroughly with investigations to determing tha
On 12/1515, staff identified Rasidant #1 had a root cause of an injury. Animmediate
wound that the resident stated ogcurred while intervention is put into place ta prevent any
using the Continuous Passive Motion (CPM) further injuries. Resident #1 sald this incident
machine; however, the facillty continued o use never accurred again,
the machine (for three treatments) without 3. Alllieansed staff were re-educated by the Staff
obtaining an immediate assessment by Phystcal :evelor:mer;‘t Coordinator to ask why S times to
etermine the root cause of any injury or
wn;ﬁ:‘adpy (PTJ to delermine the cause of the accident and {o put an immediate intervention
! into place so anather accldent or Injury does
The findings Include; & Alincents and actiiontsoeeeviomn
¢iinical morming meetings by the Unit M:
:’ta\'fcllswtof l:'IB facllitg;‘ls pnal:cg gtled :?c?!depn‘tis ;r:‘d and on weekends by tha Week:ndr;une:vni:::r’
ncidents - Investigating eporing”, updal to determine that a cause of an Incldent has
060115, reveaied guidefines Include the Rurse been determined, and an immediate
Supe h the Departme intervention has been put into place al ith
Dlrap dmwlgu:;g,:ig‘:r::a;%|gteh:“dagmm“manr:t the care piann aar:d CNA care rac:rd upad:::dn
investigatian of the accident or Incident, Data to o ,5:?5'12:3.'"&:2;2:: ft::: piscad st goch
" P and passible
ibe ilgd";dEd ll:ﬂfvent‘Manage;'agdlegmg: dti Interventions to implement. This Is an ongoing
:fmgggggnmgcg:&“ua?ﬁ:a of the nd time process. All incidents and acckdents are
reviewed at QAPI for tracking and trending and
"msmgluwlhdﬂ:um"mfﬁaﬂu“"dmg the further recommendations, gAPI rrleuztlng:g wil
a ent/incident, ono be held weekly till issug s resalved, QAP
accldentiincident, names of withesses and members consist of the Medical Diteetor or
accounts of the accldant/incident, ime physician ARNP, NHA, DON, ADONS, OA Nurse, Unit
was notified with instructions, famify notification, ::an;ger’. ﬁTlﬁ‘esp.ff Them:ci'sti. RO {Reg.
etician), SDC (Staff Development
zﬂ%;;;:;?gﬁeqﬁﬁgfogﬁizggﬂmn gooz:nator}, MCS Coordinators., Admission
taken, follow-up Infarmation, other pertinent data e sl o
ded. and d title of person Directors), HR (Human Resources Director), Qaf
as ""f ed, and name .?_"‘1 ok Peha“ S L Dir, (Quality of Life Director). Tha NHA or DON
completing tha report. The facility sl may ask CNAS or others to participate If the
compliance with rules and regulations goveming need arisas.
accidenisfincidents involving 2 medical davice,
and incidents will be reported to the Administrator S.  Completion 1/21/2016.
and/or Director of Nursing (DON), If "Event ]{ al l up
Manager” Is down, document reports on paper |
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Continued From page 17
incident/occurmance investigation forms.

Record raview revaalad the facllity admitted
Residant #1 on 08/12/15 with diagnases, which
included Diabetes, Hypertension, Total Knee
Replacement, and Anemia. Review of the
Quarterly Brief Interview for Mental Status (BIMS)
score, dated 12/04/18, raveslsd a scora of filteen
(15) indicating the resident was interviewabla,

Review of the "Non-Pressura Skin Condition
Record®, dated 12/15/15, revealed a serotal
abrasion meeasuring six {8) centimeters {(em) in
length by two {2) cm In width and 0.1 cm in depth
with a partial thickness characteristic, Further
review revealed there was no exudate and the
wound bed was pink, pale tissue with staugh, and
the surrounding tissue was normal. It was noted
the incident was caused by a pinched area by the
CPM device,

Interview with Resident #1, on 12/15/15 at 4;15
FM, revealed he had a sore ¢n the scrotal area
but could not remember how it happened. He
stated Certiffied Nurse Aide (CNA) #7 found it
when she was praviding incentinent care on
12/15M15. Resident #1 further stated staff had
heen placing a towel under his scrotal area in
order to keap it dry.

Observation of Rasident #1's skin assessment
conducted by the Wound Care Nurse, on
1211615 at 2:55 PM, revealed a large oval
shaped crater-like open area measuring six (8)
centimeters {cm) x wo {2)em x 0.1 cm o
Resident #1's scrofal area that had visible yellow
tissue in the wound bed and slight yellow
drainage.

F 323
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Interview with CNA #7, on 12117/15 at 1:29 PM,
ravealed, on 12/15/15, while providing AM
incontinent care, she observed an area on
Resident #1's scrotal area, She staled she
immediataly asked Linit Manager (UM) #4 and
Charge Nurse #4 to come to the room 1o assess
the area, She revaaled UM #4 assessed the
wound and Reasldent #1 told them the CPM
machine had pinched him during therapy. She
stated UM #4 reported this to Charge Nurse #4
and she fmmediately completed an investigation
report. She stated Charga Nurse #4 stated she
was goaing to have the Wound Care Nursa lo look
at the area for treatment.

interview with UM #1, on 12/17/15 at 1:45 PM,
revealed she obsarved an cpen area on Resident
#1's scrotal sac on 12/15/15 and the residant
slated that he had been pinched by the CPM
machins. She stated sha told Charge Nurse #4
o completa an incident report and notify the
Wound Care Nurse immadiately.

Intarview with the Wound Care Nurse, cn
12118115 at 1:35 PM, revealed the facility followed
wound care guidellnes protacol for wound care,
She stated Resldent #1 informed her that the
CPM machine had pinched him end it caused an
open afea, She stated it was an abrasion
measuring six (6) centimaters (cm) x two (2) em x
0.1 cm on the posterior scrotal area. She
revealed the physiclan was made aware and an
order was received. The treatment was inltiated
immediately on the morning of 12/15/15. She
stated the nurses usually do the CPM therapy
with the resident. She further stated PT was
supposed to avaluate the resident to determine If
the injury was caused by the machine.
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Review of the Physician's Order, dated 12/156/15,
revealed to apply Siivadene Cream to the
abrasion (o the scrotal arag twice a day; however,
there was no order for "PT to evaluate for current
length/fit* untit 12/18M5 at 4:30 PM.

Review of the Therapy Records revaaled
Resident #1 recelved CMP therapy two (2) times
(morning and aftarnoon) on 12/15/15 and
12/16/15 prior to PT evaluating the GMP machine
to detarmine If it had caused the wound,

Interview with the Rehab Manager, on 12/17/15 at
2:09 PM, revealed she had not been notified of
the Injury sustained by Resident #1 until the
afternoon of 12/16/15 whan she received a call
from the Quality Assurance (QA) Nurse indicating
that an order for a PT evalustion was needed.

Interview with the QA Nursae, on 12/17/15 at 213
PM, ravealad she had notified the Rehab
Director, on 12/16/15, of the need for PT 1o
gvaluate Resident #1 for the proper operation of
the CMP machine.

Interview with PT #1, on 12/17/15 at 2:08 PM,
revealed he was notified on 12/16/15 by the
Rehab Manager that Res!dent #1 needed an
evaluation related to @ possible wound caused hy
the CPM machine, He statad he and PT #2
immediately weant ta the rasident’s room and
completed an assessment of the CPM machine,
He stated since the CPM machine was located
approximataly twelve (12) inches fram the
resident’s scrotal araa that he felt the CPM
machine could not have caused the injury.

Interview with FT #2, on 12117115 at 2:53 PM,
revealed in his professional opinion the CPM

F 323
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machina could not have caused the residant to
become pinched. He stated that all areas of the
machina are round and the hinged area of the
machine is appraximately twelve (12) inchea from
the resident's scrotal area,

Interview with the DON, on 12/17/16 at 2:13 PM,
revealed PT should have been notified
immadiately to came and assess the equipment
and placement of the equipmant if this was the
known source of the cause of an injury, She
stated waiting twanty-four (24) hours was nat
acceplable, She stated that PT should have
been notified immediately to inspect the CPM
machine to ensure it was warking properly and
that the same event did not reoccur.

F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL
ss=p | NEEDS

The facility must ensure that residents receive
proper treatment and care for the following
special services:

Injections;

Parenteral and enteral fluids;

Colostomy, Ureterostamy, or lleostomy care;
Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced

Basged on observation, Interview, and record
review, it was determined the facility failed to
ansure that residents recelve proper treatmant
and care for one (1) of twenty-four (24) samplad

F328 483.25(k) TREATMENT/CARE FOR SPECIAL NEEDS

F 328
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1

Resident 215 no longer resides in the
facility. RN 21 who provided Improper g-
tube sight care was given a coaching and
counselling by the Director of Nursing on
12/21/2015. RN #1 also completed
competency on proper g-tube cara by the
Staff Development Coordinator on
12/17/2015 and aga'n on 1/8/2016. The
Quality Assuranca Nurse assessed resident
#15 and developed 3 care plan for g-tube
site care and received and order for g-tube
site care and placed it on the TAR on
12/30/2015.

All residents with g-tubes were reviewed by
the Quality Assurance Nurse an 12/30/2018
and each one had been assessed, a care
plan was in place, and an order had been

received and entered on the TAR for the g-
tube carg, Competency Check offs on g-
tube site care was completed an ail heansed
nursing staff to ensure cach nurse could
perform the task correctly, This was
completed on 1/20/2016,
all licensed staff were re-educated by the
Staff Development Coordinator the proper
way to perform g-tube care, Education was
completed by 1/20/2016.
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residents related fo gastrostomy (G-tubs) site = .
care {Resldent #15), 4 The Unkt Managers and Stail Development
Coordinators will observe 5 residents
The findings include: requiring g-tube care weekly x4 we:fb-
monthly x 4 moltl':t:: :;I;}::ﬁ“:;: o
Record review revealed the facllity admitted abservations w
Resident #15 an 10/0215 with diagnozes, which committee fo sracklng and trending SEE
included Cerabrovascular Accident and Olabates ’:";:‘;';:f;"w‘:"e:mfme s resalved.
Melitus. Review of the Admission Minimum Data QAPI membery consist of the Medical
Sat (MDS) Assessment, dated 10/09/15, revealed Director or ARNP, NHA, DON, ADONs, QA
this resident was unabia to complete a Brief Nurse, Unit Manager, RT {Resp. Tlm'ran:-isﬂ.t
Intarview for Mental Status (BIMS) because RD (Reg. Dietician), SOC (Staff Devalopmen
he/sha wes rarely or nevar understood and this Coardinator], MDS Coordinators.,
indicated he/she was not interviawable. In Admission Coordinator, Chapiin, SSD {Socll
addition, the resident was assessed to have a Service ?ir;:’n;sg:‘m:;':';“u”f:““
tube feeding in place while at the facility. Directar), : CNAs o
Diractor]. The NHA or DON may ask
risas,
Review of the Comprehensive Care Plans for others to participate i the feed arses
Resident #15, dated 10/09/15 and 10/13/15, and 2016.
Physician's Orders, dated 12/2015, revealed . Completion Date 1/21/
there wera no Identified interventions related to ]’ at ! lo
G-Tube site care or providing G-Tube she care.
Review of Resldent #16's Dacember 2015
Treatment Administration Records (TAR)ravesled
there was no G-Tube site care recorded oh the
TAR 80 ficensed staff would ba cued to parform,
Qbeervation, on 12/17/16 at 2:45 FM, revealad
Registerad Nurse (RN} #1 provided g-tube site
care for Resident #15, Further observation
revealed RN #1 failed to wash his hands and
apply clean gloves prior lo the procedure, used
the same washcloth to clean the G-tube site
twice, and falled to change gloves alter removing
the old dressing; and, after cleaning g-tuba site
and prior to applying a clean dressing per
standards of practice.
FORM CMS-2587(02-05) Previous Varsions Obaoisia Event (D; T8ZC1Y Facty I0; 100410 If continuation shest Page 22 of 28
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Intarview with RN #1, on 12/17/15 at 3:00 PM,
revealed he had forgot to change gloves butin
hindsight should have changed gleves prior to
stasting G-Tube slte care, after removing the old
dressing, after reroving brownish crustlike
material from the G-Tube site and prior lo placing
the new dressing o Rasident #15's G-Tuba site.
RN #1 also stated he should have had more
supplles in place, o include a basin with warm
water and additional wash cloths and he should
not have used the same salled wash cloth for a
second time of cleansing Resident #15's G-Tube
site due to the wash cloth was dirty from the first
cleansing attempt,

intarview with the Unit Manager (UM), on
12717115 at 4:00 PM, revealed she expected staff
to have the appropriate supplies in place and
ready prior to starfing G-Tube sita care and shs
expected staff to follow the facility's G-Tube site
care policy/guidalines.

InMarview with the Director of Nursing (DON), on
12/18/15 at 2:50 PM, revealed she expetied staff
to have the appropriate supplles In place and
ready prior to starting G-Tube slita cars and sha
expacted staff to follow the facllity's G-Tube sile
care policy/guidalines.

Interview (Post Survay) with Licensed Practical
Nurse {(LPN) #5, on 12/30/15 at 10:47 AM,
revenled Resident #156 should have had a
physician’s order for G-Tube site care upon
admission which would hava then been placed on
the TAR for licansed staff to perform. Sha also
stated a care plan should have bean
implamented in regards to G-Tuba sie care.

Interview {Post Survey) with the Quality
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Assurance (QA) Nurse, on 12/30M5 at 11:30 AM,
revaaled Resident #15 should have had a
physician's order for G-Tube site care upon
admission, which would heva then been placed
on the TAR [or licensed staff to perform. She
also stated a care plan shauld have been
implemented on admiasion In regards to G-Tube
site care. She further stated the facliity would be
unable to determing if G-Tube slte cara hat been
compiated routinely for Resident #15 because
there was no physician's order for G-Tube site
cara for Residant #15, nor was G-Tuba site care
listed on Regident #15's TAR for licensed staff to
initial that care had been completed.

Interview with the Administrator, on 12/30/15 at
11:40 AM, revealed she expected staff to ba sure
a resident with & G-Tube had a physician's order
upon admisslon in regards to G-Tubae site care,
and additionally, a care plan should have been
implemented In regards to G-Tube sile care for
Residant #15 upon admission.

F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
55=D | SPREAD, LINENS

The facllity must establish and maintain an
Infaction Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

{1) Investigates, controls, and pravents infections
in the facility;

{2) Decides what procedures, such as isalation,
should be applied to an Individual resident; and
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(3) Maintains a record of incidents and corractive 1 Resident # 18 no langer resides In the
actions related to infections, facility and resident #8 suffered no ill effects,
Al staff members have been re-educated by
(b) Preventing Spread of infection the Staff Development Coardinator on
{1) When the Infection Control Program handling sofled linens and the Infection
determines thal a rasident needa isolation to . g;r;t:flr by uiolzoir:.w served dally
; members a ng obse ity x
m?: mer:gde::tor infaction, the fadmy e S days by DON/ADONS/AUnTt Managers to
2) The fBCﬂily must pmhibil emplﬁyea with a determine if any other staff is handling
communicable disease or nfected skin lesions solled Wnans improperly and the Staff
. Development Coordinator has baen
fram direct contglct with residents or thelr focd, i reviewlng the Infection Contral Policy with
direct contact will transmit the dizease. all staff.
{3) The facility must require staff to wash their 3.  All pursing staff have been re-cducated by
hands after each direct resident contact for which the Staff Development Coordinator
hand washing is indicated by accepted conceming proper handling of solled ¥nens,
- | prefesslonel practice. handwashing, Foley catheter tubing
placement and Foley catheter care and
licensed staff also received additianal
ggg:: ::! must handte, store, process and :}’"?“"“ concerning g-tuba care by
' 20/2016.
transport linens 80 as to prevent the spread of 4, 5 staff members gre being ohserved by Unit
infection. Managers/ADONS/DON for improper seiled
linen handling, improper g-tube and Foley
¢atheter care,
The observations are being dane weekly x 4
waeks, then monthly x 3 menths with
results presented in QAP for tracking and
trending and further recommendatlons.
This STANDARD is not met as evidenced by: QAP1mestings wil e ekl waakly tH fssue
Is resoived. QAPI members consist of the
Based on obsl_ervatlon, inlarvie:’v. mo{de':"li;w' Medical Olrector or ARNP, NHA, DON,
Program designed to help prevent the T.';‘iﬁﬁ::,‘.!;:?é,,“:f;.ﬂ':‘ﬁi‘,",‘};é“‘ et
development and transmission of infection. Staff Coordinators., Admission c:)oc'dlnmr,
exited two (2) restdent reoms (Resident #8 and Chaglin, $5D {Socla) Service Directors), HR
Resident #15) with the solled wash cloths and {Humnan Resources Oirectar), Q of L Dir.
towels axposed and not contained after {Quality of Life Director). The NHA or DON
performing urinary catheter and gastrostomy tube ::La::'is ‘;’;“" or others to participate if the
site cara, *
S.  Completion 1/21/2016. . ! Iad , e
FORM CIAS-2587{02-09) Previous Versions Ohaciels Event ID: T6ZCN Facilly 10 100410 i contiwation sheel Page 250! 28
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The findings include:

Review of facility policy, titled "Standard
Pracautions®, last revised 08/2007, revealed
standard precautions apply to the care of all
residents in all sltuation regardiess of suspected
or confirmed presence of infectious diseases.
Further raview of the policy revealed, staff ara to
handle, transport and precess linen soiled with
blood, body fuids, secretions, excretions in a
manner thet prevents skin and mucous
membranes expasures, contamination of
¢clothing, and avaoids transfer of microorganisms
to other residents and enviranments.

1. Observation of Registered Nurse (RN) #1, on
12/17/15 at 3:00 PM, revealed RN #1 provided
G-Tube site cara for Resldant #15. RN #1 placed
a solled washeloth and a sailed towel Inta
Resident #15's sink after using the items for
G-Tuhe site zare. After completion of G-Tuba
site care, RN #1 grasped these solied linen itams
out of Residant #15's sink and carried them inlo
the haliway, exposed and not contained, and
walked to the sailed linen cart and placed the
items in the cart. Further observation ravealed the
cart was in the hallway, approximately ten (10)
feet from Resident 16's room.

Interview with RN #1, on 12/47/15 at 3:00 PM,
revealed he should not have placed soiled linen in
the rasident's sink, and he should have had a bag
avallable for the soiled linan. He also stated it
was not acceptable to take unbagged soiled linen
into the hallway.

2. Observation of RN #2, on 12/17/15 at 1:10
PN, ravealed RN #2 provided urinary catheter
care for Resident #8. RN #2 placed a soiled

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUFPLIERICLIA {%2) MULTIPLE CONSTRLCTION {X3) DATE SURVEY
185089 B WiNG 12118/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDHESS, CITY, STATE, 21P CODE
SED HIGH S7.
SIGNATURE HEALTHCARE OF BOWLING GREEN BOWLING GREEN, KY 42101
{X4)10 SUMMARY BTATEMENT QF DEFICIENCIES I} PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDEN BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ww
TAQ REGULATORY OR LSC 10ENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE
DEFICIENCY)
F 441 Continued From page 23 F 441
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AND PLAN OF CORREGTION [DENTIFICATION NUMBER AT COMPLETED
195089 B. WING 1211812015
WAME OF PROVIGER OR SUPPLIER STRERT ADDRESS, CITY. STATE, ZIF CODE
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SUMMARY STATEMENT OF DEFICIENGIES PROVIDER'S PLAN OF CORRECTION e
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DEFICIENCY)
F 441 | Continued From page 26 F 441

washcloth and a soiled towel in Resident #8's
sink after using the ems for urinary catheter
cara. After RN #2 pasitioned Resident #8 end
covered the resident with a blanket, she grabbed
the linen from the sink and carried them into the
haflway, exposed and not contained, and placed
the dirty finen in the solled finen cart, which was in
the haliway approximately five (5) feet from
Resident #8's room.

Interview with RN #2, an 42M17/16 at 1:30 PM,
ravealed she would expect anycne providing
catheter cars {o use 2 plastic bag to store sciled
tinens. She stated scited linen should never be
placed in a resident's sink and soiled linen should
not be taken out of a resident’s room into the
hallway without being In a bag and contained.

Interview with Certified Nursa Aide (CNA) #3, on
{2/1715 at 1:35 PM, revealed staff are {o have a
plastic bag to place solled washcloths and towels
in, and should not place the soiled washeloths
and towels in a sink, CNA #3 further stated solled
linen was not lo be transported in the hall unless
it was in a bag.

Interview with the Unit Manager (UM), on
12/17/15 at 4:09 PM, revealed she expacted staff
{o store sclled linen In a bag when providing care
for residents, and soited linen shouki not be
placed or stored in 8 resident's sink. She also
stated sciled linen needed to be placed in a bag
and contained prior to being taken out of a room
inta the hallway,

Interview with the Director of Nursing (QON), on
12/18/15 at 2:50 PM, revealed she expected staff
to use a bag to place solled line into when

providing care for resident and soiled finen should

FORM CMS-2887{02.29) Previcus Verslons Obsolets Event 1D 62014
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STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CORETRUCTION
AND PLAN OF CORREUTION RENTIFRCATION NUMBER: A BUILDING
185089 B. WING
NAME OF FROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STATE. ZIP CCDE
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{%4) ID SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (EACH DEFICIENCY MUST HE PRECEDEC BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 441 | Continued From page 27 F 441
nat be placed or stored in a resident's sink, She
also staled solled linen needed to be in a bag and
contained prior to being taken out of a residenta
room into the haliway.
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
185089 B. WING 01/21/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SIGNATURE HEALTHCARE OF BOWLING GREEN S50 HIGH ST.
BOWLING GREEN, KY 42101
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
PoC, the facility was deemed to be in compliance
on 01/08186.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficlency statement ending with an asterisk (*) denotes a deficiency which the Institution may be excused from comecting providing it is determined that
other safeguards provide sufficient prolection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available o the facility. If deficiencies are cited, an approved plan of correction s requisite to continued
program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT

IDENTIFICATION NUMBER A. Building 01 - MAIN BUILDING 01

185089 v |B. Wing o |1212016
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE
SIGNATURE HEALTHCARE OF BOWLING GREEN 550 HIGH ST.

BOWLING GREEN, KY 42101

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficlencies and Plan of Correction, that have been
corrected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on

the survey report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix Correction | ID Prefix Correction | ID Prefix Carrection
Reg. # NFPA 101 Completed |Reg.# Completed | Reg. # Complsted
LSC Ko038 01/08/2016 [LSC LSC
ID Prefix Correction | iD Prefix Corraction | ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LsC LSC
ID Prefix Correction | ID Prefix Correction | 1D Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction | ID Prefix Correction | ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Cormrection | ID Prefix Correction | 1D Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY [ ]| {INITIALS) - )
U Noprpe . A Osforte
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO | (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON
12/18/2015

[C] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? CJyes [ nNO

Form CMS - 25678 (09/92) EF (11/06)

Page 1of 1 EVENT ID: T6ZC22
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & ME ICAID S (8] th? M.APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIERRELLA

MULTIPLE CON,
IDENTIFICATION NUMBER: pel Sl

A. BUN.DING 01 - MAIN BUILDING m

185089 8, WiNG

12/18/2018

NAME OF PROVIDER OR SUPPLIER
SIGNATURE HEALTHCARE OF BOWLING GREEN

STREET ADDRESS, CITY, STATE, Zip Cobg

850 HIGH ST.

BOWLING GREEN, KY 42101
PROVIDER'S PLAN OF CORRECTION

{EACH CORRECTIVE ACTION BHCULD BE M‘FEI'I:N
CROS8-REFERENCED TO THE APPROPRIATE GATE
DEFICIENCY)

X4 i
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES 0
{EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

K 000 | INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1988
SURVEY UNDER:; 2000 Existing
FACILITY TYRE: SNF/NF

TYPE OF STRUCTURE: One {1) stary, Type I
(200)

SMOKE COMPARTMENTS: Ten (10) smoke
compartments

FIRE ALARM: Complete automatic fire alarm
system

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system.

GENERATOR: Typa | generator. Fuel source s
diesel.

A Standard Life Safety Code Survey was
conducted on 12/18/15, The facility was found not
to be in compliance with the reguirements for
participation in Medicare and Medicald, The
facility is cartified for one-hundrad seventy-six
(176) beds with a census of ona-hundred
thirty-six (136) on the day of the survay.

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Reqgulatlons, 483,70(a) et s8q. {Life Safely from
Fire)

K 000

2125

\9\920 )
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JAN 2015

OFFiCE OF
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: (AL
{id (*) denoles q deficlency which tha |

e . nstitutian
other saleguards provide suficiant protaction to the pallents, (See insiructions,) Excapt for nursing

(X6} DATE

' /_/J/égaaa
may be excusad from cormecting providing # Is determined that

fiemes, the Fndings siated above ara digclosabla 50 days

following the date of survey whather o nat 4 plan of comaction |s pravided, For nursing homes, the abova findings and ptons of correction are disclosgble 14

days fokowing the dale thece documsents are mada avallabla (0 the facllity. If deficlanciss ars clled, an

pfogram particlpsiion,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
NTERS EDICARE & MEDICAID SERVICES NO. O
STATEMENT OF DEFICIENG! 1) PROVIDER/SUPPLIERICLIA LTIPLE C RUCTION DATE SURVEY
AND PLAN OF CORRECTION = IDENTIFICATION NUMBER ﬁfmu 01 _mu f:::.ome 01 & ELETEI:I
185089 8 WING —_— 1211872015
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, $TATE, ZIP CODE
560 HIGH ST,
SIGNATURE HEALTHCARE OF BOWLING GREEN BOWLING GREEN, Ky 42101
X430 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
EACH DEFICIENGY MUST BE PRECEDED by L R ACTION BHOULD BE COWPLETION
”?EE"‘ éeeuwronv OR wcmermrwfs mronm%m ngx cﬁm 70 cr\r;awmupmm OATE
K 000 Continued From page 1 Ko0oo
Deficiencies were cited with the highest
deficiency identified at & Scope and Severity of
IIDH .
K038 NFPA 101 LIFE SAFETY CODE STANDARD K028
§5=D
Exit access ig amanged so that exits are readily K038 NFPA 101 LIFE SAFETY cOpE STA DAR
accessible at all imes in accardancs with section COPE STANDARD
7.1, 192.1 1. The Director of Maintenance installed 3
light to llumninate the €ate exit area leading
to the Court Yard aren an A/7/2016.
2. Al other axits werg reviewed for
llurination on 12/18/2015 and afl other
exit areas had working lights,
3. TheMaintenance Department was
educated on ensuring that all exits are
Aroparly itt by the NHA on 1/772016,
4. The Maintenance Director will complete the
QAP form titled, “Environmental Safety
This STANDARD s not met as evidenced by: Survey-Dverall monthy times 3 months
Based on observation and interview, the fashity and turn the completed form in to the QAP
failed to maintain exits according to Natlanal Fire committee GAP! for tracking and trending
Pratection Association (NFPA) standards. This and further recommendations. QP!
deficient practice affectad ong (1) of ten {10) meetings will be held weekly il fssus i
smoke mmpam"ents' staff and approxlmaiely resolved. GAPI members consist of the
twenty-two (22) residents. The facility has the :};g‘;;' g;’;?:;;'lﬁgt";-;::;rﬂg;‘i forn
capacity for 178 beds with a census of 128 the Therapist), RO (Reg. Dietician St [Statt
day of survey. Development Coordinator), Mps
Coordinatars,, Admission Coardinator,
The findings include: Chapiin, 550 (Social Service Directors), HR
{Human Rescurces Diractor), Q of 4, Dir.
During the Life Safety Code tour, on 12/18/15 at {Quatty of Life Dircetor). The NHA or DON
10:00 AM with the Director of Maintenance may ask CNAs or others to participate if the
(DOMY), an exterior exit was ubsenredhleadiag loa need rises.
locked gate in the Court Yard area. The loc was
a coded key pad type with the code to exit S Completion date 1/8/2016
pasted, This exit must be Numinated under ai)
lighting conditions in case of fire or olher
emergency.
FORM CM3-2567(02:08} Frevicus Versiom Obsciets Evenl 10: Te2C21 Fociity 1D° 100418 I continuation ahast Paga 2 of 3



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FQR MEDI
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PRINTED: 01/11/2018
FORM APPROVED
0938.0391

(X1) PROVIDER/SUPPLIER/CLEA
IDENTIFICATION NUMBER:

185088

(X2} MULTIPLE CONSTRUCTION
A BURDING 01 - MAIN BUILDING 01

B, WING

(%3) DATE SURVEY
COMPLETED

12/18/2015

NAME OF PROVIDER OR SUFPLIER
SIGNATURE HEALTHCARE OF BOWLING GREEN

STREET ADORESS, CITY, STATE, Z2IP GODE
658 MIGH 8T,
BOWLING GREEN, KY 42101

(Xdy 1
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFIX
TAG

PROVIDER'S FLAN OF CORRECTION
{EAGH CORREGTIVE ACTION SHOULD BE
CROSS-REFERENCED TO) THE APPROPRIATE
DEFICIENCY)

COMPLETION

K038

Cantinued From page 2

Interview with the DOM, on 12/18/15 at 10.00 AM,
revealed he would add a light in this area to
lNuminate the gate/exit area,

The findings were revealed to the Administrator
on exit,

Reference: NFPA 101 2000 edition

7.215.4°

A lafch or other fastening device on a door sheh
be provided with a releasing devica having an
obvious method of operation and that |s readily
oparated under all lighting conditions. Tha
releasing mechanism for any latch shall ba
located not less than 34 in. {86 cm), and not more
than 48 in. (122 cm), above the finished fioar,
Doors shell be operable with not more than one
releasing operation,

K038
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